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Medicare Advantage Plan Benefit Package (PBP)

ADMINISTRACION DE SEGUROS DE SALUD

2700002

NUMERO DE CONTRATO



5/29/26, 4:17 PM PBP Data Report

PLAN BENEFIT PACKAGE (PBP) DATA ENTRY SYSTEM REPORT

Contract Year: 2027
Requested By: CHRISTIAN SOTOMAYOR

T T e e o T T ADMINISTRACION DE SEGUROSDE SALUD ™
H4004

048 MMM HEALTHCARE, LLC - Data Report 2700002
Plan Characteristics NUMERO DE CONTRATO
General Information
Organization Legal Name Organization Marketing Name  Organization Type
MMM HEALTHCARE, LLC Medicare y Mucho Mas (MMM) Local CCP

Plan Name

PMC Premier Platino (HMO D-
SNP)

Plan Geographic Name

Puerto Rico

Plan Details

Plan Type

HMO

Does this plan offer
Prescription drugs (Rx)?
Yes

Does this plan participate in
the Better Approaches to
Lifestyle and Nutrition for

Comprehensive hEalth
(BALANCE) Model?

Not Available

Is this a network plan?

Not Applicable

Does this plan offer Point of
Service (POS)?

No

Is this an Employer-Only Plan?
No

Does this plan offer Out-of-
Network Services (OON)?

No

Special Needs Plan

Is this a SNP?

Yes

Does this D-SNP offer
Medicare zero-dollar cost

sharing (not applicable to Part
D)?

No

Plan Attributes

SNP Type
Dual-Eligible

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

No
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SNP institutional Type
Not Applicable

This DSNP:

None of the above (i.e., no
buy-down applied)
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5/29/26, 4:17 PM PBP Data Report
Select Enrollee type:
Part A & Part B

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

Does this plan intend to participate in the Platino program?

Yes

Contract Year 2027 Medicare-defined MOOP Limits (HMO Plan)

Lower MOOQOP Limit Intermediate MOOP Limit Mandatory MOOP Limit
$0 - $4450 In-network $4451 - $7150 In-network $7151 - $9850 In-network

Standard Bid

Does this plan offer a standard Does this plan offer a standard Does this plan offer a standard

bid for In-Network service bid for plan-level deductible bid for Visitor Travel Program
categories? and maximum enrollee out-of-  V/T?
?
No pocket cost (MOQP)? NG
No
Benefit Offerings

Medicare Services

Showing all the service categories that are being offered under the plan

Services In Network (INN)

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Required

Inpatient Hospital Psychiatric(1b) Required
Skilled Nursing Facility (SNF)(2) Required
Cardiac and Pulmonary Rehabilitation Services(3)

Cardiac Rehabilitation Services(3-1) Required

Intensive Cardiac Rehabilitation Services(3-2) Required

Pulmonary Rehabilitation Services(3-3) Required

SET for PAD Services(3-4) | Required
Emergency/Urgently Needed Services(4)

Emergency Services(4a) Required

Urgently Needed Services(4b) Requi-réd-
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5/29/26, 4:17 PM PBP Data Repart

Services In Network (INN)
Partial Hospitalization/intensive Outpatient Program
Services(5)
Partlal Hospltallzatron Program(5a) - Required
Intenswe Outpatlent Program Serwcee(5b) R Required
Home Health Serwces(ﬁ) - Required

Health Care Professmnal Serwces(?)

Primary Care Physician Servrces(7a5 Required
Chiropractic Services(7b) Required
Occupational Therapy Services(7c) - Required
Physician Specialist Services(7d) Required

Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Specialty

Services(7e1) Required
g;?\luig esseszlzo)ns for Mental Health Specialty Required
Podiatry Services(7f) Required
Other Health Care Professional(7g) ” ” Required
Psychiatric Services(7h) ”
Individual Sessions for Psychiatric Services(7h1) Required
Group Sessions for Psychiatricv Servrces(7h2) ......... Required
gl;);;lgsé('[/rir)erapy and Speech-Language Pathology Required
Additional Telehealth Benefits(7])  Yes
Opioid Treatment Program Services(%l;i - Required
Outpatient Procedures, Tests, Labs and Radiology
Services(8)
Diagnostic Procedures/Tests/Lab Services;rsa) ----------
Diagnostic Procedures/Tests(8a1) - Requrred """"""""""
Lab Services(8a2) ” Required
Outpatient Diagnostic/T heraeerr’rl‘cl:'Hadlologrcal o
Services(8b)
Diagnostic Radiological Services(8b1) - Required
Therapeutic Radiological Services(8b2) “ Required
Outpatient X-Ray Services(85§5mMW D Required
Outpatient Services(9)

Outpatient Hospital Servrces(ga)
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5/29126, 4:17 PM PBP Data Report

Services In Network (INN)

Outpatient Hospital Services(9a1) Required
Observation Services(9a2) Required
Ambulatory Surgical Center (ASC) Services(9b) Required

Outpatient Substance Abuse(9c)

Individual Sessions for Outpatient Substance

Abuse(9c1) Required
Group Sessions for Outpatient Substance .

Abuse(9c2) Required
Outpatient Blood Services(9d) Required

Ambulance/Transportation Services(10)
Ambulance Services(10a)
Ground Ambulance Services(10a1) Required
Air Ambulance Services(10a2) Required

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Required
Prosthetics/Medical Supplies(11b)
Prosthetic Devices(11b1) Required
Medical Supplies(11b2) Required
Diabetic Supplies and Services(11c)
Diabetic Supplies(11c1) Required
Diabetic Therapeutic Shoes/Inserts(11c2) Required
Diabetic Monitors(11c3) Required
Dialysis Services(12) Required
Preventive and Other Defined Supplemental
Services(14)
g/ledi.care—covered Zero Dollar Preventive Required
ervices(14a)
Kidney Disease Education Services(14d) Required
Other Medicare-covered Preventive Services(14e)
Glaucoma Screening(14e1) Required
Diabetes Self-Management Training(14e2) Required
Digital Rectal Exams(14e4) Required
EKG following Welcome Visit(14e5) Required

Medicare Part B Rx Drugs(15)
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Services

Medicare Part B Insulin Drugs(15-1)

Medicare Part B Chemotherapy/Radiation Drugs(15-
2)

Othér Medlcare Part B Drugs(15 3)
Dental(1 6)
Medlcare_Dental Semcesm ea) e
Eye Exams/Eyewear(17)
" EyeExams(17a)
| Eyewear(170)
Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

In Network (INN)

Required
Required

Required

Required

Required
Required

Required

Non-Medicare Services

Showmg all the service categories that are being offered under the plan

In Network (INN)

Services

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a)

Additional Days for Inpatient Hospital-
Acute(1atl)

Non-Medicare-covered Stay for Inpatlent
Hospital-Acute(1a2)

Upgrades for Inpatient Hospital-Acute(1a3)
Inpatient Hospital Psychlatrlc(1 b)

Additional Days for Inpatient Hospltal
Psychiatric(1b1)

Non-Medicare-covered Stay for Inpatient
Hospital Psychiatric(1b2)

Skilled Nursing Facility (SNF)(2)

Additional Days beyond Medicare-covered for
Skilled Nursing Facility (SNF)(2- 1)

Cardiac and Pulmonary Rehabilitation Services(3)
Additional Cardiac Rehabilitation Services(3-1)

Additional Intensive Cardiac Rehabilitation
Services(3- 2)
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/ Both
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In Network (INN)
Services

Optional/Mandatory
/ Both

Additional Pulmonary Rehabilitation Services(3-
3)

Additional SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)
Worldwide Emergency/Urgent Coverage(4c)
Worldwide Emergency Coverage(4c1) Required Mandatory
Worldwide Urgent Coverage(4c2) Required Mandatory
Worldwide Emergency Transportation(4¢3)
Health Care Professional Services(7)
Chiropractic Services(7b)
Routine Chiropractic Care(7b1) Required Mandatory
Other Chiropractic Services(7b2)
Podiatry Services: Routine Foot Care(7f) Required Mandatory
Ambulance/Transportation Services(10)
Transportation Services(10b)

Transportation Services - Plan Approved .
Health-related Location(10b1) Required Mandatory

Transportation Services - Any Health-related
Location(10b2)

Other Supplemental Services(13)
Acupuncture Treatments(13a) Required Mandatory
Over-the-Counter (OTC) Items(13b) Required. Mandatory
Meal Benefit(13c) Required Mandatory
Other 1(13d)
Other 2(13e)
Other 3(13f)

Dual Eligible SNPs with Highly Integrated
Services(13g) .

Preventive and Other Defined Supplemental
Services(14)

Annual Physical Exam(14b)
Other Defined Supplemental Benefits(14c)
Health Education(14c¢1) Required Mandatory
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5/29/26 4. 17 PM

Services

NutrltlonaI/Dletary Beneﬁt(1 402)

Additional Sessions of Smoking and Tobacco

Cessation Counseling(14¢3)
Fitness Beneﬁt(14c4)

Telemomtormg Services(14c6)

Remote Access Technologies (including
Web/Phone-based technologies and Nursing
Hotline)(14c7)

Home and Bathroom Safety Devices and -

Modifications(14¢8)

Counseling Services(14c9)

Personal Emergency Response System
(PERS)(14c11)

Medical Nutrition Therapy (MNT)(14¢12)

Post discharge In-Home Medication
Reconciliation(14¢13)

Re-admission Prevention(14c14)

Wigs for Hair Loss Related to
Chemotherapy(14c15)

Weight Management Programs(1 4c1 6)
Alternative Therapies(14c¢1 7)

Therapeutic Massage(14ct 8)

Adult Day Health Serwces(14c1é)
Home-Based Palliative Care(14020)
In-Home Support Serwces(14021)

Support for Caregivers of Enrollees(14022)

PBP Data Report

In Network (INN)

OptlonaIIMandatory
/ Both

Required Mandatory

Required Mandatory

Required Mandatory

Required Mandatory

Required Mandatory

Required Mandatory

Home infusion bundled services(15)

Dental(16)

Diagnostic and Preventive Dental(16b)

Oral Exams(16b1)
Dental X-Rays(16b2)

Other Diagnostic Dental Services(16b3)
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5/29/26, 4:17 PM

Services

Prophylaxis (cleaning)(16b4)
Fluoride Treatment(16b5)

Other Preventive Dental Services(16b8)
Comprehensive Dental(16c)
Restorative Services(16¢1)
éﬁdédOntics(1 6¢c2)

VI':’é;iAdAdonticsﬁ 6c3)

Prosthodontics, removable(16¢4)
Maxillofacial Prosthetics(16¢5)
Implant Services(16¢6)
Prosthodontics, fixed(16¢7)

Oral and Maxillofacial Surgery(16c8)
Orthodontics(16¢9)

Adjunctive General Services(16¢10)

Eye Exams/Eyewear(17)

Eye Exams(17a)

Routine Eye Exams(17a1)

Other Eye Exam Services(17a2)
Eyewear(17b)

Contact Leﬁées(1 7b1)

Eyeglasses (lenses and frames)(17b2)
Eyeglass lenses(17b3)

Eyeglass frames(17b4)
Upgrades(17b5)

Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

Routine Hearing Exams(18a1)
Fitting/Evaluation for Hearing Aid(18a2)
Prescription Hearing Aids(18b)

Prescription Hearing Aids (all types)(18b1)
Prescription Hearing Aids - Inner Ear(18b2)
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In Network (INN)

Required

Required

Required

Required

Required

Required
Required

Required

Required

Optional/Mandatory

/ Both

Mandatory

Mandatory

Mandatory

Mandatory

Mandatory

Mandatory
Mandatory

Mandatory |

andatory
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5/29/26, 4:17 PM PBP Data Report

In Network (INN)

Services
/ Both

Prescrlptlon Hearmg AIdS Outer Ear(1 8b3)
Prescrlptlon Hearlng AIdS Over the Ear(18b4)
OTC Hearmg AldS(1 8c)

Plan Level Cost Sharing
Plan Level Cost Sharing
Tiered Cost Sharing

Does this plan have tiered cost sharing for Medicare covered services?
No

Does this plan have tiered cost sharing for Non-Medicare covered services?
No

Optional/Mandatory ;

Reductions in Cost Sharing

Does your plan offer Reductions in Cost Sharing?
No

Combined Supplemental Benefits

Do you offer Combined Supplemental Benefits?

Yes

Annual Plan Deductible

Does this plan have an In-Network plan deductible?
No

Max Enrollee Cost Limit

Does this plan have an In-Network MOOP?

Yes

What type of In-Network MOOP does your plan offer?

Lower

In Network MOOP Amount
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5129126, 4:17 PM PBP Data Report
$3250.00

Select the Service Categories that apply to the In-Network Maximum Enrollee Out-of-Pocket cost:

In-Network Medicare-covered benefits
in-Network Non-Medicare-covered benefits

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

Yes

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

Yes

Medicare Services

Select the Medicare service categories that are subject to each MOOP type:

Services . In-Network

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Yes
Inpatient Hospital Psychiatric(1b) Yes
Skilled Nursing Facility (SNF)(2) Yes
Cardiac and Pulmonary Rehabilitation Services(3)

Cardiac Rehabilitation Services(3-1) Yes
Intensive Cardiac Rehabilitation Services(3-2) Yes
Pulmonary Rehabilitation Services(3-3) Yes
SET for PAD Services(3-4) Yes
Emergency/Urgently Needed Services(4)

Emergency Services(4a) Yes
Urgently Needed Services(4b) Yes
Partial Hospitalization/Intensive Outpatient Program
Services(5)

Partial Hospitalization Program(5a) Yes
Intensive Outpatient Program Services(5b) Yes
Home Health Services(6) Yes

Health Care Professional Services(7)

Primary Care Physician Services(7a) Yes
Chiropractic Services(7b) Yes
Occupational Therapy Services(7c) Yes
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5120126, 4:17 PM PBP Data Report
Services * In-Network
Physician Specialist Services(7d) © Yes ‘

Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Spec1alty

Services(7e1) Yes
N W.Group Sessmns for Mental Health SpeCIalty - Yes
Services(7e2)
Podiatry Senvices(7 Yes
Other Health Care Professmnal(?g) ................. Yes
peychiaric Services(?h)
Individual Sessions for Psychiatric Serwces(?h1) o Yes
Group Sessions for Psychiatric Services(7h2) Yes
Physical Therapy and Speech-Language Pathologylm Ves
Services(7i)
Additional Telehealth Benefits(7j) T Ves
Opioid Treatment Program Services(7k) Yes
Outpatient Procedures, Tests, Labs and Radioloéy vvvvv
Services(8)
Diagnostic Procedures/Tests/Lab Services(8a)
Diagnostic Procedures/Tests(8a1) T Yes
L ab Services(8a2) e e e ‘e
Outpatient Diagnostic/T herapeutlcRadlologlcal -
Services(8b)
Diagnostic Radiological Services(8bT) Ves
Therapeutic Radiological Services(8b2) ” Yes
Outpatient X-Ray Services(@b3) Yes
Outpatient Services(9) S
Outpatient Hospital Sewiéés'(éé). """"""""""""""""""""""
Outpatient Hospital Serwces(9a1) S Yes
Observation Services(9a2) T s
Ambulatory Surgical Center (ASC)Serwces(Qb) “ Yes
Outpatient Substance Abuse(9c)
Individual Sessions for Outpatient Substance Ves
Abuse(9c1)

Group Sessions for Outpatient Substance Abuse(9c2) Yes
Outpatient Blood Services(9d) Yes

Ambulance/T ransportatlon Servnces(1 O)
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5/29/26, 4:17 PM PBP Data Report
Services In-Network

Ambulance Services(10a)
Ground Ambulance Services(10a1) Yes
Air Ambulance Services(10a2) Yes

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Yes
Prosthetics/Medical Supplies(11b)

| Prosthetic Devices(11b1) Yes
I(/i.e.diical Supplies(11b2) Yes
b‘iabetic Supplies and Services(11c)
Diabetic Supplies(11c1) Yes
Diabetic Therapeutic Shoes/Inserts(11¢2) Yes
Diabetic Monitors(11¢3) Yes
Dialysis Services(12) Yes
Preventive and Other Defined Supplemental
Services(14)
Medi_care—covered Zero Dollar Preventive Yes
Services(14a)
Kidney Disease Education Services(14d) Yes
Other Medicare-covered Preventive Services(14e)
Glaucoma Screening(14e1) Yes
Diabetes Self-Management Training(14e2) Yes
Digital Rectal Exams(14e4) Yes
EKG following Welcome Visit(14e5) Yes
Medicare Part B Rx Drugs(15)
Medicare Part B Insulin Drugs(15-1) Yes
Medicare Part B Chemotherapy/Radiation Drugs(15-2)  Yes
Other Medicare Part B Drugs(15-3) Yes
Dental(186)
Medicare Dental Services(16a) Yes
Eye Exams/Eyewear(17)
Eye Exams(17a) Yes
Eyewear(17b) Yes

Hearing Exams/Hearing Aids(18)
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5/29/26, 417 PM PBP Data Report
i

Services In-Network

: Hearing Exams(18a) Yes

Non-Medicare Services

Select the Non-Medicare service categories that are subject to each MOOP type:

Services In-Network

Emergency/Urgently Needed Services(4)
Worldwide Emergency/Urgent Coverage(4c)

Worldwide Emergency Coverage(4c1) “ Yes
Worldwide Urgent Coverage(4c2) o Yes
Health Care Professional Services(7)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1) Yes
Podiatry Services: Routine Foot Care(7f) Yes

Ambulance/Transportation Services(10)
Transportation Services(10b)

Transportation Services - Plan Approved Health-

related Location(10b1) Yes
Other Supplemental Services(13)

Acupuncture Treatments(13a) Yes
Overthe-Counter (OTC) ltems(13b) Yes
vedBeneitizo -
Preventive and Other Defined Supplemental

Services(14)

Other Defined Supplemental Benefits(14c)

Health Education(14c1) T Ves
Nutritional/Dietary Benefit(14c2) T Ves
Additional Sessions of Smoking and Tobacco Ves
Cessation Counseling(14c3)

Fitness Benefit(14c4) h ves e
Remote Access Technologies_ (including Web /Phone_” .
based technologies and Nursing Hotline)(14¢7)

Home an.d Bathroom Safety Devices and o Vs
Modifications(14c8)

Aftemative Therapies(i4c17) Yes
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Services In-Network
Dental(16)

Comprehensive Dental(16c)

Restorative Services(16c1) Yes
Prosthodontics, removable(16¢4) Yes
Implant Services(16¢6) Yes
Prosthodontics, fixed(16¢7) Yes
Adjunctive General Services(16¢10) Yes

Eye Exams/Eyewear(17)

Eyewear(17b)
Contact Lenses(17b1) Yes
Eyeglasses (lenses and frames)(17b2) Yes

Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

Fitting/Evaluation for Hearing Aid(18a2) Yes
Prescription Hearing Aids(18b)

Prescription Hearing Aids (all types)(18b1) Yes

Prior Authorization & Referral
Prior Authorization

Is prior authorization required for any In-Network service
categories?

Yes

Select the In-Network service categories that require prior authorization:

Inpatient Hospital-Acute(1a)

Inpatient Hospital Psychiatric(1b)

Skilled Nursing Facility (SNF)(2) _

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)

Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Home Health Services(6)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7¢)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7¢2)
Podiatry Services(7f)
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Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology Services(7i)
Additional Telehealth Benefits(7))

Opioid Treatment Program Services(7Kk)

Diagnostic Procedures/Tests(8a1)

Lab Services(8a2)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(9b)
Individual Sessions for Outpatient Substance Abuse(Sc1)
Group Sessions for Outpatient Substance Abuse(9¢2)
Outpatient Blood Services(9d)

Ground Ambulance Services(10a1)

Air Ambulance Services(10a2)

Transportation Services - Plan Approved Health-related Location(10b1)
Durable Medical Equipment (DME)(11a)

Prosthetic Devices(11b1)

Medical Supplies(11b2)

Diabetic Supplies(11c1)

Diabetic Therapeutic Shoes/Inserts(11¢2)

Diabetic Monitors(11c3)

Dialysis Services(12)

Acupuncture Treatments(13a)

Meal Benefit(13c)

Medicare-covered Zero Dollar Preventive Services(14a)
Health Education(14c1)

Nutritional/Dietary Benefit(14c2)

Additional Sessions of Smoking and Tobacco Cessation Counseling(14c3)
Fitness Benefit(14c4)

Remote Access Technologies (including Web/Phone-based technologies and Nursing Hotline)
(14c7)

Home and Bathroom Safety Devices and Modifications(14¢38)
Alternative Therapies(14¢17)

Kidney Disease Education Services(14d)

Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)

Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)

Medicare Part B Insulin Drugs(15-1)

Medicare Part B Chemotherapy/Radiation Drugs(15-2)
Other Medicare Part B Drugs(15-3)

Medicare Dental Services(16a)

Restorative Services(16¢1)

Prosthodontics, removable(16c4)

Implant Services(16¢6)

Prosthodontics, fixed(16¢7)

Adjunctive General Services(16¢10)

Eye Exams(17a)

Eyewear(17b)

Contact Lenses(17b1)

Eyeglasses (lenses and frames)(17b2)
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5129/26, 4:17 PM PBP Data Report

Hearing Exams(18a)
Fitting/Evaluation for Hearing Aid(18a2)
Prescription Hearing Aids (all types)(18b1)

Referral

Is referral required for any In-Network service categories?

Yes

Select the In-Network service categories that requires a referral:

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7¢)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f) .

Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Individual Sessions for Outpatient Substance Abuse(9¢1)
Group Sessions for Outpatient Substance Abuse(9c2)
Acupuncture Treatments(13a)

Meal Benefit(13c)

Visitor Travel

Does this plan offer the US
Visitor/Travel Program (\V/T)?

No

Cost Share Groups
Combined Benefits Groups

Maximum
Mode of Plan . C Spa_lred_
Group Name delive Benefit Periodicity Visit/Trips Status
ry Coverage Limits

amount
oTC Catalogue Eve
COMBINED Purchagse $200.00 Mon% mpleted
PACKAGE
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5129128, 4:17 PM PBP Data Report

Maximum
Mode of Plan . L ; Sha_lred-
Group Name delive Benefit Periodicity Visit/Trips . Status
y Coverage Limits ;
amount

Non-Medicare covered benefits that are included in your Combined Supplemental Benefit
Group:

Over-the-Counter (OTC) Items(13b)
Fitness Benefit(14c4)

Home and Bathroom Safety Devices and Modifications(14c8)

Is the enrollee limited to one or more of the Combined Supplemental Benefits from the group
which they must select in advance?

No

Do you offer Combined Supplemental Benefits with a shared maximum plan benefit amount?

Yes

Do you offer Combined Supplemental Benefits with a shared visit/trips limits?
No

Reduction in Cost Sharing Groups

No Data Saved for Selected Section, Incomplete or Not Started.

Optional Supplemental Packages

No Data Saved for Selected Section, Incomplete or Not Started.

MA Uniformity & SSBCI

Daes this plan include MA Uniformity Flexibility with reductions in cost or additional benefits?
No

Does this plan offer Special Supplemental Benefits for the Chronically 11?

Yes

MA UF/SSBCI Reduction in Cost Sharing Packages (19a)

No Data Saved for Selected Section, Incomplete or Not Started.

MA UF/SSBCI Additional Benefits Packages (13b)
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Package ID Package Name Type of Package Status
1 SSBCI Coverage SSBCI Completed

Chronic Conditions - Please choose one or more

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description

Chronic back pain

Prerequisite for any additional benefits for this package?
No

Select all the Non-Medicare-covered additional benefits offered in this package

Over-the-Counter (OTC) ltems (13b),
Food and Produce (13i1),

Meals (beyond limited basis) (13i2),
Pest Control (13i3),
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Package ID :  Package Name . Type of Package Status
Social Needs Benefit (13i6),
General Supports for Living (13i10),
Other 1 (13i11),
Other 3 (13i13),
Fitness Benefit (14c¢4),
Home and Bathroom Safety Devices and Modifications (14c¢8),
Oral Exams (16b1),
Dental X-Rays (16b2),
Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),
Endodontics (16¢2),
Periodontics (16¢3),
Prosthodontics, removable (16¢4),
Implant Services (16¢6),
Prosthodontics, fixed (16c¢7),
Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),
Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),
Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1),
Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5)

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

Is there a package level maximum coverage amount?

Yes

Specify the maximum benefit amount
$85.00

Periodicity
Every Month

Indicate mode of delivery for maximum coverage amount
Debit Card

Select all the Non-Medicare-covered benefits that apply to the package level maximum
coverage

Over-the-Counter (OTC) ltems (13b),

Food and Produce (13i1),

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5),
Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),
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Package ID Package Name Type of Package Status

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14c8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16c4),

Implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1)

Expected number of chronically ill enrollees eligible for SSBCI:
5858

Expected number of chronically ill enrollees that will utilize SSBCI:
5539

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO SSBCI PACKAGE BENEFITS THROUGH A
DEBIT CARD LOADED WITH THE COMBINED PACKAGE-LEVEL MAXIMUM
COVERAGE AMOUNT PLUS AN ADDITIONAL BENEFIT-SPECIFIC MAXIMUM
COVERAGE AMOUNT FOR SPECIFIC BENEFITS REFERENCED IN 13I-3, 131-4, 13I-5,
AND 131-10.

Package Selected Benefit Details
Over-the-Counter (OTC) Items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

Yes

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
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Package ID . Package Name Type of Package Status
No o

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

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

No

Mode of delivery for the OTC ltems

Debit Card
Catalogue Purchase

Authorization required for this benefit?
No

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2)
FIRST AID SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE
MEDICAL INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5)
INCONTINENCE SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING
AND MONITORING SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS
WHO MEET MEDICAL CRITERIA FOR ON-GOING MONITORING OF BLOOD
PRESSURE, THE PLAN WILL PROVIDE ONE (1) BLOOD PRESSURE MONITOR UNIT
EVERY 5 YEARS. THIS BENEFIT MAY REQUIRE MEDICAL EVALUATION AND/OR
PREAUTHORIZATION. 7) FIBER SUPPLEMENTS 8) TOPICAL SUNSCREEN 9)
SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING, TENNIS ELBOW STRAP,
WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE SUPPORT, KNEE
ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT LIMITED
TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH
CATEGORY MAY APPLY.

Other Defined Supplemental Benefits (14c¢) - Non-Medicare

Is there a deductible?
No

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):
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Package ID Package Name Type of Package Status

Physical Fitness
Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR FITNESS EQUIPMENT (EXERCISE
PEDALS AND STRETCH STRAPS) AND A GYM MEMBERSHIP VIA A DEBIT CARD. ITEM
QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Home and Bathroom Safety Devices and Modifications (14¢8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes
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Package ID . Package Name Type of Package " Status

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR THE FOLLOWING ITEMS VIAA
DEBIT CARD: 1) MEDICAL BATHMAT 2) RAISED TOILET SEAT 3) HANDHELD SHOWER
HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Diagnostic and Preventive Dental (16b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a Coinsurance for combination of services included in a single cost per office visit?
No

s there a Copayment for combination of services included in a single cost per office visit?
No

|s there a deductible?
No

Oral Exams {16b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL EXAMS VIAA
DEBIT CARD.

Dental X-Rays {16b2) - Non-Medicare i B

Is this benefit unlimited?
Yes

Is there a coinsurance?.
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Package ID Package Name Type of Package Status
No
Is there a copayment?

No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL X-RAYS
VIAADEBIT CARD.

Other Diagnostic Dental Services (16b3) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL
DIAGNOSTIC SERVICES VIAA DEBIT CARD.

Comprehensive Dental (16¢) - Non-Medicare

Service maximum plan benefit coverage:
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No
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Package ID . Package Name Type of Package Status

Restorative Services (16c1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL RESTORATIVE
DENTAL SERVICES VIAA DEBIT CARD.

Endodontics (16c2) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ENDODONTIC
SERVICES VIAA DEBIT CARD.

Periodontics (16c3) - Non-Medicare

Is this benefit unlimited?

Yes

|s there a coinsurance?
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Package ID Package Name Type of Package Status
No
Is there a copayment?

No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL PERIODONTIC
SERVICES VIAA DEBIT CARD.

Prosthodontics, removable (16¢4) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL REMOVABLE
PROSTHODONTIC SERVICES VIA A DEBIT CARD.

Implant Services (16¢6) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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Package ID Package Name Type of Package - Status
No .

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL IMPLANT
SERVICES VIAA DEBIT CARD.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
Nao

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL FIXED
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Oral and Maxillofacial Surgery {(16c8) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes
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Package ID Package Name Type of Package Status

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL AND
MAXILLOFACIAL SERVICES VIA A DEBIT CARD.

Adjunctive General Services (16¢10) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ADJUNCTIVE
DENTAL SERVICES VIA A DEBIT CARD.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?

:/ *‘__,"
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Package ID Package Name Type of Package Status
Notes
ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL CONTACT LENSES
VIAA DEBIT CARD.

Eyeglasses (lenses and frames) (17b2) - Non-Medicare

|s this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR VIAA
DEBIT CARD.

Upgrades (17b5) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR
UPGRADES VIAA DEBIT CARD.

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
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Package ID Package Name Type of Package Status
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AID
FITTING/EVALUATIONS VIAA DEBIT CARD.

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:
No

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No
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Package ID Package Name : Type of Package Status
Authorization required for this benefit?
No
Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AIDS VIA
A DEBIT CARD.

Food and Produce (13i1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Mode of delivery for Food and Produce
Debit Card

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO FOOD AND PRODUCE THROUGH A DEBIT
CARD.

Meals (beyond limited basis) (13i2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a maximum plan benefit coverage amount?
No
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PREPARED MEALS THROUGH A DEBIT
CARD.

Pest Control (13i3) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes
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ELIGIBLE MEMBERS RECEIVE PEST CONTROL/ERADICATION TREATMENTS (12
EVENTS COMBINED WITH ROADSIDE ASSISTANCE, IN-HOME MINOR REPAIRS)
LIMITED TO 2 EVENTS (1/SEMESTER) AND INDOOR AIR QUALITY EQUIPMENT |
SERVICES. ADDITIONALLY, MEMBERS RECEIVE AN ALLOWANCE THROUGH ADEBIT

CARD WHICH PROVIDES ACCESS TO CLEANING PRODUCTS FOR PEST CONTROL
AND FOR ADDITIONAL SERVICES OF PEST CONTROL/ERADICATION TREATMENTS.

Transportation for Non-Medical Needs (13i4) - Non-Medicare

Enhanced benefit

Any Location

Is this benefit unlimited?
Yes

Type of transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Select Mode of Transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
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No

Notes

ELIGIBLE MEMBERS RECEIVE ROADSIDE ASSISTANCE (12 EVENTS COMBINED
WITH IN-HOME MINOR REPAIRS (UP TO $300 PER EVENT), PEST CONTROL, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES.) ADDITIONALLY, MEMBERS RECEIVE
AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES ACCESS TO
ADDITIONAL ROADSIDE ASSISTANCE SERVICES TO SUPPORT PERSONAL
TRANSPORTATION AND AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION
NEEDS TO MAINTAIN THE ENROLLEE'S HEALTH.

Indoor Air Quality Equipment Services (13i5) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Autharization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE UP TO 2 A/C CLEANING SERVICES PER YEAR
(1/SEMESTER) (12 EVENTS COMBINED WITH IN-HOME MINOR REPAIRS (UP TO $300
PER EVENT), PEST CONTROL, AND ROADSIDE ASSISTANCE). ADDITIONALLY,
MEMBERS RECEIVE AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES
ACCESS TO ADDITIONAL A/C CLEANING SERVICES TO SUPPORT HEALTHY INDOOR
AIR QUALITY, REDUCE EXPOSURE TO ALLERGENS AND ENVIRONMENTAL
IRRITANTS, AND PROMOTE SAFE TEMPERATURE REGULATION IN THE HOME.

Social Needs Benefit (13i6) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket chbt (M
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE TICKETS TO ATTEND
ENTERTAINMENT EVENTS (CONCERT, THEATER, MOVIE) AND PERSONAL
GROOMING SERVICES (BARBER OR SALON VISITS) THROUGH A DEBIT CARD.
ENGAGING IN ENTERTAINMENT CAN BE BENEFICIAL FOR DEALING WITH SOCIAL
ISOLATION AND IMPROVING MENTAL HEALTH AND WELLBEING. BY PROVIDING
OPPORTUNITIES FOR RELAXATION, SOCIAL INTERACTION, AND ENJOYABLE
EXPERIENCES, THESE ACTIVITIES CONTRIBUTE TO THE OVERALL
PSYCHOLOGICAL RESILIENCE AND HAPPINESS OF ENROLLEES.

General Supports for Living (13i10) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Are you offering housing support such as rent or mortgage assistance as a covered benefit
under General Supports for Living?

No

Are you offering utilities assistance as a covered benefit under General Supports for Living?
Yes

Is there a deductible?
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No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS UTILITIES,
TOWELS/LINENS/CLOTHING (TO SUPPORT BASIC NEEDS),
GARDENING/HARDWARE TOOLS (FOR HOME MAINTENANCE) AND IN-HOME MINOR
REPAIRS, INCLUDING REPAIRS FOR HOME APPLIANCES AND HANDYMAN
SERVICES (12 EVENTS COMBINED WITH ROADSIDE ASSISTANCE ($300 LIMIT PER
EACH EVENT, $200 LIMIT FOR EACH REPAIR OF HOME APPLIANCES), PEST
CONTROL, AND INDOOR AIR QUALITY EQUIPMENT SERVICES). LIMIT OF 2 EVENTS
FOR PEST CONTROL, HOME APPLIANCE REPAIRS, AND A/C CLEANING SERVICES
(1/SEMESTER) AND 1 EVENT (UP TO 2 HOURS) FOR HANDYMAN SERVICES.
ALLOWANCE FOR ADDITIONAL IN-HOME MINOR REPAIRS VIA THE DEBIT CARD.
POOR-QUALITY HOUSING IS ASSOCIATED WITH VARIOUS NEGATIVE HEALTH
OUTCOMES, INCLUDING CHRONIC DISEASE AND INJURY AND POOR MENTAL
HEALTH. LACK OF HOUSING MAINTENANCE MAY LEAD TO POOR HOUSING
CONDITIONS INSIDE AND OUTSIDE THE HOME. PROVIDING THE TOOLS FOR THE
MEMBER TO MAINTAIN THEIR HOMES IN GOOD CONDITIONS IMPROVES THEIR
PHYSICAL, MENTAL, AND SOCIAL WELLBEING.

Other 1 (13i11) - Non-Medicare

Service Name
PET CARE

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
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Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE PET FOOD, PET SUPPLIES
(LEASH, COLLAR, GROOMING SUPPLIES), AND PET SERVICES (VET VISITS AND
GROOMING SERVICES) THROUGH A DEBIT CARD TO SUPPORT ELIGIBLE
ENROLLEES' MENTAL HEALTH NEEDS. PROVIDING ELIGIBLE MEMBERS WITH THE
MEANS TO RESPONSIBLY CARE FOR THEIR PETS WILL HAVE A DIRECT IMPACT ON
THEIR HEALTH. PET OWNERS ARE LESS LIKELY TO SUFFER DEPRESSION, HAVE

| OWER BLOOD PRESSURE, DISPLAY REDUCED LEVELS OF TRIGLYCERIDE AND
CHOLESTEROL (HIGH LEVELS CAN BE INDICATORS OF HEART DISEASE), SURVIVE
LONGER AFTER HAVING A HEART ATTACK, MAKE FEWER VISITS TO THE DOCTOR,
AND TEND TO LIVE LONGER. OFFERING ACCESS TO PET CARE SUPPLIES ALLOWS
OUR BENEFICIARIES TO ACCESS THE ITEMS NEEDED FOR PET OWNERSHIP AND
WILL THEREFORE RESULT IN IMPROVED OR MAINTAINED HEALTH.

Other 3 (13i13) - Non-Medicare

Service Name
MEMORY AND COGNITIVE FUNCTION SUPPORT ITEMS

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TO PURCHASE MEMORY FITNESS ITEMS
SUCH AS: MEMORY CARDS, BOARD GAMES, SUDOKU OR OTHER ITEMS THAT
HELP THE MEMBER EXERCISE THEIR MEMORY. STUDIES HAVE FOUND THAT
INDIVIDUALS WHO ENGAGED IN WORD PUZZLES HAD CONSISTENTLY BETTER
SHORT-TERM MEMORY, REASONING, AND ATTENTIVENESS THAN THOSE WHO/ID
NOT ENGAGE IN SUCH ACTIVITIES. THIS SUPPORTS THE THEORY THIAT G
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Package ID Package Name Type of Package

PBP Data Report

Status

THE MIND ACTIVE, IN ADDITION TO REGULAR PHYSICAL EXERCISE, MAY HELP

SLOW THE ONSET OF DEMENTIA.

Benefit Details

Inpatient Hospital-Acute (1a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

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

obtains care?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?
Periodicity
Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Inpatient Hospital Psychiatric (1b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQP)?

No

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

obtains care?
No
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?
Periodicity
Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Skilled Nursing Facility (SNF) (2) - Medicare

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

Days
0

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

No

Is there a coinsurance?
No

Is there a copayment?
No

What is your SNF period?
Periodicity
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Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Cardiac and Pulmonary Rehabilitation Services (3) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Cardiac Rehabilitation Services (3-1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Cardiac Rehabilitation Services (3-2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes
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Pulmonary Rehabilitation Services (3-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

SET for PAD Services (3-4) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Emergency Services {4a) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Urgently Needed Services (4b) - Medicare

Daes this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?

No
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Is there a copayment?
No

Partial Hospitalization Program (5a) - Medicare
Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Outpatient Program Services (5b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Home Health Services (6) - Medicare
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Primary Care Physician Services (7a) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
‘No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Chiropractic Services (7b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a medicare covered coinsurance?
No

Is there a medicare covered copayment?
No

Is there a medicare covered deductible?
No
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Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Occupational Therapy Services (7¢) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Physician Specialist Services (7d) - Medicare

Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes
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Mental Health Specialty Services (7e) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Individual Sessions for Mental Health Specialty Services (7e1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Group Sessions for Mental Health Specialty Services (7e2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Podiatry Services (7f) - Medicare

Does this plan have a service specific maximum enroilee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No
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Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Other Health Care Professional (7g) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Psychiatric Services (7h) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Individual Sessions for Psychiatric Services (7h1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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Yes
1
Referral required for this benefit?

Yes

Group Sessions for Psychiatric Services (7h2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Physical Therapy and Speech-Language Pathology Services (7i) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQOP)?
No -

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Additional Telehealth Benefits (7j) - Medicare

Medicare-covered benefits that may have Additional Telehealth Benefits available

Physician Specialist Services(7d)

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOR)?
No
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ADDITIONAL TELEHEALTH SERVICES COVERED FOR SPECIALIST SERVICES PROVIDED
IN THE MULTI| SPECIALTY CLINICS.

Opioid Treatment Program Services (7k) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diagnostic Procedures/Tests/Lab Services (8a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a copayment?
No
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Is there a deductible?
No

Diagnostic Procedures/Tests (8a1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Lab Services (8a2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Diagnostic/Therapeutic Radiological Services (8b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Radiological Services (8b1) - Medicare

Is there a coinsurance?
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No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Therapeutic Radiological Services (8b2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient X-Ray Services (8b3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Hospital Services (9a1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No
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E Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Observation Services (9a2) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No’

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Ambulatory Surgical Center (ASC) Services (9b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No
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Authorization required for this benefit?

Yes

Referral required for this henefit?
No

Outpatient Substance Abuse (9c) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Individual Sessions for Outpatient Substance Abuse (9¢1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Group Sessions for Outpatient Substance Abuse (9¢2) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Outpatient Blood Services (9d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MDOP)
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5 No

Is there a coinsurance?
No

Is there a copayment?
No

Do you waive the deductible for the first three pints of blood?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Ambulance Services (10a) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Ground Ambulance Services (10a1) - Medicare

Does this plan have a ground ambulance services maximum enrollee out of pocket cost (MOOP)?
No .

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?

No /
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Air Ambulance Services (10a2) - Medicare

Does this plan have an air ambulance services maximum enrollee out of pocket(MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Durable Medical Equipment (DME) (11a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Are there preferred vendors/manufacturers for Durable Medical Equipment (DME)?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Prosthetics/Medical Supplies (11b) - Medicare
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' Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQOP)?
No

Is there a deductible?
No

Prosthetic Devices (11b1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medical Supplies (11b2) - Medicare
Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Diabetic Supplies and Services (11¢) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Do you limit Diabetic supplies and services to those from specified manufacturers?
No
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Diabetic Supplies (11c1) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Therapeutic Shoes/Inserts (11¢2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Monitors (11¢3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Dialysis Services (12) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost fMOQOR)?
No
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare-covered Zero Dollar Preventive Services (14a) - Medicare

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

true

Authorization required for this benefit?

Yes

Referral required for this benefit?
No
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Kidney Disease Education Services (14d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Glaucoma Screening (14e1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetes Self-Management Training (14e2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
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No

Is there a copayment?

No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Digital Rectal Exams (14e4) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

EKG following Welcome Visit (14e5) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No
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Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Part B Rx Drugs (15) - Medicare

| attest that the MA enrollee cost sharing for a Part B rebatable drug will not exceed the
coinsurance amount of the original Medicare adjusted beneficiary coinsurance for that Part B
rebatable drug. In applying this effective coinsurance percentage, MA plans may continue to base
enrollee cost sharing off of the total MA plan financial liability for that Part B drug.

true

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Does the plan offer step therapy?

Yes

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

Part B to Part B
Part D to Part B

Medicare Part B Insulin Drugs (15-1) - Medicare
Is there a coinsurénce‘?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Part B Chemotherapy/Radiation Drugs (15-2) - Medicare

Is there a coinsurance? \ /./]
No
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Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Other Medicare Part B Drugs (15-3) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Dental Services (16a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No
Is there a coinsurance?
No

Is there a copayment?
No

|s there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Eye Exams (17a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (
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No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

No

Eyewear (17b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Hearing Exams (18a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?

No
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Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Worldwide Emergency/Urgent Coverage (4c¢) - Non-Medicare

Is there a maximum plan benefit coverage?

Yes

Is the maximum plan benefit coverage amount unlimited?
No

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a deductible?
No

Worldwide Emergency Coverage (4c1) - Non-Medicare
Is there a coinsurance?

No

Is there a copayment?

Yes

Copayment amount
$75.00

Is this Copayment waived if admitted to hospital?

Yes

Worldwide Urgent Coverage (4c2) - Non-Medicare

Is there a coinsurance?
No
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Is there a copayment?

Yes

Copayment amount
$75.00

Is this Copayment waived if admitted to hospital?

Yes

Chiropractic Services (7b) - Non-Medicare

Is there a maximum plan benefit coverage amount?

Yes

Maximum amount
$750.00

Periodicity
Every Year

Routine Chiropractic Care (7b1) - Non-Medicare
Is this benefit unlimited?
No
Visits
6
Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Podiatry Services: Routine Foot Care (7f) - Non-Medicare

Is this benefit unlimited?
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. No
Visits
6
Periodicity
Every Year

Is there a maximum plan benefit coverage amount?
No

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

PBP Data Report

Transportation Services - Plan Approved Health-related Location (10b1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
24

Periodicity
Every Year

Type of transportation
One-Way

Select Mode of Transportation

Taxi

RideShare services
Bus/Subway

Van

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a service specific maximum plan benefit coverage amount?
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No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Nao

Notes

UNLIMITED TRIPS APPLY TO AND FROM THE MULTI SPECIALTY CLINICS. LIMITED TRIPS
PER THE DATA ENTRY APPLY TO ALL OTHER PLAN APPROVED HEALTH RELATED
LOCATIONS.

Acupuncture Treatments (13a) - Non-Medicare

Periodicity
Every Year

Is there a maximum plan benefit coverage?

Yes

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is this benefit unlimited for Number of Treatments?
No

Indicate limit for Number of Treatments
6

Periodicity
Every Year

Is there a coinsurance?
No
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Is there a copayment?
No

is there a deductible?
No

Authorization réquired for this benefit?

Yes

Referral required for this benefit?

Yes

Over-the-Counter (OTC) Items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

Yes

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

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

No

Mode of delivery for the OTC ltems

Catalogue Purchase

Notes
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THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2) FIRST AID
SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE MEDICAL
INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5) INCONTINENCE
SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING AND MONITORING
SPECIFICALLY BL.OOD PRESSURE MONITOR (FOR MEMBERS WHO MEET MEDICAL
CRITERIA FOR ON-GOING MONITORING OF BLOOD PRESSURE, THE PLAN WILL PROVIDE
ONE (1) BLOOD PRESSURE MONITOR UNIT EVERY 5 YEARS. THIS BENEFIT MAY
REQUIRE MEDICAL EVALUATION AND/OR PREAUTHORIZATION. 7) FIBER SUPPLEMENTS
8) TOPICAL SUNSCREEN 9) SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING,
TENNIS ELBOW STRAP, WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE
SUPPORT, KNEE ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT
LIMITED TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Meal Benefit (13¢) - Non-Medicare

Select the type of primarily health related meals benefit offered(Check all that apply):

Immediately following surgery or inpatient hospitalization

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Notes

POST DISCHARGE 2 MEALS PER DAY FOR 5 DAYS UP TO 2 TIMES PER YEAR FOR 20
MEALS MAX PER YEAR.

Other Defined Supplemental Benefits (14c) - Non-Medicare
Is there a deductible?
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No

Health Education (14¢1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

THE HEALTH EDUCATION PROGRAM DEVELOPS AND IMPLEMENTS EDUCATIONAL
INTERVENTIONS BASED ON DIAGNOSIS SUCH AS DIABETES, HYPERTENSION
MANAGEMENT AND PROVIDES NUTRITIONAL EDUCATION TO PROVIDE HEALTH
INFORMATION ENCOURAGING MEMBERS TO ADOPT AHEALTHIER LIFESTYLE AND
DEVELOP SELF CARE CAPABILITIES TO IMPROVE THE MEMBER’S HEALTH. SCOPE:
IDENTIFY THE POPULATION WITH EDUCATIONAL NEEDS, PLAN EDUCATIONAL
STRATEGIES, PROMOTION OF HEALTHY LIFESTYLE AND PREVENTION OF
COMPLICATIONS.IMPLEMENT AND CARRY OUT EDUCATIONAL STRATEGIES, EVALUATE
THE RESULTS AND CREATE FUTURE GOALS.INTERVENTIONS MIGHT
INCLUDE:EDUCATIONAL CAMPAIGNS, MEMBER EDUCATIONAL ACTIVITIES INCLUDING
GROUP SESSIONS WHERE EDUCATORS PROVIDE INFORMATION TO IMPROVE THE
MEMBER'’S SKILL SETS.THE HEP HAS ALSO INDIVIDUAL INTERVENTIONS BASED FOR
HIGH RISK CASES. THE PROGRAM DISTRIBUTES NEWSLETTERS WITH HEALTH RELATED
INFORMATION, AND HAS PHYSICAL ACTIVITY AWARENESS AND ONLINE ACCESS TO
EDUCATIONAL LITERATURE AS PART OF THE EDUCATIONAL INTERVENTIONS.

Nutritional/Dietary Benefit (14¢2) - Non-Medicare
Is this benefit unlimited?

No

Indicate number of visits
6

Setting

Both Sessions (Individual and Group)
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Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Sessions of Smoking and Tobacco Cessation Counseling (14c3) - Non-
Medicare

Number of visits
9

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE SMOKING CESSATION PROGRAM ROMPE EL HABITO HAS THE PURPOSE OF
IMPACTING MEMBERS WHO USE SOME FORM OF TOBACCO BASED ON THE CLIENT
APPROACHED MODEL AND THE TRANSTHEORETICAL MODEL THAT DESCRIBES HOW
PEOPLE MODIFY A PROBLEM BEHAVIOR OR ACQUIRE A POSITIVE BEHAVIOR.
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OBJECTIVE: TO DIMINISH THE RISK FACTORS TO PREVENT ASSOCIATED ILLNESSES
UPON SMOKING. IS AVAILABLE FOR MEMBERS WHO USE OR SMOKE TOBACCO AND/OR
STOP SMOKING DURING THE LAST 12 MONTHS. THE MAIN GOAL IS TO EMPOWER THEM
TO QUIT THE PROCESS BY PROVIDING INF AND SUPPORT SERVICES TO HELP THEM
ESTABLISH A QUIT DATE, REDUCE QUANTITY OF CIGARETTE USE PER DAY, AND/OR
STOP SMOKING. THE MAIN INTERVENTIONS ARE: ASSESSMENT CALLS, TEL
INTERVENTIONS REGARDING QUIT AND/OR RELAPSE PREVENTION, EDUCATIONAL
MATERIALS, AVAILABILITY OF THE SUPPORT GROUP, MED EDUCATION, F/UP
INTERVENTIONS, AMONG OTHERS. TO PREVENT A RELAPSE PHASE, INTERVENTIONS
TO IMPROVE THE PARTICIPANT'S COMPLIANCE WITH THEIR PHYSICIAN'S
PHARMACOLOGICAL TREATMENT PLAN ARE OFFERED.

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) PHYSICAL EXERCISE PEDALS 2)
STRETCH STRAPS. ITEM QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Remote Access Technologies (including Web/Phone-based technologies and Nursing
Hotline) (14¢7) - Non-Medicare

Select the type of Remote Access Technologies offered

Nursing Hotline

Nursing Hotline Notes

THE NURSE TRIAGE LINE IS AVAILABLE 24/7 TO THE MEMBERS. HEALTH
PROFESSIONALS ANSWER MEMBER CALLS AND DETERMINE THE SEVERITY OF THE
CALLER'S COMPLAINT USING A SERIES OF ALGORITHMS BASED BY THE AMERICAN
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MEDICAL ASSOCIATION AND CLINICAL GUIDELINES. THE HEALTH PROFESSIONALS WILL
RECOMMEND ACTIONS TO THE CALLER BASED ON TRIAGE PROTOCOLS THAT CAN
INCLUDE: 1. DIRECT THE CALLER TO THE APPROPRIATE USE OF MEDICAL RESOURCES
AS: INITIAL TREATMENT AT HOME, VISIT TO THE PRIMARY CARE PHYSICIAN IN THE NEXT
FEW DAYS OR VISIT TO EMERGENCY ROOM IF NECESSARY, ACCORDING WITH THE
SIGN AND SYMPTOMS PRESENTED. 2. CHANNELING OF THE OTHER SERVICES AS:
MENTAL HEALTH, POISON CONTROL AMONG OTHERS. 3. DIRECT ACCESS TO THE 911
EMERGENCY LINES, CRISIS MANAGEMENT LINES, EMERGENCY ROOMS, OR HMO'S
SYSTEMS. 4. PROVIDE EDUCATION REGARDING THE SYMPTOMS AND MANAGEMENT OF
MEDICAL EMERGENCIES, LABORATORY TEST, MEDICAL PRESCRIPTIONS, MEDICATION
USE, CHRONIC CONDITIONS, NUTRITION, PSYCOLOGIC HELP AND OTHERS CLINICAL
AREAS.

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Is there a coinsurance Nursing Hotline?
No

Is there a copayment Nursing Hotline?
No

Home and Bathroom Safety Devices and Modifications (14c8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
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No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) MEDICAL BATHMAT 2) RAISED TOILET
SEAT 3) HANDHELD SHOWER HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS
IN EACH CATEGORY MAY APPLY.

Alternative Therapies (14¢17) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
12

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes
UNDER THIS CATEGORY WE WILL COVER NATUROPATH VISITS.

Comprehensive Dental (16c) - Non-Medicare

Service maximum plan benefit coverage:

Yes

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$2000.00
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Periodicity
Every Year

Is the maximum plan benefit coverage amount entered exclusively part of a Combined
Supplemental Benefits (CSB) group?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Notes

THE MAXIMUM PLAN BENEFIT COVERAGE AMOUNT WILL APPLY FOR ALL
COMPREHENSIVE SERVICES.

Restorative Services (16¢c1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Desctibe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

CORE BUILDUP AND PIN RETENTION PER TOOTH, PER SURFACE, ONCE EVERY 24
MONTHS. POST AND CORE IN ADDITION TO CROWN COVERED ONE PER TOOTH PER
LIFE. SINGLE CROWNS COVERED UP TO ONE PER YEAR. REPLACEMENT CROWNS
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COVERED EVERY 5 YEARS PER TOOTH, BY REPORT IF REPLACEMENT IS NEEDED.
SINGLE CROWNS REQUIRE PRE AUTHORIZATION. PROVISIONAL CROWNS ARE
COVERED ONE (1) PER TOOTH EVERY FIVE (5) YEARS. LABIAL VENEER ARE COVERED
ONE (1) PER TOOTH EVERY FIVE (5) YEARS.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

REMOVABLE COMPLETE OR PARTIAL DENTURES IN RESIN AND METAL BASE, COVERED
EVERY 5 YEARS. DENTURE REPAIR SERVICES, INCLUDING SERVICES RELATED TO THE
REPAIR OF EXISTING COMPLETE OR PARTIAL DENTURES ARE COVERED. REMOVABLE
PARTIAL FLEXIBLE BASE DENTURES (SUCH AS: VALPLAST) COVERED EVERY 5 YEARS.
RELINE OR REBASE ARE NOT COVERED IN FLEXIBLE BASE DENTURES AND/OR
FLEXIBLE BASE ARE NOT COVERED IN COMPLETE OR FULL DENTURES.

Implant Services (16c86) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
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Other, Describe
Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UP TO 1 IMPLANT AYEAR. SURGICAL PLACEMENT OF IMPLANT BODY, ENDOSTEAL
IMPLANT, COVERED ONE PER TOOTH PER LIFE. ABUTMENT SUPPORTED PORCELAIN
(METAL AND/OR HIGH NOBLE METAL), ABUTMENT SUPPORTED PORCELAIN/CERAMIC
CROWN, IMPLANT SUPPORTED PORCELAIN CROWN(CERAMIC) COVERED. CROWNS ON
IMPLANTS ARE COVERED 1 PER TOOTH EVERY 5 YEARS WITH APPROPRIATE
JUSTIFICATION. IMPLANT SERVICES WILL ONLY BE COVERED WHEN PERFORMED BY A
CERTIFIED PROVIDER. ALL OTHER PROSTHODONTIC SERVICES ARE NOT COVERED.

Prosthodontics, fixed (16c7) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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! Yes
Referral required for this benefit?
No

Notes

UP TO 4 UNITS PER YEAR. RETAINER CROWN PORCELAIN FUSED TO HIGH NOBLE
METAL, RETAINER CROWN PORCELAIN/CERAMIC, PONTIC PORCELAIN FUSED TO NOBLE
AND/OR HIGH NOBLE METAL, PONTIC PORCELAIN/ CERAMIC. PONTICS AND RETAINERS
ARE COVERED 1 PER TOOTH PER LIFE.
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Adjunctive General Services (16¢10) - Non-Medicare

Is this benefit unlimited?
No

indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ANESTHESIA UNDER DEEP SEDATION IS COVERED. THE FIRST 15 MINUTES AND 3
ADDITIONAL 15 MINUTE INCREMENTS ARE COVERED FOR A TOTAL OF 60 MINUTES
COMBINED PER DAY OF SERVICE. DEEP SEDATION SERVICES ARE APPLICABLE FOR
PAYMENT WHEN THE FOLLOWING SERVICES ARE PERFORMED: SURGICAL PLACEMENT
OF THE IMPLANT BODY, ENDOSSEQUS IMPLANT, SURGICAL EXTRACTION OF
PROTRUDING TOOTH OR RESIDUAL ROOT, REMOVAL OF IMPACTED TEETH — IN SOFT
TISSUE, REMOVAL OF PARTIALLY OR COMPLETELY IMPACTED TEETH IN BONE,
REMOVAL OF RESIDUAL TOOTH ROOTS, REMOVAL OF THE PALATINE TORUS,
MANDIBULAR TORUS AND REMOVAL OF EXOSTOSIS. AUTHORIZATION RULES APPLY TO
DEEP SEDATION SERVICES. SERVICES AND MATERIALS NOT LISTED ABOVE ARE NOT
COVERED BY THE PLAN.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?

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
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Yes |

Combined maximum amount
$600.00

Periodicity
Every Year

Is there a deductible?
No

~ Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited? \

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No
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Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare
Is this benefit unlimited?

No

Indicate number of visits
1

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:

Yes

Select Coverage

Both ears combined

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$2500.00

Periodicity

Every 3 Years
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Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

No
Rx
Rx Characteristics
Medicare~defined Part D Medicare-defined Part D Medicare-defined Part D
Deductible amount Coinsurance amount Annual Out-of-Pocket cost
$700.00 25% threshold
$2400.00

Cap for one-month supply of
each Part D-covered insulin

$35

Rx Setup
Select the type of drug benefit
Defined Standard

Retail
Standard Retail

Mail-Order
Standard Mail-Order
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Long-Term Care

Yes

Qut-of-Network

Yes

Sponsor attests that it will comply with 42 CFR 423.154

Yes

Does this plan pay for over-the-counter-medications (OTCs) under the utilization management
program? If you select "Yes" you must upload a supplemental file through the Formulary
Submission Module by Friday, June 5, 2026, at 11:59 am Eastern Time.

No

Defined Standard - Locations and Location Supply
Standard Retail

Select days for 1-month supply
30

Select days for 3-month supply
90

Standard Mail-Order

Select days for 3-month supply
90

Long-Term Care

Select days for long-term care supply
31

Out-of-Network

Select days for out of hetwork 1-month supply
30

Are all of the drugs on your formulary available with an extended day supply? v A om
No

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

No
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| attest that there is no deductible and no cost sharing for an adult vaccine recommended by the
Advisory Committee on Immunization Practices (ACIP). There is no enrollee cost sharing on the
ingredient cost of the vaccine submitted on the prescription drug event (PDE) record, or any
associated sales tax, dispensing fee, or vaccine administration fee, regardless of tier placement
or benefit phase. The applicable vaccines will be designated as such on the beneficiary-facing

formulary model documents.

Yes

Rx Notes

No Data Saved for Selected Section, Incomplete or Not Started.

DS Insulin Cost Share

The enrollee cost sharing for each prescription fill up to a one-month supply for a covered insulin
product, consistent with § § 423.100 and 423.120¢h), will not exceed the lesser of (1) $35; (2) an
amount equal to 25 percent of the maximum fair price established for the covered insulin product
in accordance with part E of subchapter Xl, or (3) an amount equal to 25 percent of the
negotiated price, as defined in § 423.100, of the covered insulin product under the prescription
drug plan or MA-PD plan. If submitted insulin cost sharing is less than either $35 or 25%, | attest
that enrollee cost sharing will not exceed the lesser of those cost sharing values.

Yes
Standard Retail

Enter 1-month copayment
$35.00

Coinsurance 1-month supply
25%

Standard Mail-Order

Long-Term Care

Enter 1-month copayment
$35.00

Out-of-Network

Out-of-network 1-month
copayment

$35.00

Enter 3-month copayment
$105.00

Coinsurance 3-manth supply
25%

Enter 3-month copayment
$105.00

Coinsurance 3-month supply
25%

Long-Term Care Coinsurance
25%

Qut-of-Network Coinsurance
25%
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PLAN BENEFIT PACKAGE (PBP) DATA ENTRY SYSTEM REPORT
Contract Year: 2027

. ALUD
Requested By: CHRISTIAN SOTOMAYOADMINSTRACION DE SEGUROS DE S
" a003 2700002
058 MMM HEALTHCARE, LLC - Data Report NUMERO DE CONTRATO
Plan Characteristics
General Information
Organization Legal Name Organization Marketing Name  Organization Type
MMM HEALTHCARE, LLC Medicare y Mucho Mas (MMM) Local CCP
Plan Name Plan Geographic Name
MMM Dorado Platino (HMO D- Puerto Rico Northwest -
SNP)
Plan Details
Plan Type Is this a network plan? Is this an Employer-Only Plan?
HMO Not Applicable No
Does this plan offer Does this plan offer Point of Does this plan offer Out-of-
Prescription drugs (Rx)? Service (POS)? Network Services (OON)?
Yes No No

Does this plan participate in
the Better Approaches to
Lifestyle and Nutrition for
Comprehensive hEalth
(BALANCE) Model?

Not Available

Special Needs Plan

Is this a SNP? SNP Type SNP Institutional Type
Yes Dual-Eligible Nat Applicable
Does this D-SNP offer Under this D-SNP, has the This DSNP:
Medicare zero-doliar cost state agreed to cover all N f the ab ,
sharing (not applicable to Part  Medicare Part C premiums b onc(aj orthe a |.°\(’je (e, no
D)? and Part C cost sharing for uy-down applied)
enrollees in your D-SNP?
No
No
Plan Attributes
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PBP Data Report

Does this Plan have a CMS-approved Continuation Area?

No.

Does this plan intend to participate in the Platino program?

Yes

Contract Year 2027 Medicare-defined MOOP Limits (HMO Plan)

Lower MOOP Limit Intermediate MOOP Limit Mandatory MOOP Limit
$0 - $4450 In-network $4451 - $7150 In-network $7151 - $9850 In-network

Standard Bid

Does this plan offer a standard Does this plan offer a standard Does this plan offer a standard

bid for In-Network service bid for plan-level deductible bid for Visitor Travel Program
categories? and maximum enrollee out-of-  V/T?
?
No pocket cost (MOOP)~ No
No
Benefit Offerings

Medicare Services

Showing all the service categories that are being offered under the plan

Services

Inpatient Hospital Services(1)
Inpatient Hospital-Acute(1a)
Inpatient Hospital Psychiatric(1b)

Skilled Nursing Facility (SNF)(2)

Cardiac and Pulmonary Rehabilitation Services(3)
Cardiac Rehabilitation Services(3-1)
Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Emergency/Urgently Needed Services(4)
Emergency Services(4a)

Urgently Needed Services(4b)
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Services

Partial Hospitalization/Intensive Outpatient Program
Services(5)

Partial Hospitalization Program(5a)
Intensive Outpatient Program Services(5b)

Home Health Services(6)

Health Care Professional Services(7)
Primary Care Physician Services(7a)
Chiropractic Services(7b)

Occupational Therapy Services(7¢c)
Physician Specialist Services(7d)
Mental Health Specialty Services(7¢€)

Individual Sessions for Mental Health Specialty
Services(7e1)

Group Sessions for Mental Health Specialty
Services(7e2)

Podiatry Services(7f)

Other Health Care Professional(7g)

Psychiatric Services(7h)

Individual Sessions for Psychiatric Services(7h1)
Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology
Services(7i)

Additional Telehealth Benefits(7j)
Opioid Treatment Program Services(7k)

Outpatient Procedures, Tests, Labs and Radiology
Services(8)

Diagnostic Procedures/Tests(8a1)
Lab Services(8a2)

Outpatient Diagnostic/Therapeutic Radiological
Services(8b)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)
Outpatient Services(S)

Outpatient Hospital Services(9a)
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In Network (INN)

Required
Required
Required

Required
Required
Required
Required

Required

Required

Required
Required

Required
Required

Required

Yes

Required

Required
Required

Required
Required
Required
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Services In Network (INN)

Outpatient Hospital Services(9a1) Required
Observation Services(9a2) Required
Ambulatory Surgical Center (ASC) Services(9b) Required

Outpatient Substance Abuse(9c)

Individual Sessions for Outpatient Substance

Abuse(9c1) Required
Group Sessions for Outpatient Substance Required
Abuse(9¢c2) q

Outpatient Blood Services(9d) Required

Ambulance/Transportation Services(10)
Ambulance Services(10a)
Ground Ambulance Services(10a1) Required
Air Ambulance Services(10a2) Required

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Required
Prosthetics/Medical Supplies(11b)
Prosthetic Devices(11b1) Required
Medical Supplies(11b2) Required
Diabetic Supplies and Services(11c)
Diabetic Supplies(11c1) Required
Diabetic Therapeutic Shoes/Iinserts(11¢2) Required
Diabetic Monitors(11c3) Required
Dialysis Services(12) Required
Preventive and Other Defined Supplemental
Services(14)
g/ledi.care-covered Zero Dollar Preventive Required
ervices(14a)
Kidney Disease Education Services(14d) Required
Other Medicare-covered Preventive Services(14e)
Glaucoma Screening(14e1) Required
Diabetes Self-Management Training(14e2) Required
Digital Rectal Exams(14e4) Required
EKG following Welcome Visit(14e5) Required

Medicare Part B Rx Drugs(15)
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Services

Medicare Part B Insulin Drugs(15-1)

Medicare Part B Chemotherapy/Radiation Drugs(15-
2)

Other Medicare Part B Drugs(15-3) -

" Dental(16)
Medicare Dental Services(16a)
Eye Exams/Eyewear(17)
Eye Exams(17a)
Eyewear(17b)
Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

In Network (INN)

Required
Required

Required
Required

Required
Required

Required

Non-Medicare Services

Services

Inpatient Hospital Services(1)
Inpatient Hospital-Acute(1a)

Additional Days for Inpatient Hospital-
Acute(1at)

Non-Medicare-covered Stay for Inpatient
Hospital-Acute(1a2)

Upgrades for Inpatient Hospital-Acute(1a3)
Inpatient Hospital Psychiatric(1b)

Additional Days for Inpatient Hospital
Psychiatric(1b1)

Non-Medicare-covered Stay for Inpatient
Hospital Psychiatric(1b2)

Skilled Nursing Facility (SNF)(2)

Additional Days beyond Medicare-covered for
Skilled Nursing Facility (SNF)(2-1)

Cardiac and Pulmonary Rehabilitation Services(3)
Additional Cardiac Rehabilitation Services(3-1)

Additional Intensive Cardiac Rehabilitation
Services(3-2)
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in Network (INN)

Services

Additional Pulmonary Rehabilitation Services(3-
3)

Additional SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)
Worldwide Emergency/Urgent Coverage(4c)
Worldwide Emergency Coverage(4c1) Required
Worldwide Urgent Coverage(4c2) Required
Worldwide Emergency Transportation(4c3)
Health Care Professional Services(7)
Chiropractic Services(7b)
Routine Chiropractic Care(7b1) Required
Other Chiropractic Services(7b2)
Podiatry Services: Routine Foot Care(71) Required
Ambulance/Transportation Services(10)
Transportation Services(10b)

Transportation Services - Plan Approved

Health-related Location(10b1) Required
Transportation Services - Any Health-related
Location(10b2)

Other Supplemental Services(13)
Acupuncture Treatments(13a) Required
Over-the-Counter (OTC) Items(13b) Required
Meal Benefit(13c) Requirgd
Other 1(13d)
Other 2(13e)
Other 3(13f)
Dual Eligible SNPs with Highly Integrated
Services(13g)

Preventive and Other Defined Supplemental
Services(14)

Annual Physical Exam(14b)
Other Defined Supplemental Benefits(14c)
Health Education(14c¢1) Required
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In Network (INN)

Services -

Nutritional/Dietary Benefit(14c¢2) Required

Additional Sessions of Smoking and Tobacco

Cessation Counseling(14¢3) Required

Fitness Benefit(14c4) Required

Enhanced Disease Management(14c5)

Telemonitoring Services(14c6)

Remote Access Technologies (including
Web/Phone-based technologies and Nursing Required
Hotline){14c7)

Home and Bathroom Safety Devices and Required
Modifications(14¢8) equire

Counseling Services(14c9)
In-Home Safety Assessment(14c10)

Personal Emergency Response System
(PERS)(14c11)

Medical Nutrition Therapy (MNT)(14c12)

Post discharge In-Home Medication
Reconciliation(14c13)

Re-admission Prevention(14c14)

Wigs for Hair Loss Related to
Chemotherapy(14c¢15)

Weight Management Programs(14c16)
Alternative Therapies(14c¢17) Required
Therapeutic Massage(14¢18)

Adult Day Health Services(14¢19)

Home-Based Palliative Care(14¢20)

In-Home Support Services(14c21)

Support for Caregivers of Enrollees(14c22)
Home infusion bundied services(15)
Dental(16)

Diagnostic and Preventive Dental(16b)

Oral Exams(16b1)

Dental X-Rays(16b2)

Other Diagnostic Dental Services(16b3)
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In Network (INN)
Services

Optional/Mandatory
/ Both

Prophylaxis (cleaning)(16b4)
Fluoride Treatment(16b5)
Other Preventive Dental Services(16b6)
Comprehensive Dental(16c)
Restorative Services(16c1) Required Mandatory
Endodontics(16¢2)
Periodontics(16¢3)
Prosthodontics, removable(16c4) Required Mandatory
Maxillofacial Prosthetics(16¢5)
Implant Services(16¢6) Required Mandatory
Prosthodontics, fixed(16¢7) Required Mandatory
Oral and Maxillofacial Surgery(16c8)
Orthodontics(16¢9)
Adjunctive General Services(16¢10) Required Mandatory

Eye Exams/Eyewear(17)
Eye Exams(17a)
Routine Eye Exams(17a1)
Other Eye Exam Services(17a2)
Eyewear(17h)
Contact Lenses{17b1) Required Mandatory
Eyeglasses (lenses and frames)(17b2) Required Mandatory
Eyeglass lenses(17b3)
Eyeglass frames(17b4)
Upgrades(17b5)

Hearing Exams/Hearing Aids(18)
Hearing Exams(18a)
Routine Hearing Exams(18a1)
Fitting/Evaluation for Hearing Aid(18a2) Required Mandatory " I) ) /
Prescription Hearing Aids(18b) u
Prescription Hearing Aids (all types)(18b1) Required Mandato
Prescription Hearing Aids - Inner Ear(18b2) v -
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In Network (INN)
Services

Optional/Mandatory
/ Both

Prescrlptlon Hearmg AldS Outer Ear(1 8b3)
Prescrlptlon Hearmg AldS Over the Ear(18b4)
OTC Hearing Aids(1 8c)

Plan Level Cost Sharing
Plan Level Cost Sharing
Tiered Cost Sharing

Does this plan have tiered cost sharing for Medicare covered services?
No

Does this plan have tiered cost sharing for Non-Medicare covered services?
No

Reductions in Cost Sharing

Does your plan offer Reductions in Cost Sharing?
No

Combined Supplemental Benefits

Do you offer Combined Supplemental Benefits?
Yes

Annual Plan Deductible

Does this plan have an In-Network plan deductible?
No

Max Enrollee Cost Limit

Does this plan have an In-Network MOOP?
Yes

What type of In-Network MOOP does your plan offer?

Lower

in Network MOOP Amount
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$3250.00

Select the Service Categories that apply to the In-Network Maximum Enrollee Out-of-Pocket cost:

In-Network Medicare-covered benefits
In-Network Non-Medicare-covered benefits

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

Yes

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

Yes

Medicare Services
Select the Medicare service categories that are subject to each MOOP type:

Services In-Network

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Yes
Inpatient Hospital Psychiatric(1b) Yes
Skilled Nursing Facility (SNF)(2) Yes
Cardiac and Pulmonary Rehabilitation Services(3)

Cardiac Rehabilitation Services(3-1) Yes
Intensive Cardiac Rehabilitation Services(3-2) Yes
Pulmonary Rehabilitation Services(3-3) Yes
SET for PAD Services(3-4) Yes
Emergency/Urgently Needed Services(4)

Emergency Services(4a) Yes
Urgently Needed Services(4b) Yes
Partial Hospitalization/Intensive Outpatient Program
Services(5)

Partial Hospitalization Program(5a) Yes
Intensive Outpatient Program Services(5b) Yes
Home Health Services(6) Yes

Health Care Professional Services(7)

Primary Care Physician Services(7a) Yes
Chiropractic Services(7b) Yes
Occupational Therapy Services(7c) Yes
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Services " In-Network

PhyS|C|an Specnallst Services(7d) Yes

Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Specialty

Services(7e1) Yes
Group Sessions for Mental HealthSpec1alty - Yes

Services(7e2)

Podiatry Services(7f) - T e

Other Health Care Professmné.l.(‘?'é)' ............. .
Psychiatric Services(?h)

Individual Sessions for Psychiatric SeNlces(7h1) .-
Group Sessions for Psychiatric Services(7h2) - Yes

Physical Therapy and Speech-Language Pathology Yes

Services(7i)

Addifonal Telehealth Benefits(7j) Ves

Opioid Treatment Program Sew|ces(7k') ------------------ .

Outpatient Procedures, Tests, Labs and Radlology

Services(8)

Diagnostic Procedures/T ests/Lab Serwces(sa)

Diagnostic Procedures/T ests(8a1) T Ves

Lab Services(8a2) Voo

Outpatient Diagnostic/Therapeutic Radlologlcal """"""""""""""

Services(8b)

Diagnostic Radiological Services (8b1) ............. -

Therapeutic Radiological Sewices(Sbﬂéj- ) Yes

Outpatient X-Ray Services(8b3) R e =
Oupatient Services®

Outpatient Hospital Services(9a)

Outpatient Hospital Services(gé.;]‘j """""""""""" v
Observation Services(9a2) “an o
Ambulatory Surgical Center (ASC) SeNlceé;(éBj ''''' Yes

Outpatient Substance Abuse(gc) )

Individual Sessions for Outpatient Substance Yes

Abuse(9c1)
Group Sessions for Outpatient Substance Abuse(9c2) Yes
Outpatient Blood Services(9d) Yes

Ambulance/Transportation Serwces(1 O)
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Services In-Network

Ambulance Services(10a)
Ground Ambulance Services(10a1) Yes
Air Ambulance Services(10a2) Yes

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Yes
Prosthetics/Medical Supplies(11b)

Prosthetic Devices(11b1) Yes
Medical Supplies(11b2) Yes
Diabetic Supplies and Services(11c)

Diabetic Supplies(11c1) Yes
Diabetic Therapeutic Shoes/Inserts(11¢2) Yes
Diabetic Monitors(11c3) Yes
Dialysis Services(12) Yes
Preventive and Other Defined Supplemental

Services(14)

Medi_care-covered Zero Dollar Preventive Yes
Services(14a)

Kidney Disease Education Services(14d) Yes
Other Medicare-covered Preventive Services(14e)

Glaucoma Screening(14e1) Yes
Diabetes Self-Management Training(14e2) Yes
Digital Rectal Exams(14e4) Yes
EKG following Welcome Visit(14e5) Yes
Medicare Part B Rx Drugs(15)

Medicare Part B Insulin Drugs(15-1) Yes
Medicare Part B Chemotherapy/Radiation Drugs(15-2)  Yes
Other Medicare Part B Drugs(15-3) Yes
Dental(16)

Medicare Dental Services(16a) Yes
Eye Exams/Eyewear(17)

Eye Exams(17a) Yes
Eyewear(17b) Yes

Hearing Exams/Hearing Aids(18)
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|  Services In-Network

Hearing Exams(18a) Yes

Non-Medicare Services

Services In-Network

Worldwide Emergency Coverage(4c1) Yes
Worldwide Urgent Coverage(4c2) - Yes
Health Care Professional Services(7)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1) Yes
Podiatry Services: Routine Foot Care(7f) o Yes

Ambulance/Transportation Services(10)
Transportation Services(10b)

Transportation Services - Plan Approved Health-

related Location(10b1) Yes
Other Supplemental Services(13)
Acupuncture Treatments(13a) S Yes
Over-the-Counter (OTC) tems(130) Yes
Meal Benefit(13c) Yes
Preventive and Other Defined Supplemental

Services(14)

Other Defined Supplemental Benefits(14c)

Health Education(14c1)  Yes
Nutritional/Dietary Benefit(14c2) Yes

Additional Sessions of Smoking and Tobacco

Cessation Counseling(14c3) Yes
Fitness Benefit(14c4) Yes
Remote Access Technologies (including Web/Phone- Yes
based technologies and Nursing Hotline)(14¢7)

Home and Bathroom Safety Devices and Yes
Modifications(14c8)

Alternative Therapies(14c17) Yes
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Services In-Network
Dental(16)

Comprehensive Dental(16c)

Restorative Services(16¢1) Yes
Prosthodontics, removable(16¢4) Yes
Implant Services(16¢8) Yes
Prosthodontics, fixed(16c¢7) Yes
Adjunctive General Services(16c10) Yes
Eye Exams/Eyewear(17)

Eyewear(17b)

Contact Lenses(17b1) Yes
Eyeglasses (lenses and frames)(17b2) Yes

Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

Fitting/Evaluation for Hearing Aid(18a2) Yes
Prescription Hearing Aids(18b)

Prescription Hearing Aids (all types)(18b1) Yes

Prior Authorization & Referral
Prior Authorization

Is prior authorization required for any In-Network service
categories?

Yes

Select the In-Network service categories that require prior authorization:

Inpatient Hospital-Acute(1a)

Inpatient Hospital Psychiatric(1b)

Skilled Nursing Facility (SNF)(2)

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)

Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Home Health Services(6) \ ,0 /
Chiropractic Services(7b)
Routine Chiropractic Care(7b1) WA
Occupational Therapy Services(7c)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)

Group Sessions for Mental Health Specialty Services(7e2)

Podiatry Services(7f)
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Podiatry Services: Routine Foot Care(71)

Other Health Care Professional(7g)
Individual Sessions for Psychiatric Services(7h1) |
Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology Services(7i)
Additional Telehealth Benefits(7j)

Opioid Treatment Program Services(7k)

Diagnostic Procedures/Tests(8a1)

Lab Services(8a2)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(9b)

Individual Sessions for Outpatient Substance Abuse(9¢1)

Group Sessions for Outpatient Substance Abuse(9c2)
Outpatient Blood Services(9d)

Ground Ambulance Services(10a1)

Air Ambulance Services(10a2)

Transportation Services - Plan Approved Health-related Location(10b1)
Durable Medical Equipment (DME)(11a)

Prosthetic Devices(11b1)

Medical Supplies(11b2)

Diabetic Supplies(11c1)

Diabetic Therapeutic Shoes/inserts(11¢2)

Diabetic Monitors(11c3)

Dialysis Services(12)

Acupuncture Treatments(13a)

Meal Benefit(13c)

Medicare-covered Zero Dollar Preventive Services(14a)

Health Education(14c1)

Nutritional/Dietary Benefit(14c2)

Additional Sessions of Smoking and Tobacco Cessation Counseling(14¢3)
Fitness Benefit(14c4)

Remote Access Technologies (including Web/Phone-based technologies and Nursing Hotline)
(14c7)

Home and Bathroom Safety Devices and Modifications(14c8)
Alternative Therapies(14c17)

Kidney Disease Education Services(14d)

Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)

Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)

Medicare Part B insulin Drugs(15-1)

Medicare Part B Chemotherapy/Radiation Drugs(15-2)

Other Medicare Part B Drugs(15-3)

Medicare Dental Services(16a)

Restorative Services(16¢1)

Prosthodontics, removable(16c4)

Implant Services(16¢6)

Prosthodontics, fixed(16¢7)

Adjunctive General Services(16¢10)

Eye Exams{17a)

Eyewear(17b)

Contact Lenses(17b1)

Eyeglasses (lenses and frames)(17b2)
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Hearing Exams(18a)
Fitting/Evaluation for Hearing Aid(18a2)
Prescription Hearing Aids (all types)(18b1)

Referral

Is referral required for any In-Network service categories?

Yes

Select the In-Network service categories that requires a referral:

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7c)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f)

Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Individual Sessions for Outpatient Substance Abuse(9¢1)
Group Sessions for Outpatient Substance Abuse(9¢2)
Acupuncture Treatments(13a)

Meal Benefit(13c)

- T [, —— [ e M o e o e e

Visitor Travel

Does this plan offer the US
Visitor/Travel Program (V/T)? V) / [

No

Cost Share Groups

Combined Benefits Groups

Maximum
Mode of Plan . L S_ha_lred_
Group Name delive Benefit Periodicity Visit/Trips Status
ry Coverage Limits
amount
oTC
COMBINED gj:i:]zgs‘f $35.00 Eq‘(’;%: Completed
PACKAGE
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Maximum
Plan Shared 5
Group Name lc\illoge of Benefit Periodicity Visit/Trips = Status
elivery - ;
Coverage Limits
amount

Non-Medicare covered benefits that are included in your Combined Supplemental Benefit
Group:

Over-the-Counter (OTC) ltems(13b)
Fitness Benefit(14c4)

Home and Bathroom Safety Devices and Modifications(14¢8)

s the enrollee limited to one or more of the Combined Supplemental Benefits from the group
which they must select in advance?

No

Do you offer Combined Supplemental Benefits with a shared maximum plan benefit amount?
Yes

Do you offer Combined Supplemental Benefits with a shared visit/trips limits?
No '

Reduction in Cost Sharing Groups

No Data Saved for Selected Section, Incomplete or Not Started.

Optional Supplemental Packages

No Data Saved for Selected Section, Incomplete or Not Started.

MA Uniformity & SSBCI

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

Does this plan offer Special Supplemental Benefits for the Chronically 1li?
Yes

MA UF/SSBCI Reduction in Cost Sharing Packages (19a)

No Data Saved for Selected Section, Incomplete or Not Started.

MA UF/SSBCI Additional Benefits Packages (19b)
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Package ID Package Name Type of Package Status
1 SSBCI Coverage SSBCI Completed

Chronic Conditions - Please choose one or more

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description

Chronic back pain

Prerequisite for any additional benefits for this package?
No

Select all the Non-Medicare-covered additional benefits offered in this package

Over-the-Counter (OTC) ltems (13b),
Food and Produce (13i1),

Meals (beyond limited basis) (13i2),
Pest Control (13i3),

file://iC:/Users/csotamayor/Downloads/PBP_Report_05292026032719.html 18/84



5/29/26, 4:16 PM PBP Data Report

Package ID . Package Name Type of Package Status
Social Needs Benefit (13i6),
General Supports for Living (13i10),
Other 1 (13i11),

Other 3 (13i13),
Fitness Benefit (14c4),
Home and Bathroom Safety Devices and Modifications (14c8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16c4),

Implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1),
Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5)

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

Is there a package level maximum coverage amount?

Yes

Specify the maximum benefit amount
$145.00

Periodicity
Every Month

indicate mode of delivery for maximum coverage amount
Debit Card

Select all the Non-Medicare-covered benefits that apply to the package level maximum
coverage

Over-the-Counter (OTC) ltems (13b),

Food and Produce (13i1),

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5),
Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),
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Package ID Package Name Type of Package Status

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Madifications (14c8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16c4),

Implant Services (16¢6),

Prosthodontics, fixed (16c7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1)

Expected number of chronically ill enrollees eligible for SSBCI:
3994

Expected number of chronically ill enrollees that will utilize SSBCI:
3817

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO SSBCI PACKAGE BENEFITS THROUGH A
DEBIT CARD LOADED WITH THE COMBINED PACKAGE-LEVEL MAXIMUM
COVERAGE AMOUNT PLUS AN ADDITIONAL BENEFIT-SPECIFIC MAXIMUM
COVERAGE AMOUNT FOR SPECIFIC BENEFITS REFERENCED IN 131-3, 1314, 131-5,
AND 131-10.

Package Selected Benefit Details
Over-the-Counter (OTC) ltems (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

Yes

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
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Package ID Package Name Type of Package Status
No : - - -

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

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

No

Mode of delivery for the OTC ltems

Debit Card
Catalogue Purchase

Authorization required for this benefit?
No

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2)
FIRST AID SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE
MEDICAL INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5)
INCONTINENCE SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING
AND MONITORING SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS
WHO MEET MEDICAL CRITERIA FOR ON-GOING MONITORING OF BLOOD
PRESSURE, THE PLAN WILL PROVIDE ONE (1) BLOOD PRESSURE MONITOR UNIT
EVERY 5 YEARS. THIS BENEFIT MAY REQUIRE MEDICAL EVALUATION AND/OR
PREAUTHORIZATION. 7) FIBER SUPPLEMENTS 8) TOPICAL SUNSCREEN 9)
SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING, TENNIS ELBOW STRAP,
WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE SUPPORT, KNEE
ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT LIMITED
TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH
CATEGORY MAY APPLY.

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
No

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):
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Package ID Package Name Type of Package Status

Physical Fitness
Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR FITNESS EQUIPMENT (EXERCISE
PEDALS AND STRETCH STRAPS) AND A GYM MEMBERSHIP VIAA DEBIT CARD. ITEM
QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Home and Bathroom Safety Devices and Modifications (14c8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?

No : . ”,/‘ »

Notes
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DEBIT CARD: 1) MEDICAL BATHMAT 2) RAISED TOILET SEAT 3) HANDHELD SHOWER :
HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS IN EACH CATEGORY

MAY APPLY.

Diagnostic and Preventive Dental (16b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a Coinsurance for combination of services included in a single cost per office visit?
No

Is there a Copayment for combination of services included in a single cost per office visit?
No

Is there a deductible?
No

Oral Exams (16b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL EXAMS VIA A
DEBIT CARD.

Dental X-Rays (16b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
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Package ID Package Name Type of Package Status
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL X-RAYS
VIAA DEBIT CARD.

Other Diagnostic Dental Services (16b3) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL
DIAGNOSTIC SERVICES VIAA DEBIT CARD.

Comprehensive Dental (16c) - Non-Medicare

Service maximum plan benefit coverage:
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible? oy
No |
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Package ID Package Name Type of Package ~ Status

Restorative Services (16¢c1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL RESTORATIVE
DENTAL SERVICES VIAA DEBIT CARD.

Endodontics {(16¢2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ENDODONTIC
SERVICES VIAA DEBIT CARD.

Periodontics (16¢3) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
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Package ID Package Name Type of Package Status
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL PERIODONTIC
SERVICES VIAA DEBIT CARD.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL REMOVABLE
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Implant Services (16¢6) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

? v/ '
Is there a copayment? o
No b

Authorization required for this benefit?
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Package ID Package Name

No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL IMPLANT

SERVICES VIAA DEBIT CARD.

PBP Data Report

Type of Package

Prosthodontics, fixed (16c¢7) - Non-Medicare

Is this bhenefit unlimited?

Yes

|s there a coinsurance?
No

Is there a.copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

Status

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL FIXED
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Oral and Maxillofacial Surgery (16c8) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes
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Package ID Package Name Type of Package Status

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL AND
MAXILLOFACIAL SERVICES VIA A DEBIT CARD.

Adjunctive General Services {16¢10) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ADJUNCTIVE
DENTAL SERVICES VIAA DEBIT CARD.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No g

Referral required for this benefit?
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PackagelD = Package Name Type of Package Status
. . A
Notes
ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL CONTACT LENSES
VIA A DEBIT CARD.

Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR VIAA
DEBIT CARD.

Upgrades (17b5) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR
UPGRADES VIAADEBIT CARD.

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
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Package ID Package Name Type of Package Status
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Autherization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AID
FITTING/EVALUATIONS VIAA DEBIT CARD.

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:
No

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?

Yes

. it )/ i
Is there a coinsurance? A\ &y
No

Is there a copayment?
No

file:///C:/Users/csotomayar/Downloads/PBP_Repori_05292026032719.html 30/84



5/29/26, 4:16 PM PBP Data Report

Package ID . Package Name Type of Package ~ Status
Authorization required for this benefit? -

No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AIDS VIA
A DEBIT CARD.

Food and Produce (13i1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Mode of delivery for Food and Produce
Debit Card

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO FOOD AND PRODUCE THROUGH A DEBIT
CARD.

Meals (beyond limited basis) (13i2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a maximum plan benefit coverage amount?
No
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Package ID Package Name Type of Package Status

Does this plan have a service specific maximum enrollee qut-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PREPARED MEALS THROUGH A DEBIT
CARD.

Pest Control (13i3) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

file:/liC:/Users/csotomayor/Downloads/PBP_Report_05292026032719.html 32/84



5/28/26, 4:16 PM PBP Data Report

‘ Package ID Package Name Type of Package ~ Status

ELIGIBLE MEMBERS RECEIVE PEST CONTROL/ERADICATION TREATMENTS (12
EVENTS COMBINED WITH ROADSIDE ASSISTANCE, IN-HOME MINOR REPAIRS, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES) LIMITED TO 2 EVENTS .
(1/SEMESTER). ADDITIONALLY, MEMBERS RECEIVE AN ALLOWANCE THROUGH A
DEBIT CARD WHICH PROVIDES ACCESS TO CLEANING PRODUCTS FOR PEST
CONTROL AND FOR ADDITIONAL SERVICES OF PEST CONTROL/ERADICATION
TREATMENTS.

Transportation for Non-Medical Needs (13i4) - Non-Medicare

Enhanced benefit

Any Location

Is this benefit unlimited?
Yes

Type of transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Select Mode of Transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?
No

Referral required for this benefit?
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Package ID Package Name Type of Package Status
No

Notes

ELIGIBLE MEMBERS RECEIVE ROADSIDE ASSISTANCE (12 EVENTS COMBINED
WITH IN-HOME MINOR REPAIRS (UP TO $300 PER EVENT), PEST CONTROL, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES.) ADDITIONALLY, MEMBERS RECEIVE
AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES ACCESS TO
ADDITIONAL ROADSIDE ASSISTANCE SERVICES TO SUPPORT PERSONAL
TRANSPORTATION AND AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION
NEEDS TO MAINTAIN THE ENROLLEE'S HEALTH.

Indoor Air Quality Equipment Services (13i5) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE UP TO 2 A/C CLEANING SERVICES PER YEAR
(1/SEMESTER) (12 EVENTS COMBINED WITH IN-HOME MINOR REPAIRS (UP TO $300
PER EVENT), PEST CONTROL, AND ROADSIDE ASSISTANCE). ADDITIONALLY,
MEMBERS RECEIVE AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES
ACCESS TO ADDITIONAL A/C CLEANING SERVICES TO SUPPORT HEALTHY INDOOR
AIR QUALITY, REDUCE EXPOSURE TO ALLERGENS AND ENVIRONMENTAL
IRRITANTS, AND PROMOTE SAFE TEMPERATURE REGULATION IN THE HOME.

Social Needs Benefit (13i6) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
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Package ID : Package Name . Type of Package Status S

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE TICKETS TO ATTEND
ENTERTAINMENT EVENTS (CONCERT, THEATER, MOVIE) AND PERSONAL
GROOMING SERVICES (BARBER OR SALON VISITS) THROUGH A DEBIT CARD.
ENGAGING IN ENTERTAINMENT CAN BE BENEFICIAL FOR DEALING WITH SOCIAL
ISOLATION AND IMPROVING MENTAL HEALTH AND WELLBEING. BY PROVIDING
OPPORTUNITIES FOR RELAXATION, SOCIAL INTERACTION, AND ENJOYABLE
EXPERIENCES, THESE ACTIVITIES CONTRIBUTE TO THE OVERALL
PSYCHOLOGICAL RESILIENCE AND HAPPINESS OF ENROLLEES.

General Supports for Living (13i10) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Are you offering housing support such as rent or mortgage assistance as a covered henefit
under General Supports for Living?

No

Are you offering utilities assistance as a covered benefit under General Supports for Living?

Yes

Is there a deductible?
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Package ID Package Name Type of Package Status
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS UTILITIES,
TOWELS/LINENS/CLOTHING (TO SUPPORT BASIC NEEDS),
GARDENING/HARDWARE TOOLS (FOR HOME MAINTENANCE) AND IN-HOME MINOR
REPAIRS, INCLUDING REPAIRS FOR HOME APPLIANCES AND HANDYMAN
SERVICES (12 EVENTS COMBINED WITH ROADSIDE ASSISTANCE ($300 LIMIT PER
EACH EVENT, $200 LIMIT FOR EACH REPAIR OF HOME APPLIANCES), PEST
CONTROL, AND INDOOR AIR QUALITY EQUIPMENT SERVICES). LIMIT OF 2 EVENTS
FOR PEST CONTROL, HOME APPLIANCE REPAIRS, AND A/C CLEANING SERVICES
(1/SEMESTER) AND 1 EVENT (UP TO 2 HOURS) FOR HANDYMAN SERVICES.
ALLOWANCE FOR ADDITIONAL IN-HOME MINOR REPAIRS VIA THE DEBIT CARD.
POOR-QUALITY HOUSING IS ASSOCIATED WITH VARIOUS NEGATIVE HEALTH
OUTCOMES, INCLUDING CHRONIC DISEASE AND INJURY AND POOR MENTAL
HEALTH. LACK OF HOUSING MAINTENANCE MAY LEAD TO POOR HOUSING
CONDITIONS INSIDE AND OUTSIDE THE HOME. PROVIDING THE TOOLS FOR THE
MEMBER TO MAINTAIN THEIR HOMES IN GOOD CONDITIONS IMPROVES THEIR
PHYSICAL, MENTAL, AND SOCIAL WELLBEING.

Other 1 (13i11) - Non-Medicare

Service Name
PET CARE

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
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Package ID - Package Name Type of Package Status
o L

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE PET FOOD, PET SUPPLIES
(LEASH, COLLAR, GROOMING SUPPLIES), AND PET SERVICES (VET VISITS AND
GROOMING SERVICES) THROUGH A DEBIT CARD TO SUPPORT ELIGIBLE
ENROLLEES' MENTAL HEALTH NEEDS. PROVIDING ELIGIBLE MEMBERS WITH THE
MEANS TO RESPONSIBLY CARE FOR THEIR PETS WILL HAVE A DIRECT IMPACT ON
THEIR HEALTH. PET OWNERS ARE LESS LIKELY TO SUFFER DEPRESSION, HAVE
LOWER BLOOD PRESSURE, DISPLAY REDUCED LEVELS OF TRIGLYCERIDE AND
CHOLESTEROL (HIGH LEVELS CAN BE INDICATORS OF HEART DISEASE), SURVIVE
LONGER AFTER HAVING A HEART ATTACK, MAKE FEWER VISITS TO THE DOCTOR,
AND TEND TO LIVE LONGER. OFFERING ACCESS TO PET CARE SUPPLIES ALLOWS
OUR BENEFICIARIES TO ACCESS THE ITEMS NEEDED FOR PET OWNERSHIP AND
WILL THEREFORE RESULT IN IMPROVED OR MAINTAINED HEALTH.

Other 3 (13i13) - Non-Medicare

Service Name
MEMORY AND COGNITIVE FUNCTION SUPPORT ITEMS

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TO PURCHASE MEMORY FITNESS ITEMS
SUCH AS: MEMORY CARDS, BOARD GAMES, SUDOKU OR OTHER ITEMS THAT
HELP THE MEMBER EXERCISE THEIR MEMORY. STUDIES HAVE FOUND THAT
INDIVIDUALS WHO ENGAGED IN WORD PUZZLES HAD CONSISTENTLY BETTER
SHORT-TERM MEMORY, REASONING, AND ATTENTIVENESS THAN THOSE WHO DID
NOT ENGAGE IN SUCH ACTIVITIES. THIS SUPPORTS THE THEORY THAT KEEPING
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PBP Data Report

Type of Package

Status

THE'MIND ACTIVE, IN ADDITION TO REGULAR PHYSICAL EXERCISE, MAY HELP

SLOW THE ONSET OF DEMENTIA.

Benefit Details

Inpatient Hospital-Acute (1a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

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

obtains care?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Inpatient Hospital Psychiatric (1b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Does this plan's Medicare-covered benefit cost sharing vary by hospital(s) in whic

obtains care?
No
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’ Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?
Periodicity
Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No '

Skilled Nursing Facility (SNF) (2) - Medicare

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

Days
0

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

No

Is there a coinsurance?
No

Is there a copayment?
No

What is your SNF period?
Periodicity
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Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Cardiac and Pulmonary Rehabilitation Services (3) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Cardiac Rehabilitation Services (3-1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Intensive Cardiac Rehabilitation Services (3-2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes
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Pulmonary Rehabilitation Services (3-3) - Medicare

is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

SET for PAD Services (3-4) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Emergency Services (4a) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?

No

Is there a copayment?

No

Urgently Needed Services (4b) - Medicare

Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No
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Is there a copayment?
No

Partial Hospitalization Program (5a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Intensive Outpatient Program Services (5b) - Medicare

Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Home Health Services (6) - Medicare
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Primary Care Physician Services (7a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

‘Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Chiropractic Services (7b) - Medicare

Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a medicare covered coinsurance?
No

Is there a medicare covered copayment?
No

Is there a medicare covered deductible?
No
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Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Occupational Therapy Services (7c) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Physician Specialist Services (7d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
Na

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes
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'~ Mental Health Specialty Services (7e) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Individual Sessions for Mental Health Specialty Services (7e1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Group Sessions for Mental Health Specialty Services (7e2) - Medicare

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Podiatry Services (7f) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No
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Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Other Health Care Professional (7g) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Psychiatric Services (7h) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Individual Sessions for Psychiatric Services (7h1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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Yes
Referral required for this benefit?

Yes

Group Sessions for Psychiatric Services (7h2) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

Yes

Physical Therapy and Speech-Language Pathology Services (7i) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)'?

No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Telehealth Benefits (7j) - Medicare

Medicare-covered benefits that may have Additional Telehealth Benefits available

Physician Specialist Services(7d)

Does this plan have a service specific maximum enrollee out-of-pocket cost (MQOP)?
No
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ADDITIONAL TELEHEALTH SERVICES COVERED FOR SPECIALIST SERVICES PROVIDED
IN THE MULTI SPECIALTY CLINICS.

Opioid Treatment Program Services (7k) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diagnostic Procedures/Tests/Lab Services (8a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a copayment?
No
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Is there a deductible? .
No

Diagnostic Procedures/Tests (8a1) - Medicare
Is there a coinsurance?

No

Is there a'copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Lab Services (8a2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Outpatient Diagnostic/Therapeutic Radiological Services (8b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Radiological Services (8b1) - Medicare

Is there a coinsurance? -

file:/1iC:/Users/csotomayor/Downloads/PBP_Report_05292026032719.html 49/84



5/29/26, 4:16 PM PBP Data Report

No
Is there a copayment?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Therapeutic Radiological Services (8b2) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient X-Ray Services (8b3) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Autharization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Hospital Services (9a1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No
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Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Observation Services (9a2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Ambulatory Surgical Center (ASC) Services (9b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No
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Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Substance Abuse (9¢) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Individual Sessions for Outpatient Substance Abuse (9¢c1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Group Sessions for Outpatient Substance Abuse (9¢2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Outpatient Blood Services (9d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
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* No |

Is there a coinsurance?
No

Is there a copayment?
No

Do you waive the deductible for the first three pints of blood?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Ambulance Services (10a) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Ground Ambulance Services (10a1) - Medicare

Does this plan have a ground ambulance services maximum enrollee out of pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?

No
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Air Ambulance Services (10a2) - Medicare

Does this plan have an air ambulance services maximum enrollee out of pocket(MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Durable Medical Equipment (DME) (11a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Are there preferred vendors/manufacturers for Durable Medical Equipment (DME)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Prosthetics/Medical Supplies (11b) - Medicare
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Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Prosthetic Devices (11b1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medical Supplies (11b2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Supplies and Services {11c¢) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No
Is there a deductible? /ﬂ [
No . ) !J ‘_‘,:-‘f‘

Da you limit Diabetic supplies and services to those from specified manufacturers?
No

file://IC:Users/csotomayor/Downloads/PBP_Report_05292026032719.htm] 55/84




5/29/26, 4:16 PM
Diabetic Supplies (11c1) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

PBP Data Report

Diabetic Therapeutic Shoes/Inserts (11¢2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Monitors (11¢c3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Dialysis Services (12) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket ¢

No
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' Is there a coinsurance?
No

Is there a copayment?
No

is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Medicare-covered Zero Dollar Preventive Services (14a) - Medicare

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

true

Authorization required for this benefit?

Yes

Referral required for this benefit?
No
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Kidney Disease Education Services (14d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Glaucoma Screening (14e1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Diabetes Self-Management Training (14e2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
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5 No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Digital Rectal Exams (14e4) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

EKG following Welcome Visit (14e5) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
» No

Is there a coinsurance?
No n |

Is there a copayment?
No

Is there a deductible?

No
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Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Part B Rx Drugs (15) - Medicare

| attest that the MA enrollee cost sharing for a Part B rebatable drug will not exceed the
coinsurance amount of the original Medicare adjusted beneficiary coinsurance for that Part B
rebatable drug. In applying this effective coinsurance percentage, MA plans may continue to base
enrollee cost sharing off of the total MA plan financial liability for that Part B drug.

true

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Does the plan offer step therapy?

Yes

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

Part B to Part B
Part D to Part B

Medicare Part B Insulin Drugs (15-1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Part B Chemotherapy/Radiation Drugs (15-2) - Medicare

Is there a coinsurance?
No
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Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Other Medicare Part B Drugs (15-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Dental Services (16a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Eye Exams (17a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
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No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Eyewear (17b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
. No

Hearing Exams (18a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?

No
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Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Worldwide Emergency/Urgent Coverage (4c) - Non-Medicare

Is there a maximum plan benefit coverage?

Yes

Is the maximum plan benefit coverage amount unlimited?
No

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a deductible?
No

Worldwide Emergency Coverage (4c1) - Non-Medicare

|s there a coinsurance?
No

Is there a copayment?

Yes

Copayment amount
$75.00

Is this Copayment waived if admitted to hospital?

Yes

Worldwide Urgent Coverage (4c2) - Non-Medicare

Is there a coinsurance?
No
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Is there a copayment?
Yes

Copayment amount
$75.00

Is this Copayment waived if admitted to hospital?

Yes

Chiropractic Services (7b) - Non-Medicare

Is there a maximum plan benefit coverage amount?

Yes

Maximum amount
$750.00

Periodicity
Every Year

Routine Chiropractic Care (7b1) - Non-Medicare
Is this benefit unlimited?
No
Visits
6
Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Podiatry Services: Routine Foot Care (7f) - Non-Medicare

Is this benefit unlimited?
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No

Visits

6
Periodicity
Every Year

Is there a maximum plan benefit coverage amount?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Transportation Services - Plan Approved Health-related Location (10b1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
12

Periodicity
Every Year.

Type of transportation
One-Way

Select Mode of Transportation

Taxi

RideShare services
Bus/Subway

Van

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a service specific maximum plan benefit coverage amount?
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No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UNLIMITED TRIPS APPLY TO AND FROM THE MULTI SPECIALTY CLINICS. LIMITED TRIPS
PER THE DATA ENTRY APPLY TO ALL OTHER PLAN APPROVED HEALTH RELATED
LOCATIONS.

Acupuncture Treatments (13a) - Non-Medicare
Periodicity
Every Year

Is there a maximum plan benefit coverage?

Yes

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is this benefit unlimited for Number of Treatments?
No

indicate limit for Number of Treatments
6

Periodicity
Every Year

Is there a coinsurance?
No
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; Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Over-the-Counter (OTC) Items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

Yes

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

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

No

Mode of delivery for the OTC ltems

Catalogue Purchase

Notes
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THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2) FIRST AID
SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE MEDICAL
INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5) INCONTINENCE
SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING AND MONITORING
SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS WHO MEET MEDICAL
CRITERIA FOR ON-GOING MONITORING OF BLOOD PRESSURE, THE PLAN WILL PROVIDE
ONE (1) BLOOD PRESSURE MONITOR UNIT EVERY 5 YEARS. THIS BENEFIT MAY
REQUIRE MEDICAL EVALUATION AND/OR PREAUTHORIZATION. 7) FIBER SUPPLEMENTS
8) TOPICAL SUNSCREEN 9) SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING,
TENNIS ELBOW STRAP, WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE
SUPPORT, KNEE ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT
LIMITED TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Meal Benefit (13c) - Non-Medicare

Select the type of primarily health related meals benefit offered(Check all that apply):

Immediately following surgery or inpatient hospitalization

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Autharization required for this benefit?

Yes

Referral required for this benefit?

Yes

Notes

POST DISCHARGE 2 MEALS PER DAY FOR 5 DAYS UP TO 2 TIMES PER YEAR FOR 20
MEALS MAX PER YEAR.

Other Defined Supplemental Benefits (14c) - Non-Medicare
Is there a deductible?
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No

Health Education (14c1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE HEALTH EDUCATION PROGRAM DEVELOPS AND IMPLEMENTS EDUCATIONAL
INTERVENTIONS BASED ON DIAGNQOSIS SUCH AS DIABETES, HYPERTENSION
MANAGEMENT AND PROVIDES NUTRITIONAL EDUCATION TO PROVIDE HEALTH
INFORMATION ENCOURAGING MEMBERS TO ADOPT A HEALTHIER LIFESTYLE AND
DEVELOP SELF CARE CAPABILITIES TO IMPROVE THE MEMBER’S HEALTH. SCOPE:
IDENTIFY THE POPULATION WITH EDUCATIONAL NEEDS, PLAN EDUCATIONAL
STRATEGIES, PROMOTION OF HEALTHY LIFESTYLE AND PREVENTION OF
COMPLICATIONS.IMPLEMENT AND CARRY OUT EDUCATIONAL STRATEGIES, EVALUATE
THE RESULTS AND CREATE FUTURE GOALS.INTERVENTIONS MIGHT
INCLUDE:EDUCATIONAL CAMPAIGNS, MEMBER EDUCATIONAL ACTIVITIES INCLUDING
GROUP SESSIONS WHERE EDUCATORS PROVIDE INFORMATION TO IMPROVE THE
MEMBER’S SKILL SETS.THE HEP HAS ALSO INDIVIDUAL INTERVENTIONS BASED FOR
HIGH RISK CASES. THE PROGRAM DISTRIBUTES NEWSLETTERS WITH HEALTH RELATED
INFORMATION, AND HAS PHYSICAL ACTIVITY AWARENESS AND ONLINE ACCESS TO
EDUCATIONAL LITERATURE AS PART OF THE EDUCATIONAL INTERVENTIONS.

Nutritional/Dietary Benefit (14c2) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
6

Setting A/ ” | /}
Both Sessions (Individual and Group) ‘f b '7/!:/ /
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Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Additional Sessions of Smoking and Tobacco Cessation Counseling (14c3) - Non-
Medicare

Number of visits
9

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE SMOKING CESSATION PROGRAM ROMPE EL HABITO HAS THE PURPOSE OF
IMPACTING MEMBERS WHO USE SOME FORM OF TOBACCO BASED ON THE CLIENT
APPROACHED MODEL AND THE TRANSTHEORETICAL MODEL THAT DESCRIBES HOW
PEOPLE MODIFY A PROBLEM BEHAVIOR OR ACQUIRE A POSITIVE BEHAVIOR.
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OBJECTIVE: TO DIMINISH THE RISK FACTORS TO PREVENT ASSOCIATED ILLNESSES
UPON SMOKING. IS AVAILABLE FOR MEMBERS WHO USE OR SMOKE TOBACCO AND/OR
STOP SMOKING DURING THE LAST 12 MONTHS. THE MAIN GOAL IS TO EMPOWER THEM
TO QUIT THE PROCESS BY PROVIDING INF AND SUPPORT SERVICES TO HELP THEM
ESTABLISH A QUIT DATE, REDUCE QUANTITY OF CIGARETTE USE PER DAY, AND/OR
STOP SMOKING. THE MAIN INTERVENTIONS ARE: ASSESSMENT CALLS, TEL
INTERVENTIONS REGARDING QUIT AND/OR RELAPSE PREVENTION, EDUCATIONAL
MATERIALS, AVAILABILITY OF THE SUPPORT GROUP, MED EDUCATION, F/UP
INTERVENTIONS, AMONG OTHERS. TO PREVENT A RELAPSE PHASE, INTERVENTIONS
TO IMPROVE THE PARTICIPANT'S COMPLIANCE WITH THEIR PHYSICIAN'S
PHARMACOLOGICAL TREATMENT PLAN ARE OFFERED.

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) PHYSICAL EXERCISE PEDALS 2)
STRETCH STRAPS. ITEM QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Remote Access Technologies (including Web/Phone-based technologies and Nursing
Hotline) (14c7) - Non-Medicare

Select the type of Remote Access Technologies offered

Nursing Hotline

Nursing Hotline Notes

THE NURSE TRIAGE LINE IS AVAILABLE 24/7 TO THE MEMBERS. HEALTH
PROFESSIONALS ANSWER MEMBER CALLS AND DETERMINE THE SEVERITY OF THE
CALLER'S COMPLAINT USING A SERIES OF ALGORITHMS BASED BY THE AMERICAN
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MEDICAL ASSOCIATION AND CLINICAL GUIDELINES. THE HEALTH PROFESSIONALS WILL
RECOMMEND ACTIONS TO THE CALLER BASED ON TRIAGE PROTOCOLS THAT CAN
INCLUDE: 1. DIRECT THE CALLER TO THE APPROPRIATE USE OF MEDICAL RESOURCES
AS: INITIAL TREATMENT AT HOME, VISIT TO THE PRIMARY CARE PHYSICIAN IN THE NEXT
FEW DAYS OR VISIT TO EMERGENCY ROOM IF NECESSARY, ACCORDING WITH THE
SIGN AND SYMPTOMS PRESENTED. 2. CHANNELING OF THE OTHER SERVICES AS:
MENTAL HEALTH, POISON CONTROL AMONG OTHERS. 3. DIRECT ACCESS TO THE 911
EMERGENCY LINES, CRISIS MANAGEMENT LINES, EMERGENCY ROOMS, OR HMO'S
SYSTEMS. 4. PROVIDE EDUCATION REGARDING THE SYMPTOMS AND MANAGEMENT OF
MEDICAL EMERGENCIES, LABORATORY TEST, MEDICAL PRESCRIPTIONS, MEDICATION
USE, CHRONIC CONDITIONS, NUTRITION, PSYCOLOGIC HELP AND OTHERS CLINICAL
AREAS.

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Is there a coinsurance Nursing Hotline?
No

Is there a copayment Nursing Hotline?
No

Home and Bathroom Safety Devices and Modifications (14c8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
[ ’a !
No q../

Authorization required for this benefit?
Yes

Referral required for this benefit?
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i No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) MEDICAL BATHMAT 2) RAISED TOILET
SEAT 3) HANDHELD SHOWER HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS
IN EACH CATEGORY MAY APPLY.

Alternative Therapies (14¢17) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
12

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes
UNDER THIS CATEGORY WE WILL COVER NATUROPATH VISITS.

Comprehensive Dental (16c) - Non-Medicare

Service maximum plan benefit coverage:
Yes

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$1500.00
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Periodicity
Every Year

Is the maximum plan benefit coverage amount entered exclusively part of a Combined
Supplemental Benefits (CSB) group?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQP)?
No

Is there a deductible?
No

Notes

THE MAXIMUM PLAN BENEFIT COVERAGE AMOUNT WILL APPLY FOR ALL
COMPREHENSIVE SERVICES.

Restorative Services (16¢1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

CORE BUILDUP AND PIN RETENTION PER TOOTH, PER SURFACE, ONCE EVERY 24
MONTHS. POST AND CORE IN ADDITION TO CROWN COVERED ONE PER TOOTH PER
LIFE. SINGLE CROWNS COVERED UP TO ONE PER YEAR. REPLACEMENT CROWNS
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COVERED EVERY 5 YEARS PER TOOTH, BY REPORT IF REPLACEMENT IS NEEDED.
SINGLE CROWNS REQUIRE PRE AUTHORIZATION. PROVISIONAL CROWNS ARE
COVERED ONE (1) PER TOOTH EVERY FIVE (5) YEARS. LABIAL VENEER ARE COVERED
ONE (1) PER TOOTH EVERY FIVE (5) YEARS.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes |

Referral required for this benefit?
No

Notes

REMOVABLE COMPLETE OR PARTIAL DENTURES IN RESIN AND METAL BASE, COVERED
EVERY 5 YEARS. DENTURE REPAIR SERVICES, INCLUDING SERVICES RELATED TO THE
REPAIR OF EXISTING COMPLETE OR PARTIAL DENTURES ARE COVERED. REMOVABLE
PARTIAL FLEXIBLE BASE DENTURES (SUCH AS: VALPLAST) COVERED EVERY 5 YEARS.
RELINE OR REBASE ARE NOT COVERED IN FLEXIBLE BASE DENTURES AND/OR
FLEXIBLE BASE ARE NOT COVERED IN COMPLETE OR FULL DENTURES.

Implant Services (16¢6) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
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Other, Describe
Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UP TO 1 IMPLANT AYEAR. SURGICAL PLACEMENT OF IMPLANT BODY, ENDOSTEAL
IMPLANT, COVERED ONE PER TOOTH PER LIFE. ABUTMENT SUPPORTED PORCELAIN
(METAL AND/OR HIGH NOBLE METAL), ABUTMENT SUPPORTED PORCELAIN/CERAMIC
CROWN, IMPLANT SUPPORTED PORCELAIN CROWN(CERAMIC) COVERED. CROWNS ON
IMPLANTS ARE COVERED 1 PER TOOTH EVERY 5 YEARS WITH APPROPRIATE
JUSTIFICATION. IMPLANT SERVICES WILL ONLY BE COVERED WHEN PERFORMED BY A
CERTIFIED PROVIDER. ALL OTHER PROSTHODONTIC SERVICES ARE NOT COVERED.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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Yes

Referral required for this benefit?
No

" Notes

UP TO 4 UNITS PER YEAR. RETAINER CROWN PORCELAIN FUSED TO HIGH NOBLE
METAL, RETAINER CROWN PORCELAIN/CERAMIC, PONTIC PORCELAIN FUSED TO NOBLE
AND/OR HIGH NOBLE METAL, PONTIC PORCELAIN/ CERAMIC. PONTICS AND RETAINERS
ARE COVERED 1 PER TOOTH PER LIFE.
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Adjunctive General Services (16c10) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ANESTHESIA UNDER DEEP SEDATION IS COVERED. THE FIRST 15 MINUTES AND 3
ADDITIONAL 15 MINUTE INCREMENTS ARE COVERED FOR A TOTAL OF 60 MINUTES
COMBINED PER DAY OF SERVICE. DEEP SEDATION SERVICES ARE APPLICABLE FOR
PAYMENT WHEN THE FOLLOWING SERVICES ARE PERFORMED: SURGICAL PLACEMENT
OF THE IMPLANT BODY, ENDOSSEOUS IMPLANT, SURGICAL EXTRACTION OF
PROTRUDING TOOTH OR RESIDUAL ROOT, REMOVAL OF IMPACTED TEETH - IN SOFT
TISSUE, REMOVAL OF PARTIALLY OR COMPLETELY IMPACTED TEETH IN BONE,
REMOVAL OF RESIDUAL TOOTH ROOTS, REMOVAL OF THE PALATINE TORUS,
MANDIBULAR TORUS AND REMOVAL OF EXOSTOSIS. AUTHORIZATION RULES APPLY TO
DEEP SEDATION SERVICES. SERVICES AND MATERIALS NOT LISTED ABOVE ARE NOT
COVERED BY THE PLAN.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?

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?
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Yes

Combined maximum amount
$750.00

Periodicity
Every Year

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Eyeglasses (lenses and frames) (17b2) - Non-Medicare
Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No
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Hearing Exams (18a) - Non-Medicare
Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:

Yes

Select Coverage

Both ears combined

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$2500.00

Periodicity

Every 3 Years
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Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

No
Rx
Rx Characteristics
Medicare-defined Part D Medicare-defined Part D Medicare-defined Part D
Deductible amount Coinsurance amount Annual Out-of-Pocket cost
$700.00 259% threshold
$2400.00

Cap for one-month supply of
each Part D-covered insulin

$35

Rx Setup

Select the type of drug benefit
Defined Standard

Retail
Standard Retail

Mail-Order
Standard Mail-Order -
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Long-Term Care

Yes

Out-of-Network

Yes

Sponsor attests that it will comply with 42 CFR 423.154

Yes

Does this plan pay for over-the-counter-medications (OTCs) under the utilization management
program? If you select "Yes" you must upload a supplemental file through the Formulary
Submission Module by Friday, June 5, 2026, at 11:59 am Eastern Time.

No

Defined Standard - Locations and Location Supply
Standard Retail

Select days for 1-month supply
30

Select days for 3-month supply
90

Standard Mail-Order

Select days for 3-month supply
90

Long-Term Care

Select days for long-term care supply
31

Out-of-Network

Select days for out of network 1-month supply
30

Are all of the drugs on your formulary available with an extended day supply?
No

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

No
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| attest that there is no deductible and no cost sharing for an adult vaccine recommended by the
Advisory Committee on Immunization Practices (ACIP). There is no enrollee cost sharing on the
ingredient cost of the vaccine submitted on the prescription drug event (PDE) record, or any
associated sales tax, dispensing fee, or vaccine administration fee, regardless of tier placement
or benefit phase. The applicable vaccines will be designated as such on the beneficiary-facing

farmulary model documents.

Yes

Rx Notes

No Data Saved for Selected Section, Incomplete or Not Started.

DS Insulin Cost Share

The enrollee cost sharing for each prescription fill up to a one-month supply for a covered insulin
product, consistent with § § 423.100 and 423.120(h), will not exceed the lesser of (1) $35; (2) an

amount equal to 25 percent of the maximum fair price established for the covered insulin product

in accordance with part E of subchapter XI, or (3) an amount equal to 25 percent of the
negotiated price, as defined in § 423.100, of the covered insulin product under the prescription
drug plan or MA-PD plan. If submitted insulin cost sharing is less than either $35 or 25%, | attest
that enrollee cost sharing will not exceed the lesser of those cost sharing values.

Yes
Standard Retail

Enter 1-month copayment
$35.00

Cainsurance 1-month supply
25%

Standard Mail-Order

Long-Term Care

Enter 1-month copayment
$35.00

Out-of-Network

Out-of-network 1-month
copayment

$35.00

Enter 3-month copayment
$105.00

Coinsurance 3-month supply
25%

Enter 3-month copayment
$105.00

Coinsurance 3-month supply
25%

Long-Term Care Coinsurance
25%

QOut-of-Network Coinsurance
25%
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PLAN BENEFIT PACKAGE (PBP) DATA ENTRY SYSTEM REPORT

Contract Year: 2027

Requested By: CHRISTIAN SOTOMAYORDMNSTRACION DE SEGUROS DE SALUD

H4004

068 MMM HEALTHCARE, LLC - Data Report

Plan Characteristics
General Information
Organization Legal Name

MMM HEALTHCARE, LLC

Plan Name

MMM Combo Platino (HMO D-
SNP)

Organization Marketing Name
Medicare y Mucho Mas (MMM)

Plan Geographic Name

Puerto Rico

2700002

NUMERQ DE CONTRATO

Organization Type
Local CCP

Plan Details

Plan Type

HMO

Does this plan offer
Prescription drugs (Rx)?
Yes

Does this plan participate in
the Better Approaches to
Lifestyle and Nutrition for

Comprehensive hEalth
(BALANCE) Model?

Not Available

Is this a network plan?

Not Applicable

Does this plan offer Point of
Service (POS)?

No

Is this an Employer-Only Plan?
No

Does this plan offer Out-of-
Network Services (OON)?

No

Special Needs Plan
Is this a SNP?

Yes

Does this D-SNP offer
Medicare zero-dollar cost
sharing (not applicable to Part
D)?

No

SNP Type
Dual-Eligible

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

No

Plan Attributes -
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SNP Institutional Type
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None of the above (i.e., no
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Select Enrollee type:
Part A & Part B

Does this Plan have a CMS-approved Continuation Area?

No

Does this plan intend to participate in the Platino program?
Yes

Contract Year 2027 Medicare-defined MOOP Limits (HMO Plan)

Lower MOOP Limit Intermediate MOOP Limit Mandatory MOOP Limit
$0 - $4450 In-network $4451 - $7150 In-network $7151 - $9850 In-network

Standard Bid

Does this plan offer a standard Does this plan offer a standard Does this plan offer a standard

bid for In-Network service bid for plan-level deductible bid for Visitor Travel Program
categories? and maximum enrollee out-of- \/T?
?
No pocket cost (MOOP)? No
No
Benefit Offerings

Medicare Services

Showing all the service categories that are being offered under the plan

Services In Network (INN)

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Required
Inpatient Hospital Psychiatric(1b) Required
”Skilled Nursing Facility (SNF)(2) Required
éard.iac and Pulmonary Rehabilitation Services(3)
Cardiac Rehabilitation Services(3-1) Required
Intensive Cardiac Rehabilitation Services(3-2) Required
" Pulmonary Rehabilitation Services(3-3) Required
SET for PAD Services(3-4) Required
Emergency/Urgently Needed Services(4)
Emergency Services(4a) Required
Urgently Needed Services(4b) Required
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Services

Partial Hospitalization/Intensive Outpatient Program
SerV|ces(5)

Pamal Hospltahzatlon Program(Sa)
|ntensnve Outpatient Program Serv1ces(5b)

Home Health Services(6)

Health Care Professional Serwces(?)

Primary Care Physncnan Servmes(?a)

Chiropractic Serwces(?b)
Occupational Therapy Servfces(?c)
Physician Specialist Services(7d)
Mental Health Specialty Serwces(?e)

Individual Sessions for Mental Health SpeCIalty
Services(7el)

Group Sessions for Mental Health Specialty o

Services(7e2)

Podiatry Services(7f)

Other Health Care Professional(7g) - |

Psychiatric Services(7h)
Individual Sessions for Psychlatrlc Serwces(7h1)

Group Sessions for Psychlatnc Serv1ces(7h2)

Physical Therapy and Speech-Language Pathology

Services(7i)
Additional Telehealth Benef '[S(7j)

Opioid Treatment Program Servnces(?k)

Outpatient Procedures, Tests, Labs and Radlology

Services(8)

Diagnostic Proceduresz ests/Lab Serwces(Sa)

Diagnostic Procedures/T ests(8a1)
Lab Services(8a2)

Outpatient Diagnostic/Therapeutic Radiological

Services(8b)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)

Outpatient Services(9)
Outpatient Hospital Serwces(ga)
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Required
Required
Required

Required
Required
Required
Required

Required

Required

Required
Required

Required
Required

Required

Yes

Required

Required
Required

Required
Required
Required
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Services

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(9b)

Outpatlent Substance Abuse(9c)

Individual Sesswns for Outpatient Substance
Abuse(9c¢1)

Group Sessions for Outpatient Substance
Abuse(9c2)

Outpatient Blood Services(9d)

Ambulance/T ransportation Services(10)

Ambulance Services(10a)
Ground Ambulance Services(10a1)

Alr Ambulance Services(10a2)

DME Prosthetlcs and Medical and Diabetic

Su

pplles(ll)
Durable Medical Equipment (DME)(11a)

Prosthetics/Medical Supplies(11b)

Prosthetic Devices(11b1)
Medical Supplies(11b2)

Diabetic Supplies and Services(11¢)

Diabetic Supplies(11¢1)
Dlabetlc Therapeutlc Shoes/Inserts(11c2)
Dlabetlc Monitors(11c3)

DlalyS|s Serwces(12)

Preventive and Other Defined Supplemental
Serwces(14)

Medicare- covered Zero Dollar Preventive

Serwces(1 4a)

Kldney Dlsease Educatlon Services(14d)

Other Medlcare covered Preventive Services(14e)
Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)

Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)

Medicare Part B Rx Drugs(15)
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In Network (INN)

Required
Required
Required

Required

Required

Required

Required
Required

Required

Required
Required

Required
Required
Required
Required

Required

Required

Required
Required
Required

Required
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Services * In Network (INN)
Medicare Part B Insulin Drugs(15-1) Required
g/;edlcare Part B Chemotherapy/Radiation Drugs(15- Required
Other Medicare Part B Drugs(15-3) Required

Dental(16)
Medicare Dental Services(16a) Required

Eye Exams/Eyewear(17)
Eye Exams(17a) S Required
Eyewear(17b) Required
Hoaring Exams/Hearing Aids(18) e
Hearing Exams(18a) S Required

Non-Medicare Services

Showmg all the service categorles that are belng offered under the plan

In Network (INN)

Services Optional/Mandatory

/ Both

Inpatient Hospital Services(1)
Inpatient Hospital-Acute(1a)

Additional Days for Inpatient Hospital-
Acute(1al)

Non-Medicare-covered Stay for Inpatient
Hospital-Acute(1a2)

Upgrades for Inpatient Hospital-Acute('l a3)
Inpatient Hospital Psychiatric(1b)

Additional Days for Inpatient Hospltal
Psychiatric(1b1)

Non-Medicare-covered Stay for Inpatient
Hospital Psychiatric(1b2)

Skilled Nursing Facility (SNF)(2)

Additional Days beyond Medlcare covered for
Skilled Nursing Facility (SNF)(2-1)

Cardiac and Pulmonary Rehabilitation Services(3)
Additional Cardiac Rehabilitation Services(3-1)

Additional Intensive Cardiac Rehabilitation
Services(3-2)
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Services

Additional Pulmonary Rehabilitation Services(3-
3)

Additional SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)

Worldwide Emergency/Urgent Coverage(4c)

Worldwide Emergency Coverage(4c1)

Worldwide Urgent Coverage(4c2)

Worldwide Emergency Transportation(4c3)
Health Care Professional Services(7)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Other Chiropractic Services(7b2)

Podiatry Services: Routine Foot Care(7f)
Ambulance/Transportation Services(10)

Transportation Services(10b)

Transportation Services - Plan Approved
Health-related Location(10b1)

Transportation Services - Any Health-related
Location(10b2)

Other Supplemental Services(13)
Acupuncture Treatments(13a)
Over-the-Counter (OTC) ltems(13b)
Meal Benefit(13c)

Other 1(13d)
Other 2(13e)
Other 3(13f)

Dual Eligible SNPs with Highly Integrated
Services(13g)

Preventive and Other Defined Supplemental
Services(14)

Annual Physical Exam(14b)
Other Defined Supplemental Benefits(14c)
Health Education(14c¢1)
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In Network (INN)

Required
Required

Required

Required

Required

Required
Required
Required

Required

Optional/Mandatory
/ Both

Mandatory
Mandatory

Mandatory

Mandatory

Mandatory

Mandatory
Mandatory
Mandatory

U

Mangatory
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5/29/26, 417 PM PBP Data Report

In Network (INN)

Services OptlonaIIMandatory

/ Both

Nutritional/Dietary Benefi t(1 402) Required Mandatory

Additional Sessions of Smoking and Tobacco

Cessation Counseling(14c¢3) Required Mandatory

Fitness Benefit(14c4) Required Mandatory
Enhanced Disease Management(14c¢5)
Telemonitoring Services(14cB)

Remote Access Technologies (including
Web/Phone-based technologies and Nursing Required Mandatory
Hotline)(14c7)

Home and Bathroom Safety Devices and Required Mandato
Modifications(14c8) SEUIE ry

Counseling Services(14c9)

In-Home Safety Assessment(14¢10)

Personal Emergency Response System
(PERS)(14c¢11)

Medical Nutrition Therapy (MNT)(14¢12)

Post discharge In-Home Medication
Reconciliation(14¢13)

Re-admission Prevention(14c14)

Wigs for Hair Loss Related to
Chemotherapy(14c15)

Weight Management Programs(1 4c1 6)

Alternative Therapies(14c17) Required Mandatory
Therapeutic Massage(14c18)

Adult Day Health Services(14¢19)

Home-Based Palliative Care(14c20)

In-Home Support Services(14c21)

Support for Caregivers of Enrollees(14c22)
Home infusion bundled services(15)
Dental(16)

Diagnostic and Preventive Dental(16b;“

Oral Exams(16b7) e

Dental X-Rays(16b2)

Other Diagnostic Dental Services(1 6b3)
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5/29/26, 4:17 PM PBP Data Report

In Network (INN)
Services

Optional/Mandatory
/ Both

Prophylaxis (cleaning)(16b4)
Fluoride Treatment(16b5)
Other Preventive Dental Services(16b6)
Comprehensive Dental(16c¢)
Restorative Services(16¢1) Required Mandatory
Endodontics(16¢2)
Periodontics(16¢3)
Prosthodontics, removable(16¢c4) Required Mandatory
Maxillofacial Prosthetics(16¢5)
Implant Services(16¢6) Required Mandatory
Prosthodontics, fixed(16¢7) Required Mandatory
Oral and Maxillofacial Surgery(16c8)
Orthodontics(16c9)
Adjunctive General Services(16¢10) Required Mandatory
Eye Exams/Eyewear(17)
Eye Exams(17a)
Routine Eye Exams(17a1)
Other Eye Exam Services(17a2)
Eyewear(17b)
Contact Lenses(17b1) Required Mandatory
Eyeglasses (lenses and frames)(17b2) Required Mandatory
Eyeglass lenses(17b3)
Eyeglass frames(17b4)
Upgrades(17b5)
Hearing Exams/Hearing Aids(18)
Hearing Exams(18a)
Routine Hearing Exams(18a1)
Fitting/Evaluation for Hearing Aid(18a2)
Prescription Hearing Aids(18b)
Prescription Hearing Aids (all types)(18b1)
Prescription Hearing Aids - Inner Ear(18b2)

file://iC:/Users/csotomayor/Downloads/PBP_Report_05292026032754.html 8/85



5/29/26, 4:17 PM PBP Data Repor‘t

i e - . o R U PO

In Network (INN)

Servi
ervices Optional/Mandatory
{ Both

Prescnptlon Hearmg AIdS Outer Ear(18b3)

Prescrlptlon Hearmg AIdS Over the Ear(18b4)
OTC Hearing Aids(18c)

Plan Level Cost Sharing
Plan Level Cost Sharing
Tiered Cost Sharing

Does this plan have tiered cost sharing for Medicare covered services?

Yes

Select the Medicare-covered benefits that have tiered cost sharing:

Medicare Dental Services(16a)

Does this plan have tiered cost sharing for Non-Medicare covered services?
Yes

Select the Non-Medicare-covered benefits that have tiered cost sharing:

Restorative Services(16¢1)
Prosthodontics, removable(16¢4)
Implant Services(16c6)
Prosthodontics, fixed(16¢7)
Adjunctive General Services(16¢10)

Reductions in Cost Sharing

Does your plan offer Reductions in Cost Sharing?
No

Combined Supplemental Benefits

Do you offer Combined Supplemental Benefits?
Yes

Annual Plan Deductible

Does this plan have an In-Network plan deductible?
No

file:/l/C:\Users/csotomayor/Downloads/PBP_Report_05292026032754.himl
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5/29/26, 417 PM

Max Enrollee Cost Limit

Does this plan have an In-Network MOOP?

Yes

What type of In-Network MOOP does your plan offer?

Lower

In Network MOOP Amount
$3250.00

Select the Service Categories that apply to the In-Network Maximum Enrollee Out-of-Pocket cost:

In-Network Medicare-covered benefits
In-Network Non-Medicare-covered benefits

Does the In-Network Maximum Enrollee Out-of-Pocket Cost apply to all In-Network Medicare-

covered plan services?

Yes

Daes the In-Network Maximum Enrollee Out-of-Pocket Cost apply to all In-Network Non-

Medicare-covered plan services?

Yes

Medicare Services

Select the Medicare service categories that are subject to each MOOP type:

Services

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a)

Inpatient Hospital Psychiatric(1b)

Skilled Nursing Facility (SNF)(2)

Cardiac and Pulmonary Rehabilitation Services(3)
Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)

Pulmonary Rehabilitation Services(3-3)

SET-for PAD Services(3-4)

Emergency/Urgently Needed Services(4)
Emergency Services(4a)

Urgently Needed Services(4b)

Partial Hospitalization/Intensive Outpatient Program

Services(5)
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Yes
Yes
Yes

Yes
Yes
Yes

Yes

Yes

Yes
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5/29/26, 417 PM PBP Data Report

Services " In-Network
Part|al Hospltallzatlon Program(Sa) Yes
Intensrve Outpatlent Program Servrcéé(Sb) - Yes
Home Health Servrces(G) o Yes

Health Care Professronal Servrces(?)

Primary Care Physrcnan Serwces(?a)  Yes
Chiropracic Services(7b) el =
Occupational Therapy Servrces(7c) T s
Physician Specialist Services(7d) T Ves

Mental Health Specialty Serwces(?e)

Individual Sessions for Mental Health Specralty ”

Services(7e1) Yes
Group Sessions for Mental Health Specialty Ves
Services(7e2)

Podiatry Services(71) T e
Other Health Care Professional(7g) 268 B -
Psychiatric Services(7h) N .
Individual Sessions for Psychiatric Services(?his  Yes
Group Sessions for Psychiatric Services(7h2) O Yes
Physical Therapy and Speech-Language Pathology Yes
Services(7i)

Additional Telehealth Benefi s(7) Yes
Opioid Treatment Program Serwceé.(?k) T Yes
Outpatient Procedures, Tests, Labs and Radlology
Services(8)

Diagnostic Procedures/Tests/Lab Servrces(sa)
Diagnostic Procedures/T ests(8al) T Vs
Lab Services(8a2) o
Outpatient Diagnostic/Therapeutic Radlolog|Ca|
Services(8b)

Diagnostic Radiclogical ServrceS(Sb 1) I NS S .
Therapeutic Radiological Services(®b2) " Ves
Outpatient X-Ray Services(8b3) Ves
Outpatient Services(9) e e e e s s+
Outpatient Hospital Services(9a)

Outpatient Hospital Services(9a1)  Yes
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5/29/26, 4:17 PM PBP Data Report

Services In-Network

Observation Services(9a2) Yes
Ambulatory Surgical Center (ASC) Services(9b) Yes

Outpatient Substance Abuse(9c)

Individual Sessions for Qutpatient Substance
Abuse(9c¢c1)

Yes
Group Sessions for Outpatient Substance Abuse(9c2) Yes
Outpatient Blood Services(9d) Yes
Ambulance/Transportation Services(10)

Ambulance Services(10a)

Ground Ambulance Services(10a1) Yes
Air Ambulance Services(10a2) Yes

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Yes

Prosthetics/Medical Supplies(11b)

Prosthetic Devices(11b1) Yes

Medical Supplies(11b2) Yes

Diabetic Supplies and Services(11c)

Diabetic Supplies(11c1) Yes

Diabetic Therapeutic Shoes/Inserts(11¢2) Yes
' Diabetic Monitors(11c3) Yes

Dialysis Services(12) Yes

Preventive and Other Defined Supplemental

Services(14)

Medi_care-covered Zero Dollar Preventive Yes

Services(14a)

Kidney Disease Education Services(14d) Yes

Other Medicare-covered Preventive Services(14e)

Glaucoma Screening(14e1) Yes

Diabetes Self-Management Training(14e2) Yes

Digital Rectal Exams(14e4) Yes

EKG following Welcome Visit(14e5) Yes c\‘ / /x !

Medicare Part B Rx Drugs(15)

Medicare Part B Insulin Drugs(15-1) Yes
Medicare Part B Chemotherapy/Radiation Drugs(15-2)  Yes
file:///C:/Users/csotomayor/Downloads/PBP_Report_05292026032754.html 12/85



520126, 4:17 PM I
| Services etork
Other Medicare Part» B Dru95(1 5-3) - _' R Yes
Dental(16) e -
Medicare Dental Serviceeaée)m - Ves
Eye Exams/Eyewear(17) e
Eye Exams(17a) eV
Eyewear(17b) -

Hearing Exams/Hearing Aids(18)

Hearing Exams(18a) Yes

Non-Medicare Services

Select the Non-Medicare service categorles that are subject to each MOOP type

Services In-Network

Emergency/UrgentIy Needed Servnces(4)

Worldwide Emergency/Urgent Coverage(4c)
Worldwide Emergency Coverage(4c1) Yes

Worldwide Urgent Coverage(402) Yes

Health Care Professwnal Serwces(?)

Chiropractic Serwces(?b)

Routine Chlropractlc Care(7b1) Yes
Podiatry Services: Routme Foot Care(?f) - Yes
Ambulance/T ransportatlon Serv1ces(1 0) R
Transportation Serwces(1 Ob)

Transportation Services - Plan Approved Health-
related Location(1 0b1)

Yes
Other Supplemental Serwces(1 3)

Acupuncture Treatments(1 3a) Yes
Over-the-Counter (OTC) Items(1 3b) , Yes
Meal Benefit(13c) Yes

Preventive and Other Defined Supplemental
Services(14)

Other Defined Supplemental Benefits(14c)
Health Education(14c1) Yes
Nutritional/Dietary Benefit(14c¢2) Yes

13/85
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5/29/26, 4:17 PM ' PBP Data Report

Services In-Network
Additiopal Sessiong of Smoking and Tobacco .\’(es
Cessation Counseling(14¢3)
Fitness Benefit(14c4) ” Yes
Remote Access '_I’echnologies_ (includi.ng Web/Phone- Yes
based technologies and Nursing Hotline)(14¢7)
Homg aqd Bathroom Safety Devices and Yes
Modifications(14¢8)
Alternative Therapies(14¢17) Yes
Dental(16)

| Comprehensive Dental(16¢)

| Restorative Services(16¢1) “ Yes
Prosthodontlcs removable(16c4) Yes
Implant Services(16¢6) " Yes
Prosthodontics, fixed(16¢7) - Yes
Adjunctive General Services(16¢10) Yes

“ Eye Exams/Eyewear(17)

‘. Eyewear(17b)
Contact Lenses(17b1) Yes
Eyeglasses (lenses and frames)(17b2) Yes

Prior Authorization & Referral
Prior Authorization

Is prior authorization required for any In-Network service
categories?

Yes

Select the In-Network service categories that require prior authorization:

Inpatient Hospital-Acute(1a)

Inpatient Hospital Psychiatric(1b)

Skilled Nursing Facility (SNF)(2)

Cardiac Rehabilitation Services(3-1)
Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)
SET for PAD Services(3-4)

Partial Hospitalization Program(5a)
Intensive Outpatient Program Services(5b)
Home Health Services(6)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)
Occupational Therapy Services(7c)
Physician Specialist Services(7d)

file://iC:/Users/csotomayor/Downloads/PBP_Report_(5292026032754.html 14/85



5/29/26, 417 PM PBP Data Report

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f)

Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology Services(7i)
Additional Telehealth Benefits(7])

Opioid Treatment Program Services(7k)

Diagnostic Procedures/Tests(8a1)

Lab Services(8a2)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(9b)

Individual Sessions for Outpatient Substance Abuse(Sc1)
Group Sessions for Outpatient Substance Abuse(9c2)
Outpatient Blood Services(9d)

Ground Ambulance Services(10a1)

Air Ambulance Services(10a2)

Transportation Services - Plan Approved Health-related Location(10b1)
Durable Medical Equipment (DME)(11a)

Prosthetic Devices(11b1)

Medical Supplies(11b2)

Diabetic Supplies(11c1)

Diabetic Therapeutic Shoes/Inserts(11¢2)

Diabetic Monitors(11¢3)

Dialysis Services(12)

Acupuncture Treatments(13a)

Meal Benefit(13c)

Medicare-covered Zero Dollar Preventive Services(14a)
Health Education(14c1)

Nutritional/Dietary Benefit(14c2)

Additional Sessions of Smoking and Tobacco Cessation Counseling(1 4c3)
Fitness Benefit(14c4)

Remote Access Technologies (including Web/Phone-based technologies and Nursing Hotline)
(14c7)

Home and Bathroom Safety Devices and Modifications(14c8)
Alternative Therapies(14¢17)

Kidney Disease Education Services(14d)

Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)

Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)

Medicare Part B Insulin Drugs(15-1)

Medicare Part B Chemotherapy/Radiation Drugs(15-2)
Other Medicare Part B Drugs(15-3)

Medicare Dental Services(16a)

Restorative Services(16¢1)

Prosthodontics, removable(16c4)

Implant Services(16c6)

Prosthodontics, fixed(16¢7)

Adjunctive General Services(16¢10)

Eye Exams(17a)
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5/29/26, 4:17 PM PBP Data Report

Eyewear(17h)

Contact Lenses(17b1)

Eyeglasses (lenses and frames)(17b2)
Hearing Exams(18a)

Referral

Is referral required for any In-Network service categories?

Yes

Select the In-Network service categories that requires a referral:

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7¢)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f)

Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Individual Sessions for Outpatient Substance Abuse(9¢1)
Group Sessions for Outpatient Substance Abuse(9¢2)
Acupuncture Treatments(13a)

Meal Benefit(13c)

Visitor Travel

Does this plan offer the US
Visitor/Travel Program (\V/T)?

No

Cost Share Groups

Combined Benefits Groups
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5/29/26, 417 PM PBP Data Report

Maximum
Mode of Rilan . . . S_ha.xred_ i
Group Name delive Benefit Periodicity Visit/Trips . Status
y Coverage Limits :
amount
oTC
COMBINED cataogue 545,00 Every 3 Completed
PACKAGE

Non-Medicare covered benefits that are included in your Combined Supplemental Benefit
Group:

Over-the-Counter (OTC) ltems(13b)
Fitness Benefit(14c4)

Home and Bathroom Safety Devices and Modifications(14c8)

is the enrollee limited to one or more of the Combined Supplemental Benefits from the group
which they must select in advance?

No

Do you offer Combined Supplemental Benefits with a shared maximum plan benefit amount?

Yes

Do you offer Combined Supplemental Benefits with a shared visit/trips limits?
No

Reduction in Cost Sharing Groups

No Data Saved for Selected Section, Incomplete or Not Started.

Optional Supplemental Packages

No Data Saved for Selected Section, Incomplete or Not Started.

MA Uniformity & SSBCI

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

Does this plan offer Special Supplemental Benefits for the Chronically HlI?
Yes

MA UF/SSBCI Reduction in Cost Sharing Packages (19a)
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Package ID Package Name Type of Package Status
1 DEBIT CARD SSBCI Completed

Chronic Conditions - Please choose one or more

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions assaciated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description

Chronic back pain

Prerequisite for reduction of cost sharing for this package?

No q/ f '

Does the plan reduce cost sharing to $0 for all covered benefits, up to a maximum
aggregate amount?

No
Select the Medicare benefits that apply to reduced cost sharing
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Package ID Package Name Type of Package . Status

" Durable Medical Equnpment (DME) 1 a)
Prosthetic Devices (11b1),

Medical Supplies (11b2),

Medicare Dental Services (16a)

Select the Non-Medicare benefits that apply to reduced cost sharing

Restorative Services (16c¢1),
Prosthodontics, removable (16¢4),
Implant Services (16¢6),
Prosthodontics, fixed (16¢7),
Adjunctive General Services (16¢10)

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

Is there a maximum aggregated amount of reduced cost sharing?
Yes

Specify the maximum aggregated amount of reduced cost sharing:
$120.00

Indicate mode of delivery for maximum coverage amount
Debit Card

Expected number of chronically ill enrollees eligible for SSBCI:
11893

Expected number of chronically ill enrollees that will utilize SSBCI:
11370

Notes

ELIGIBLE MEMBERS RECEIVE ALLOWANCE ADMINISTERED THROUGH A DEBIT
CARD. THE DEBIT CARD ALLOWS THE MEMBER TO REDUCE COST SHARING FOR
THE LISTED SERVICES. MEMBER IS RESPONSIBLE FOR COSTS THAT EXCEED THE
ALLOWANCE.

Reduced Coinsurance

Reduced Coinsurance?

Yes

Select the benefits that will receive reduced coinsurance

Durable Medical Equipment (DME) (11a) - Medicare

Min: 0% Max: 0%, _ /
Prosthetic Devices (11b1) - Medicare

Min: 0% Max: 0%,
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Package ID Package Name Type of Package
Medical Supplies (11b2) - Medicare

Min: 0% Max: 0%,

Medicare Dental Services (16a) - Medicare

Min: 0% Max: 0%,

Restorative Services (16¢1) - Non-Medicare

Min: 0% Max: 0%,

Prosthodontics, removable (16c4) - Non-Medicare
Min: 0% Max: 0%,

Implant Services (16¢6) - Non-Medicare

Min: 0% Max: 0%,

Prosthodontics, fixed (16¢7) - Non-Medicare

Min: 0% Max: 0%,

Adjunctive General Services (16¢10) - Non-Medicare
Min: 0% Max: 0%

Reduced Copayment

Reduced Copayment?
No

Reduced Deductible

Reduced Deductible?
No

MA UF/SSBCI Additional Benefits Packages (19b)
Package ID Package Name Type of Package
1 SSBCI Coverage SSBCI

Chronic Conditions - Please choose one or more

Chronic alcohol use disorder and other substance use disorders (SUDs),

Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,
Chronic gastrointestinal disease,

Chronic kidney disease (CKD),
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- Package ID . Package Name . Type of Package ! Status
Severe hematologic disorders,
HIV/AIDS,
Chronic lung disorders,
Chronic and disabling mental health conditions,
Neurologic disorders,
Stroke,
Post-organ transplantation,
Immunodeficiency and Immunosuppressive disorders,
Conditions associated with cognitive impairment,
Conditions with functional challenges,
Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,

Conditions that require continued therapy services in order for individuals to maintain or

retain functioning,
Other 1,
Other 2,
Other 3,
Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description

Chronic back pain

Prerequisite for any additional benefits for this package?
No

Select all the Non-Medicare-covered additional benefits offered in this package

Over-the-Counter (OTC) items (13b),
Food and Produce (13i1),

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Social Needs Benefit (13i6),

General Supports for Living (13i10),
Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14c8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic-Dental Services (16b3),
Restorative Services (16¢1),
Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16c4),
Implant Services (16¢6),
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Package ID Package Name Type of Package Status

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1),
Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5)

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

Is there a package level maximum coverage amount?

Yes

Specify the maximum benefit amount
$120.00

Periodicity
Every Month

Indicate mode of delivery for maximum coverage amount
Debit Card

Select all the Non-Medicare-covered benefits that apply to the package level maximum
coverage

Over-the-Counter (OTC) Items (13b),

Food and Produce (13i1),

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5),
Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14¢8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16¢4),

Implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),
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Package ID Package Name Type of Package . Status
Eyeglasses (lenses and frames) (17b2),

Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),

Prescription Hearing Aids (all types) (18b1)

Expected number of chronically ill enrollees eligible for SSBCI:

11893

Expected number of chronically ill enrollees that will utilize SSBC!:
11370

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO SSBCI PACKAGE BENEFITS THROUGHA
DEBIT CARD LOADED WITH THE COMBINED PACKAGE-LEVEL MAXIMUM -
COVERAGE AMOUNT PLUS AN ADDITIONAL BENEFIT-SPECIFIC MAXIMUM
COVERAGE AMOUNT FOR SPECIFIC BENEFITS REFERENCED IN 13I-3, 131-4, 131-5,
AND 13I-10.

Package Selected Benefit Details
Over-the-Counter (OTC) items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

Yes

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Does this cover all of the drugs on the CMS OTC list which may be found iffChapfger
the Medicare Managed Care Manual?
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Package ID Package Name Type of Package Status
No

Mode of delivery for the OTC ltems

Debit Card
Catalogue Purchase

Authorization required for this benefit?
No

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2)
FIRST AID SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE
MEDICAL INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5)
INCONTINENCE SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING
AND MONITORING SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS
WHO MEET MEDICAL CRITERIA FOR ON-GOING MONITORING OF BLOOD
PRESSURE, THE PLAN WILL PROVIDE ONE (1) BLOOD PRESSURE MONITOR UNIT
EVERY 5 YEARS. THIS BENEFIT MAY REQUIRE MEDICAL EVALUATION AND/OR
PREAUTHORIZATION. 7) FIBER SUPPLEMENTS 8) TOPICAL SUNSCREEN 9)
SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING, TENNIS ELBOW STRAP,
WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE SUPPORT, KNEE
ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT LIMITED
TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-18 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH
CATEGORY MAY APPLY,

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
No

Fithess Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Physical Fitness
Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance? g /| I
% af |
No LA

Is there a copayment?
No
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Package ID . Package Name Type of Package Status
Authorization required for this benefit? B
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR FITNESS EQUIPMENT (EXERCISE
PEDALS AND STRETCH STRAPS) AND A GYM MEMBERSHIP VIAA DEBIT CARD. ITEM
QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Home and Bathroom Safety Devices and Modifications (14c8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR THE FOLLOWING ITEMS VIAA
DEBIT CARD: 1) MEDICAL BATHMAT 2) RAISED TOILET SEAT 3) HANDHELD SHOWER
HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Diagnostic and Preventive Dental (16b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

s there a Coinsurance for combination of services included in a single cosjper ojjice it?
No
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Package ID Package Name Type of Package Status

Is there a Copayment for combination of services included in a single cost per office visit?
No

Is there a deductible?
No

Oral Exams (16b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL EXAMS VIA A
DEBIT CARD.

Dental X-Rays (16b2) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAI/K-RAYS
VIAADEBIT CARD.
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Package ID Package Name . Type of Package Status
Other Diagnostic Dental Services (1 §b3)' - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL
DIAGNOSTIC SERVICES VIAADEBIT CARD.

Comprehensive Dental (16¢) - Non-Medicare

Service maximum plan benefit coverage:
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MQOP)?
No

Is there a deductible?
No

Restorative Services (16c1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
Yes

Coinsurance percentage
0%

Is there a copayment?
Yes

Copayment amount
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Package ID Package Name Type of Package Status
$0.00

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL RESTORATIVE
DENTAL SERVICES VIAA DEBIT CARD.

Endodontics (16¢2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ENDODONTIC
SERVICES VIAA DEBIT CARD.

Periodontics {16c3) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No
Is there a copayment? P I /‘I
No ML

Authorization required for this benefit?
No

Referral required for this benefit?
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Package ID Package Name Type of Package Status
i = ! r oy omE. [
Notes
ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL PERIODONTIC
SERVICES VIAADEBIT CARD.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

Yes

Coinsurance percentage
0%

Is there a copayment?

Yes

Copayment amount
$0.00

Authorization required for this benefit?
No
Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL REMOVABLE
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Implant Services (16c6) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

Yes

Coinsurance percentage
0%

Is there a copayment?

Yes

Copayment amount
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Package ID Package Name Type of Package Status
$0.00

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL IMPLANT
SERVICES VIAA DEBIT CARD.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

Yes

Coinsurance percentage
0%

Is there a copayment?

Yes

Copayment amount
$0.00

Authorization required for this benefit?
No
Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL FIXED
PROSTHODONTIC SERVICES VIA A DEBIT CARD.

Oral and Maxillofacial Surgery (16c8) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
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. Package ID ' Package Name Type of Package *  Status
e _

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL AND
MAXILLOFACIAL SERVICES VIAA DEBIT CARD.

Adjunctive General Services (16¢10) - Non-Medicare

|s this benefit unlimited?
Yes

Is there a coinsurance?
Yes

Coinsurance percentage
0%
Is there a copayment?

Yes

Copayment amount
$0.00

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ADJUNCTIVE
DENTAL SERVICES VIA A DEBIT CARD.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No
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Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL CONTACT LENSES
VIAA DEBIT CARD.

Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR VIAA
DEBIT CARD.

Upgrades (17b5) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?
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Package ID :  Package Name . Type of Package ' Status

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR
UPGRADES VIAA DEBIT CARD.

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No "

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AID
FITTING/EVALUATIONS VIA A DEBIT CARD.

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:
No

Service maximum enrollee out-of-pocket cost (MOOP):
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Package ID Package Name Type of Package Status
No

Is there a deductible?
No
Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AIDS VIA
A DEBIT CARD.

Food and Produce (13i1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No { Iﬁ,

Mode of delivery for Food and Produce
Debit Card

Authorization required for this benefit?
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. Package ID Package Name . Type of Package Status
| _

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO FOOD AND PRODUCE THROUGH A DEBIT
CARD.

Meals (beyond limited basis) (13i2) - Non-Medicare

|s this benefit unlimitec_l?
Yes

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?

No

Is there a deductible?

No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PREPARED MEALS THROUGH A DEBIT
CARD.

Pest Control (13i3) - Non-Medicare
Is there a maximum plan benefit coverage amount? { ﬁ
No LR~

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
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Package ID Package Name Type of Package Status
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE PEST CONTROL/ERADICATION TREATMENTS (12
EVENTS COMBINED WITH ROADSIDE ASSISTANCE, IN-HOME MINOR REPAIRS, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES) LIMITED TO 2 EVENTS
(1/SEMESTER). ADDITIONALLY, MEMBERS RECEIVE AN ALLOWANCE THROUGH A
DEBIT CARD WHICH PROVIDES ACCESS TO CLEANING PRODUCTS FOR PEST
CONTROL AND FOR ADDITIONAL SERVICES OF PEST CONTROL/ERADICATION
TREATMENTS.

Transportation for Non-Medical Needs (13i4) - Non-Medicare

Enhanced benefit

Any Location

Is this benefit unlimited?

Yes

Type of transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Select Mode of Transportation

Other, Describ
er, Describe {l/”

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS T® MAINTAI
THE ENROLLEE'S HEALTH.

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
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Package ID Package Name Type of Package Status

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE ROADSIDE ASSISTANCE (12 EVENTS COMBINED
WITH IN-HOME MINOR REPAIRS (UP TO $300 PER EVENT), PEST CONTROL, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES.) ADDITIONALLY, MEMBERS RECEIVE
AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES ACCESS TO
ADDITIONAL ROADSIDE ASSISTANCE SERVICES TO SUPPORT PERSONAL
TRANSPORTATION AND AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION
NEEDS TO MAINTAIN THE ENROLLEE'S HEALTH.

Indoor Air Quality Equipment Services (13i5) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
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Package ID Package Name Type of Package Status
No

Notes

ELIGIBLE MEMBERS RECEIVE UP TO 2 A/C CLEANING SERVICES PER YEAR
(1/SEMESTER) (12 EVENTS COMBINED WITH IN-HOME MINOR REPAIRS (UP TO $300
PER EVENT), PEST CONTROL, AND ROADSIDE ASSISTANCE). ADDITIONALLY,
MEMBERS RECEIVE AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES
ACCESS TO ADDITIONAL A/C CLEANING SERVICES TO SUPPORT HEALTHY INDOOR
AIR QUALITY, REDUCE EXPOSURE TO ALLERGENS AND ENVIRONMENTAL
IRRITANTS, AND PROMOTE SAFE TEMPERATURE REGULATION IN THE HOME.

Social Needs Benefit (13i6) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE TICKETS TO ATTEND
ENTERTAINMENT EVENTS (CONCERT, THEATER, MOVIE) AND PERSONAL
GROOMING SERVICES (BARBER OR SALON VISITS) THROUGH A DEBIT CARD.
ENGAGING IN ENTERTAINMENT CAN BE BENEFICIAL FOR DEALING WITH SOCIAL
ISOLATION AND IMPROVING MENTAL HEALTH AND WELLBEING. BY PROVIDING
OPPORTUNITIES FOR RELAXATION, SOCIAL INTERACTION, AND ENJOYABLE
EXPERIENCES, THESE ACTIVITIES CONTRIBUTE TO THE OVERALL
PSYCHOLOGICAL RESILIENCE AND HAPPINESS OF ENROLLEES.

General Supports for Living (13i10) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
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Package ID . Package Name . Type of Package Status
S o S

Is there a coinsurance?
No

Is there a copayment?
No

Are you offering housing support such as rent or mortgage assistance as a covered benefit
under General Supports for Living?

No

Are you offering utilities assistance as a covered benefit under General Supports for Living?
Yes

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS UTILITIES,
TOWELS/LINENS/CLOTHING (TO SUPPORT BASIC NEEDS),
GARDENING/HARDWARE TOOLS (FOR HOME MAINTENANCE) AND IN-HOME MINOR
REPAIRS, INCLUDING REPAIRS FOR HOME APPLIANCES AND HANDYMAN
SERVICES (12 EVENTS COMBINED WITH ROADSIDE ASSISTANCE ($300 LIMIT PER
EACH EVENT, $200 LIMIT FOR EACH REPAIR OF HOME APPLIANCES), PEST
CONTROL, AND INDOOR AIR QUALITY EQUIPMENT SERVICES). LIMIT OF 2 EVENTS
FOR PEST CONTROL, HOME APPLIANCE REPAIRS, AND A/C CLEANING SERVICES
(1/SEMESTER) AND 1 EVENT (UP TO 2 HOURS) FOR HANDYMAN SERVICES.
ALLOWANCE FOR ADDITIONAL IN-HOME MINOR REPAIRS VIA THE DEBIT CARD.
POOR-QUALITY HOUSING IS ASSOCIATED WITH VARIOUS NEGATIVE HEALTH
OUTCOMES, INCLUDING CHRONIC DISEASE AND INJURY AND POOR MENTAL
HEALTH. LACK OF HOUSING MAINTENANCE MAY LEAD TO POOR HOUSING
CONDITIONS INSIDE AND OUTSIDE THE HOME. PROVIDING THE TOOLS FOR THE
MEMBER TO MAINTAIN THEIR HOMES IN GOOD CONDITIONS IMPROVES THEIR
PHYSICAL, MENTAL, AND SOCIAL WELLBEING.

Other 1 (13i11) - Non-Medicare

Service Name
PET CARE

Is there a maximum plan benefit coverage amount?
No
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Package ID Package Name Type of Package Status

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE PET FOOD, PET SUPPLIES
(LEASH, COLLAR, GROOMING SUPPLIES), AND PET SERVICES (VET VISITS AND
GROOMING SERVICES) THROUGH A DEBIT CARD TO SUPPORT ELIGIBLE
ENROLLEES' MENTAL HEALTH NEEDS. PROVIDING ELIGIBLE MEMBERS WITH THE
MEANS TO RESPONSIBLY CARE FOR THEIR PETS WILL HAVE A DIRECT IMPACT ON
THEIR HEALTH. PET OWNERS ARE LESS LIKELY TO SUFFER DEPRESSION, HAVE
LOWER BLOOD PRESSURE, DISPLAY REDUCED LEVELS OF TRIGLYCERIDE AND
CHOLESTEROL (HIGH LEVELS CAN BE INDICATORS OF HEART DISEASE), SURVIVE
LONGER AFTER HAVING AHEART ATTACK, MAKE FEWER VISITS TO THE DOCTOR,
AND TEND TO LIVE LONGER. OFFERING ACCESS TO PET CARE SUPPLIES ALLOWS
OUR BENEFICIARIES TO ACCESS THE ITEMS NEEDED FOR PET OWNERSHIP AND
WILL THEREFORE RESULT IN IMPROVED OR MAINTAINED HEALTH.

Other 3 (13i13) - Non-Medicare

Service Name
MEMORY AND COGNITIVE FUNCTION SUPPORT ITEMS

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

!
Is there a coinsurance? Q}/‘
No -

Is there a copayment?
No
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s there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TO PURCHASE MEMORY FITNESS ITEMS
SUCH AS: MEMORY CARDS, BOARD GAMES, SUDOKU OR OTHER ITEMS THAT
HELP THE MEMBER EXERCISE THEIR MEMORY. STUDIES HAVE FOUND THAT
INDIVIDUALS WHO ENGAGED IN WORD PUZZLES HAD CONSISTENTLY BETTER
SHORT-TERM MEMORY, REASONING, AND ATTENTIVENESS THAN THOSE WHO DID
NOT ENGAGE IN SUCH ACTIVITIES. THIS SUPPORTS THE THEORY THAT KEEPING
THE MIND ACTIVE, IN ADDITION TO REGULAR PHYSICAL EXERCISE, MAY HELP
SLOW THE ONSET OF DEMENTIA.

Benefit Details
Inpatient Hospital-Acute (1a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No
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Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Inpatient Hospital Psychiatric (1b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

PBP Data Report

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

obtains care?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?
Periodicity
Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Skilled Nursing Facility (SNF) (2) - Medicare

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

Yes

Days
0

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
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Does this plan's Medicare-covered benefit cost sharing vary by Skilled Nursing Facility in which
an enrollee obtains care?

No

|s there a coinsurance?
No

Is there a copayment?
No

What is your SNF period?
Periodicity
Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Cardiac and Pulmonary Rehabilitation Services (3) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Cardiac Rehabilitation Services (3-1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

1 / Nk
Authorization required for this benefit? | LA ="
Yes

Referral required for this benefit?

Yes
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Intensive Cardiac Rehabilitation Services (3-2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Pulmonary Rehabilitation Services (3-3) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

SET for PAD Services (3-4) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Emergency Services (4a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost
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No

Is there a coinsurance?
No

Is there a copayment?
No

Urgently Needed Services (4b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

[s there a coinsurance?
No

Is there a copayment?
No

Partial Hospitalization Program (5a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authaorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Intensive Outpatient Program Services (5b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)? / |
No :

Is there a coinsurance?
No
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Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

Yes

Home Health Services (6) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?.
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Primary Care Physician Services (7a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment? f [
No \/'/'
Is there a deductible?

No
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' Chiropractic Services (7b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a medicare covered coinsurance?
No

Is there a medicare covered copayment?
No

Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Occupational Therapy Services (7c) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No -

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Physician Specialist Services (7d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No
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Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Mental Health Specialty Services (7¢) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Individual Sessions for Mental Health Specialty Services (7e1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Group Sessions for Mental Health Specialty Services (7e2) - Medicare

Is there a coinsurance?

No

?
Is there a copayment” 1 /‘ !
No l\/’

Authorization required for this benefit?

Yes
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Referral required for this benefit?

Yes

Podiatry Services (7f) - Medicare

Does this plan have a service specific maximum enrcliee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

|s there a medicare covered deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Other Health Care Professional (7g) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit? )
Yes r(- |\ a

Psychiatric Services (7h) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket ¢ OPpy?
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No

Is there a deductible?
No

Individual Sessions for Psychiatric Services (7h1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Group Sessions for Psychiatric Services (7h2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Physical Therapy and Speech-Language Pathology Services (7i) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No
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: Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Telehealth Benefits (7j) - Medicare

Medicare-covered benefits that may have Additional Telehealth Benefits available

Physician Specialist Services(7d)

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No~
Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ADDITIONAL TELEHEALTH SERVICES COVERED FOR SPECIALIST SERVICES PROVIDED
IN THE MULT! SPECIALTY CLINICS.

Opioid Treatment Program Services (7k) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No
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Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diagnostic Procedures/Tests/Lab Services (8a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Procedures/Tests (8a1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Lab Services (8a2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit? q\ / ,ﬁ .'
No _,
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Outpatient Diagnostic/Therapeutic Radiological Services (8b) ~ Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a copayment?
No

Is there a deductible?
Na

Diagnostic Radiological Services (8b1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Therapeutic Radiological Services (8b2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient X-Ray Services (8b3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No
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Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Hospital Services (9a1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No '

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Observation Services (9a2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No
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i

f Ambulatory Surgical Center (ASC) Services (9b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Outpatient Substance Abuse (9¢) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Individual Sessions for Outpatient Substance Abuse (9c¢1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization requir'ed for this benefit?
Yes

Referral required for this benefit?
Yes

Group Sessions for Outpatient Substance Abuse (9¢2) - Medicare

Is there a coinsurance?
No
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Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Outpatient Blood Services (9d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Do you waive the deductible for the first three pints of blood?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Ambulance Services (10a) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Ground Ambulance Services (10a1) - Medicare

Does this plan have a ground ambulance services maximum enrollee out of pocket cost (MOOP)?
No

Is there a coinsurance?
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No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?
Yes

Referral required for this benefit?
No

Air Ambulance Services (10a2) - Medicare

Does this plan have an air ambulance services maximum enrollee out of pocket(MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

Coinsurance percentage L

20%

Is there a copayment?

No
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Is there a deductible?
No

Are there preferred vendors/manufacturers for Durable Medical Equipment (DME)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Prosthetics/Medical Supplies (11b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Prosthetic Devices (11b1) - Medicare
Is there a coinsurance?

Yes

Coinsurance percentage
20%
Is there a copayment?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medical Supplies (11b2) - Medicare
Is there a coinsurance?

Yes

Coinsurance percentage
20%
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1 Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?”
No

Diabetic Supplies and Services (11c) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQOP)?

No

Is there a deductible?
No

Do you limit Diabetic supplies and services to those from specified manufacturers?
No

Diabetic Supplies (11¢1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Diabetic Therapeutic Shoes/Inserts (11¢2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
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No

Diabetic Monitors (11¢3) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Dialysis Services (12) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare-covered Zero Dollar Preventive Services (14a) - Medicare

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

true

Authorization required for this benefit?

Yes

Referral required.for this benefit?
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No

Kidney Disease Education Services (14d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Glaucoma Screening (14e1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No
Authorization required for this benefit?

Yes

Referral required for this benefit?

Diabetes Self-Management Training (14e2) - Medicare

Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOQP)?
No .
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Digital Rectal Exams (14e4) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

EKG following Welcome Visit (14e5) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No
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’ Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Part B Rx Drugs (15) - Medicare

| attest that the MA enrollee cost sharing for a Part B rebatable drug will not exceed the
coinsurance amount of the original Medicare adjusted beneficiary coinsurance for that Part B
rebatable drug. In applying this effective coinsurance percentage, MA plans may continue to base
enrollee cost sharing off of the total MA plan financial liability for that Part B drug.

frue

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Does the plan offer step therapy?

Yes

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

Part B to Part B
Part D to Part B

Medicare Part B Insulin Drugs (15-1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No -

Medicare Part B Chemotherapy/Radiation Drugs (15-2) - Medicare

Is there a coinsurance?
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No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Other Medicare Part B Drugs (15-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Dental Services (16a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

Yes with a min & max

Minimum coinsurance Maximum coinsurance
0% 20%

Is there a copayment?
No

Is there a deductible?

No ,
i
o I
Authorization required for this benefit? FiFPA
Yes

Referral required for this benefit?
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i

No

Notes

PBP Data Report

- MINIMUM COINSURANCE APPLIES FOR SERVICES PROVIDED IN THE MULTI SPECIALTY

CLINICS. SERVICES MAY VARY BY CLINIC. MAXIMUM COINSURANCE APPLIES FOR
SERVICES PROVIDED AT ALL OTHER FACILITIES.

Eye Exams (17a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Eyewear (17b) ~ Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No
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Hearing Exams (18a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Worldwide Emergency/Urgent Coverage (4c) - Non-Medicare

Is there a maximum plan benefit coverage?

Yes

Is the maximum plan benefit coverage amount unlimited?
No

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Worldwide Emergency Coverage (4c1) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?

Yes

Copayment amount
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$75.00

Is this Copayment waived if admitted to hospital?
Yes

Worldwide Urgent Coverage (4c2) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?
Yes

Copayment amount
$75.00

Is this Copayment waived if admitted to hospital?
Yes

Chiropractic Services (7b) - Non-Medicare
Is there a maximum plan benefit coverage amount?

Yes

Maximum amount
$750.00

Periodicity
Every Year

Routine Chiropractic Care (7b1) - Non-Medicare

Is this benefit unlimited?
No

Visits
6

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No
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Authorization required for this benefit?
Yes

Referral required for this benefit?

Yes

PBP Data Report

Podiatry Services: Routine Foot Care (7f) - Non-Medicare

Is this benefit unlimited?
No

Visits

6

Periodicity

Every Year

Is there a maximum plan benefit coverage amount?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Transportation Services - Plan Approved Health-related Location (10b1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
12

Periodicity
Every Year

Type of transportation
One-Way
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Select Mode of Transportation
Taxi
RideShare services
Bus/Subway
Van
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a service specific maximum plan benefit coverage amount?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UNLIMITED TRIPS APPLY TO AND FROM THE MULTI SPECIALTY CLINICS. LIMITED TRIPS
PER THE DATA ENTRY APPLY TO ALL OTHER PLAN APPROVED HEALTH RELATED
LOCATIONS.

Acupuncture Treatments (13a) - Non-Medicare
Periodicity
Every Year

Is there a maximum plan benefit coverage?

Yes

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is this benefit unlimited for Number of Treatments?
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; No

Indicate limit for Number of Treatments
6

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Over-the-Counter (OTC) Items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No
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Is there a deductible?
No

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

No

Mode of delivery for the OTC ltems

Catalogue Purchase

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2) FIRST AID
SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE MEDICAL
INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5) INCONTINENCE
SUPPLIES (ADULT DIAPERS & UNDER PADS) 8) IN HOME TESTING AND MONITORING
SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS WHO MEET MEDICAL
CRITERIA FOR ON-GOING MONITORING OF BLOOD PRESSURE, THE PLAN WILL PROVIDE
ONE (1) BLOOD PRESSURE MONITOR UNIT EVERY 5 YEARS. THIS BENEFIT MAY
REQUIRE MEDICAL EVALUATION AND/OR PREAUTHORIZATION. 7) FIBER SUPPLEMENTS
8) TOPICAL SUNSCREEN 9) SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING,
TENNIS ELBOW STRAP, WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE
SUPPORT, KNEE ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT
LIMITED TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOQPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY. ‘

Meal Benefit (13c) - Non-Medicare

Select the t'y/pe of primarily health related meals benefit offered(Check all that apply):

Immediately following surgery or inpatient hospitalization

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible? of
No

Authorization required for this benefit?

s
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Yes

Referral required for this benefit?
Yes

Notes

POST DISCHARGE 2 MEALS PER DAY FOR 5 DAYS UP TO 2 TIMES PER YEAR FOR 20
MEALS MAX PER YEAR.

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
No

Health Education (14c1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE HEALTH EDUCATION PROGRAM DEVELOPS AND IMPLEMENTS EDUCATIONAL
INTERVENTIONS BASED ON DIAGNOSIS SUCH AS DIABETES, HYPERTENSION
MANAGEMENT AND PROVIDES NUTRITIONAL EDUCATION TO PROVIDE HEALTH
INFORMATION ENCOURAGING MEMBERS TO ADOPT A HEALTHIER LIFESTYLE AND
DEVELOP SELF CARE CAPABILITIES TO IMPROVE THE MEMBER’S HEALTH. SCOPE:
IDENTIFY THE POPULATION WITH EDUCATIONAL NEEDS, PLAN EDUCATIONAL
STRATEGIES, PROMOTION OF HEALTHY LIFESTYLE AND PREVENTION OF
COMPLICATIONS.IMPLEMENT AND CARRY OUT EDUCATIONAL STRATEGIES, EVALUATE
THE RESULTS AND CREATE FUTURE GOALS.INTERVENTIONS MIGHT
INCLUDE:EDUCATIONAL CAMPAIGNS, MEMBER EDUCATIONAL ACTIVITIES INCLUDING
GROUP SESSIONS WHERE EDUCATORS PROVIDE INFORMATION TO IMPROVE THE
MEMBER'S SKILL SETS.THE HEP HAS ALSO INDIVIDUAL INTERVENTIONS BASED fOR
HIGH RISK CASES. THE PROGRAM DISTRIBUTES NEWSLETTERS WITH HEATHRELATED
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INFORMATION, AND HAS PHYSICAL ACTIVITY AWARENESS AND ONLINE ACCESS TO
| EDUCATIONAL LITERATURE AS PART OF THE EDUCATIONAL INTERVENTIONS.

Nutritional/Dietary Benefit (14c2) - Non-Medicare
Is this benefit unlimited?

No

Indicate number of visits
6

Setting

Both Sessions (Individual and Group)

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Additional Sessions of Smoking and Tobacco Cessation Counseling (14¢3) - Non-
Medicare

Number of visits
9

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No
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Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

THE SMOKING CESSATION PROGRAM ROMPE EL HABITO HAS THE PURPOSE OF
IMPACTING MEMBERS WHO USE SOME FORM OF TOBACCO BASED ON THE CLIENT
APPROACHED MODEL AND THE TRANSTHEORETICAL MODEL THAT DESCRIBES HOW
PEOPLE MODIFY A PROBLEM BEHAVIOR OR ACQUIRE A POSITIVE BEHAVIOR.
OBJECTIVE: TO DIMINISH THE RISK FACTORS TO PREVENT ASSOCIATED ILLNESSES
UPON SMOKING. IS AVAILABLE FOR MEMBERS WHO USE OR SMOKE TOBACCO AND/OR
STOP SMOKING DURING THE LAST 12 MONTHS. THE MAIN GOAL IS TO EMPOWER THEM
TO QUIT THE PROCESS BY PROVIDING INF AND SUPPORT SERVICES TO HELP THEM
ESTABLISH A QUIT DATE, REDUCE QUANTITY OF CIGARETTE USE PER DAY, AND/OR
STOP SMOKING. THE MAIN INTERVENTIONS ARE: ASSESSMENT CALLS, TEL
INTERVENTIONS REGARDING QUIT AND/OR RELAPSE PREVENTION, EDUCATIONAL
MATERIALS, AVAILABILITY OF THE SUPPORT GROUP, MED EDUCATION, F/UP
INTERVENTIONS, AMONG OTHERS. TO PREVENT A RELAPSE PHASE, INTERVENTIONS
TO IMPROVE THE PARTICIPANT'S COMPLIANCE WITH THEIR PHYSICIAN’S
PHARMACOLOGICAL TREATMENT PLAN ARE OFFERED.

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No
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Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) PHYSICAL EXERCISE PEDALS 2)
STRETCH STRAPS. ITEM QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Remote Access Technologies (including Web/Phone-based technologies and Nursing
Hotline) (14c7) - Non-Medicare

Select the type of Remote Access Technologies offered

Nursing Hotline

Nursing Hotline Notes

THE NURSE TRIAGE LINE IS AVAILABLE 24/7 TO THE MEMBERS. HEALTH
PROFESSIONALS ANSWER MEMBER CALLS AND DETERMINE THE SEVERITY OF THE
CALLER'S COMPLAINT USING A SERIES OF ALGORITHMS BASED BY THE AMERICAN
MEDICAL ASSOCIATION AND CLINICAL GUIDELINES. THE HEALTH PROFESSIONALS WILL
RECOMMEND ACTIONS TO THE CALLER BASED ON TRIAGE PROTOCOLS THAT CAN
INCLUDE: 1. DIRECT THE CALLER TO THE APPROPRIATE USE OF MEDICAL RESOURCES
AS: INITIAL TREATMENT AT HOME, VISIT TO THE PRIMARY CARE PHYSICIAN IN THE NEXT
FEW DAYS OR VISIT TO EMERGENCY ROOM IF NECESSARY, ACCORDING WITH THE
SIGN AND SYMPTOMS PRESENTED. 2. CHANNELING OF THE OTHER SERVICES AS:
MENTAL HEALTH, POISON CONTROL AMONG OTHERS. 3. DIRECT ACCESS TO THE 911
EMERGENCY LINES, CRISIS MANAGEMENT LINES, EMERGENCY ROOMS, OR HMO'S
SYSTEMS. 4. PROVIDE EDUCATION REGARDING THE SYMPTOMS AND MANAGEMENT OF
MEDICAL EMERGENCIES, LABORATORY TEST, MEDICAL PRESCRIPTIONS, MEDICATION
USE, CHRONIC CONDITIONS, NUTRITION, PSYCOLOGIC HELP AND OTHERS CLINICAL
AREAS.

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Is there a coinsurance Nursing Hotline?
No

Is there a copayment Nursing Hotline?
No

Home and Bathroom Safety Devices and Modifications (14c8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No
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Does this plan have a service specific maximum enrollee out~of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) MEDICAL BATHMAT 2) RAISED TOILET
SEAT 3) HANDHELD SHOWER HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS
IN EACH CATEGORY MAY APPLY.

Alternative Therapies (14¢17) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
12

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes
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UNDER THIS CATEGORY WE WILL COVER NATUROPATH VISIT.

Comprehensive Dental (16c) - Non-Medicare

Service maximum plan benefit coverage:

Yes

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$1000.00

Periodicity
Every Year

Is the maximum plan benefit coverage amount entered exclusively part of a Combined
Supplemental Benefits (CSB) group?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Notes

THE MAXIMUM PLAN BENEFIT COVERAGE AMOUNT WILL APPLY FOR ALL
COMPREHENSIVE SERVICES.

Restorative Services (16¢1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?

Yes with a min & max
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Minimum coinsurance Maximum coinsurance
0% 20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

CORE BUILDUP AND PIN RETENTION PER TOOTH, PER SURFACE, ONCE EVERY 24
MONTHS. POST AND CORE IN ADDITION TO CROWN COVERED ONE PER TOOTH PER
LIFE. REPLACEMENT CROWNS COVERED EVERY 5 YEARS PER TOOTH, BY REPORT IF
REPLACEMENT IS NEEDED. SINGLE CROWNS REQUIRE PRE AUTHORIZATION.
PROVISIONAL CROWNS ARE COVERED ONE (1) PER TOOTH EVERY FIVE (5) YEARS.
LABIAL VENEER ARE COVERED ONE (1) PER TOOTH EVERY FIVE (5) YEARS. MINIMUM
COINSURANCE APPLIES FOR SERVICES PROVIDED IN THE MULTI SPECIALTY CLINICS.
SERVICES MAY VARY BY CLINIC. MAXIMUM COINSURANCE APPLIES FOR SERVICES
PROVIDED AT ALL OTHER FACILITIES. .

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

|s there a coinsurance?

Yes with a min & max

Minimum coinsurance Maximum coinsurance
0% 20%

Is there a copayment?

No

Authorization required for this benefit?

Yes
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Referral required for this benefit?
No

Notes

REMOVABLE COMPLETE OR PARTIAL DENTURES IN RESIN AND METAL BASE, COVERED
EVERY 5 YEARS. DENTURE REPAIR SERVICES, INCLUDING SERVICES RELATED TO THE
REPAIR OF EXISTING COMPLETE OR PARTIAL DENTURES ARE COVERED. REMOVABLE
PARTIAL FLEXIBLE BASE DENTURES (SUCH AS: VALPLAST) COVERED EVERY 5 YEARS.
RELINE OR REBASE ARE NOT COVERED IN FLEXIBLE BASE DENTURES AND/OR
FLEXIBLE BASE ARE NOT COVERED IN COMPLETE OR FULL DENTURES. MINIMUM
COINSURANCE APPLIES FOR SERVICES PROVIDED IN THE MULT! SPECIALTY CLINICS.
SERVICES MAY VARY BY CLINIC. MAXIMUM COINSURANCE APPLIES FOR SERVICES
PROVIDED AT ALL OTHER FACILITIES.

Implant Services (16¢c6) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

|s there a coinsurance?

Yes with a min & max

Minimum coinsurance Maximum coinsurance
0% 20%

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

SURGICAL PLACEMENT OF IMPLANT BODY, ENDOSTEAL IMPLANT, COVERED ONE PER
TOOTH PER LIFE. ABUTMENT SUPPORTED PORCELAIN (METAL AND/OR HIGH NOBLE
METAL), ABUTMENT SUPPORTED PORCELAIN/CERAMIC CROWN, IMPLANT SUPPORTED
PORCELAIN CROWN (CERAMIC) COVERED. CROWNS ON IMPLANTS ARE COVERED 1
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PER TOOTH EVERY 5 YEARS WITH APPROPRIATE JUSTIFICATION. IMPLANT SERVICES
WILL ONLY BE COVERED WHEN PERFORMED BY A CERTIFIED PROVIDER. ALL OTHER
PROSTHODONTIC SERVICES ARE NOT COVERED. MINIMUM COINSURANCE APPLIES
FOR SERVICES PROVIDED IN THE MULTI SPECIALTY CLINICS. SERVICES MAY VARY BY
CLINIC. MAXIMUM COINSURANCE APPLIES FOR SERVICES PROVIDED AT ALL OTHER
FACILITIES.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?
No

indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?

Yes with a min & max

Minimum coinsurance Maximum coinsurance
0% 20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UP TO 4 UNITS PER YEAR. RETAINER CROWN PORCELAIN FUSED TO HIGH NOBLE
METAL, RETAINER CROWN PORCELAIN/CERAMIC, PONTIC PORCELAIN FUSED TO NOBLE
AND/OR HIGH NOBLE METAL, PONTIC PORCELAIN/ CERAMIC. PONTICS AND RETAINERS
ARE COVERED 1 PER TOOTH PER LIFE. MINIMUM COINSURANCE APPLIES FOR
SERVICES PROVIDED IN THE MULTI SPECIALTY CLINICS. SERVICES MAY VARY BY
CLINIC. MAXIMUM COINSURANCE APPLIES FOR SERVICES PROVIDED AT ALL OTHER
FACILITIES.

Adjunctive General Services (16¢10) - Non-Medicare

Is this benefit unlimited?

No
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Indicate number of visits
1

Periodicity
Other, Describe

Descript-ion
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?

Yes with a min & max

Minimum coinsurance Maximum coinsurance
0% 20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ANESTHESIA UNDER DEEP SEDATION IS COVERED. THE FIRST 15 MINUTES AND 3
ADDITIONAL 15 MINUTE INCREMENTS ARE COVERED FOR ATOTAL OF 60 MINUTES
COMBINED PER DAY OF SERVICE. DEEP SEDATION SERVICES ARE APPLICABLE FOR
PAYMENT WHEN THE FOLLOWING SERVICES ARE PERFORMED: SURGICAL PLACEMENT
OF THE IMPLANT BODY, ENDOSSEOUS IMPLANT, SURGICAL EXTRACTION OF
PROTRUDING TOOTH OR RESIDUAL ROOT, REMOVAL OF IMPACTED TEETH — IN SOFT
TISSUE, REMOVAL OF PARTIALLY OR COMPLETELY IMPACTED TEETH IN BONE,
REMOVAL OF RESIDUAL TOOTH ROOTS, REMOVAL OF THE PALATINE TORUS,
MANDIBULAR TORUS AND REMOVAL OF EXOSTOSIS. AUTHORIZATION RULES APPLY TO
DEEP SEDATION SERVICES. SERVICES AND MATERIALS NOT LISTED ABOVE ARE NOT
COVERED BY THE PLAN. MINIMUM COINSURANCE APPLIES FOR SERVICES PROVIDED
IN THE MULTI SPECIALTY CLINICS. SERVICES MAY VARY BY CLINIC. MAXIMUM
COINSURANCE APPLIES FOR SERVICES PROVIDED AT ALL OTHER FACILITIES.

Eyewear {17b) - Non-Medicare

;
Is there a maximum plan benefit coverage? H,f? |

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?
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Yes

Combined maximum amount
$1000.00

Periodicity
Every Year

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare
Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No
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Rx
Rx Characteristics
Medicare-defined Part D Medicare-defined Part D Medicare-defined Part D
Deductible amount Coinsurance amount Annual Out-of-Pocket cost
$700.00 25% thresheld
$2400.00

Cap for one-month supply of
each Part D-covered insulin

$35

Rx Setup

Select the type of drug benefit
Defined Standard

Retail
Standard Retail

Mail-Order
Standard Mail-Order

Long-Term Care

Yes

Out-of-Network

Yes

Sponsor attests that it will comply with 42 CFR 423.154
Yes
Does this plan pay for over-the-counter-medications (OTCs) under the utilization management

program? If you select "Yes" you must upload a supplemental file through the Formulary
Submission Module by Friday, June 5, 2026, at 11:59 am Eastern Time.

No

Defined Standard - Locations and L.ocation Supply

Standard Retail

Select days for 1-month supply
30

Select days for 3-month supply
90
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Standard Mail-Order

Select days for 3-month supply
90

Long-Term Care

Select days for long-term care supply
31

Qut-of-Network

Select days for out of network 1-month supply
30

Are all of the drugs on your formulary available with an extended day supply?
No

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

No

| attest that there is no deductible and no cost sharing for an adult vaccine recommended by the
Advisory Committee on Immunization Practices (ACIP). There is no enrollee cost sharing on the
ingredient cost of the vaccine submitted on the prescription drug event (PDE) record, or any
associated sales tax, dispensing fee, or vaccine administration fee, regardless of tier placement
or benefit phase. The applicable vaccines will be designated as such on the beneficiary-facing
formulary model documents.

Yes

Rx Notes

No Data Saved for Selected Section, Incomplete or Not Started.

DS Insulin Cost Share

The enrollee cost sharing for each prescription fill up to a one-month supply for a covered insulin
product, consistent with § § 423.100 and 423.120(h), will not exceed the lesser of (1) $35; (2) an
amount equal to 25 percent of the maximum fair price established for the covered insulin product
in accordance with part E of subchapter Xl, or (3) an amount equal to 25 percent of the
negotiated price, as defined in § 423.100, of the covered insulin product under the prescription
drug plan or MA-PD plan. If submitted insulin cost sharing is less than either $35 or 25%, | attest
that enrollee cost sharing will not exceed the lesser of those cost sharing values.

Yes
Standard Retail

Enter 1-month copayment Enter 3-month copayment
$35.00 $105.00
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Coinsurance 1-month supply
25%

Standard Mail-Order

Long-Term Care

Enter 1-month copayment
$35.00

Out-of-Network

QOut-of-netwaork 1-month
copayment

$35.00

PBP Data Report

Long-Term Care Coinsurance
25%

Out-of-Network Coinsurance
25%
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Enter 3-month copayment
$105.00

Coinsurance 3-month supply
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PLAN BENEFIT PACKAGE (PBP) DATA ENTRY SYSTEM REPORT

H4004

Contract Year: 2027

Requested By: CHRISTIAN SOTOMAYOR

072 - 1 MMM HEALTHCARE, LLC - Data Report

Plan Characteristics
General Information

Organization Legal Name
MMM HEALTHCARE, LLC

Plan Name

MMM Relax Platino (HMO D-
SNP)

Organization Marketing Name
Medicare y Mucho Mas (MMM)

Plan Geographic Name

Puerto Rico

97 -00002

NUMERO DE CONTRATO

Organization Type
Local CCP

Plan Details

Plan Type

HMO

Daoes this plan offer
Prescription drugs (Rx)?
Yes

Does this plan participate in
the Better Approaches to
Lifestyle and Nutrition for

Comprehensive hEalth
(BALANCE) Model?

Not Available

Special Needs Plan

Is this a SNP?
Yes

Does this D-SNP offer
Medicare zero-dollar cost
sharing (not applicable to Part
D)?

No

Plan Attributes

Is this a network plan?

Not Applicable

Does this plan offer Point of
Service (POS)?

No

Is this an Employer-Only Plan?
No

Does this plan offer Out-of-
Network Services (OON)?

No

SNP Type
Dual-Eligible

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

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

No
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SNP Institutional Type
Not Applicable

This DSNP:

None of the above (i.e., no
buy-down applied)
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Select Enrollee type:
Part A & Part B

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

Does this plan intend to participate in the Platino program?

Yes

Contract Year 2027 Medicare-defined MOOP Limits (HMO Plan)

Lower MOOP Limit Intermediate MOOP Limit Mandatory MOOP Limit
$0 - $4450 In-network $4451 - $7150 In-network $7151 - $9850 In-network

Standard Bid

Does this plan offer a étandard Does this plan offer a standard Does this plan offer a standard

bid for In-Network service bid for plan-level deductible bid for Visitor Travel Program
categories? N and maximum enrollee out-of-  V/T?
?
No pocket cost (MOOP)? No
No
Benefit Offerings

Medicare Services

Showing all the service categaries that are being offered under the plan

Services In Network (INN)

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Required

Inpatient Hospital Psychiatric(1b) Required
Skilled Nursing Facility (SNF)(2) Required
Cardiac and Pulmonary Rehabilitation Services(3)

Cardiac Rehabilitation Services(3-1) Required

Intensive Cardiac Rehabilitation Services(3-2) Required

Pulmonary Rehabilitation Services(3-3) Required

SET for PAD Services(3-4) Required

Emergency/Urgently Needed Services(4)

§

Emergency Services(4a) Required

Urgently Needed Services(4b) Required
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Services In Network (INN) f

. Partial Hospitalization/Intensive Outpatient Program -

Serwces(S)
! Partlal Hoébltallzaﬂon Program(Sa) R Required
_ “ lntenswe Outpatlent Program Serwces(Sb) Required

Home Ho;Ith Services(6) - Required

Health Care Professnonal Serwces(?)
anary Care Physman Serwces(?a)" . Required
Chlropractlc Serwces(?b) . Required
- Occupational Therapy Serw'oes(7c) I Required

Physician Specialist Services(7d) Required

Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Specialty |

Services(7e1) Required
g(r;\tjig eSS?;szlzo)ns for Mental Health Specialty Required
Podiatry Services(7f) Required
Other Health Care Professional(7g) Required
Psychiatric Services(7h) -
Individual Sessions for Psychiatric Services(?h1) Required
Group Sessions for Psychiatric Servnces(7h2) Required
gz;;\if:é('l_;'?)erapy and Speech-Language Pathology Required
Additional Telehealth Benefits(7) ~ Yes
Opioid Treatment Program Services(7k) Required
Outpatient Procedures, Tests, Labs and Radiolog;}ﬂ -
Services(8)
Diagnostic Procedures/Tests/Lab Services(son)h -
Diagnostic Procedures/Tests(8a1) Required
Lab Services(8a2) - Required
Outpatient Diagnostic/Therapeutic Radiological
Services(8b)
Diagnostic Radiological Services(8b1) Required
Therapeutic Radiological Services(8b2) Required
Outpatient X-Ray Services(8b3) - Required
Outpatient Services(9) -

Outpatient Hospital Services(9a)
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Services In Network (INN)

Outpatient Hospital Services(9a1) Required
Observation Services(9a2) Required
Ambulatory Surgical Center (ASC) Services(9b) Required

Outpatient Substance Abuse(9c)

Individual Sessions for Qutpatient Substance

Abuse(Sc1) Required
Ekl;oup Sessions for Outpatient Substance Required
use(9c2)
Outpatient Blood Services(9d) Required
Ambulance/Transportation Services(10)
Ambulance Services(10a)
Ground Ambulance Services(10a1) Required
Air Ambulance Services(10a2) Required
DME, Prosthetics and Medical and Diabetic
Supplies(11)
Durable Medical Equipment (DME)(11a) Required
Prosthetics/Medical Supplies(11b)
Prosthetic Devices(11b1) Required
Medical Supplies(11b2) Required
Diabetic Supplies and Services(11c)
Diabetic Supplies(11¢1) Required
Diabetic Therapeutic Shoes/Inserts(11c2) Required
Diabetic Monitors(11¢3) Required
Dialysis Services({12) Required
Preventive and Other Defined Supplemental
Services(14)
g/ledi.care-covered Zero Dollar Preventive Required
ervices(14a)
Kidney Disease Education Services(14d) Required
Other Medicare-covered Preventive Services(14e)
Glaucoma Screening(14e1) Required
Diabetes Self-Management Training(14e2) Required
Digital Rectal Exams(14e4) Required %
EKG following Welcome Visit(14e5) Required

Medicare Part B Rx Drugs(15)
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Services

Medlcare Part B Insulm Drugs(15 1)

Medicare Part B ChemotherapyIRadlatlon Drugs(1 5—
2)

Other Medlcare Part B Drugs(15 3)
Dental(16)

Medicare Dental Services(16a)
Eye Exams/Eyewear(17)

Eye Exams(17a)

Eyewear(17b)
Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

In Network (INN)

Required
Required

Required

Required

Required

Required

Required

Non-Medicare Services

Showmg all the service categorles that are bemg offered under the plan

In Network (INN)

Services

Inpatient Hospital Services(1)
Inpatient Hospital-Acute(1a)

Additional Days for Inpatient Hospital-
Acute(1al)

Non-Medicare-covered Stay for Inpatient
Hospital-Acute(1a2)
Upgrades for Inpatient Hospital-Acute(1a3)

Inpatient Hospital Psychiatric(1b)

Additional Days for Inpatient Hospital
Psychiatric(1b1)

Non-Medicare-covered Stay for Inpatient
Hospital Psychiatric(1b2)

Skilled Nursing Facility (SNF)(2)

Additional Days beyond Medicare-covered for
Skilled Nursing Facility (SNF)(2-1)

Cardiac and Pulmonary Rehabilitation Services(3)
Additional Cardiac Rehabilitation Services(3-1)
Additional Intensive Cardiac Rehabilitation
Services(3-2)
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5/29/26, 4.18 PM PBP Data Report

In Network (INN)
Services

Optional/Mandatory
/ Both

Additional Pulmonary Rehabilitation Services(3-
3)

Additional SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)
Worldwide Emergency/Urgent Coverage(4c)
Worldwide Emergency Coverage(4c1) Required Mandatory
Worldwide Urgent Coverage(4c¢2) Required Mandatory
Worldwide Emergency Transportation(4c3)
Health Care Professional Services(7)
Chiropractic Services(7b)
Routine Chiropractic Care(7b1) Required Mandatory
Other Chiropractic Services(7b2)
Podiatry Services: Routine Foot Care(7f) Required Mandatory
Ambulance/Transportation Services(10)
Transportation Services(10b)

Transportation Services - Plan Approved .
Health-related Location(10b1) Required Mandatory

Transportation Services - Any Health-related
Location(10b2)

Other Supplemental Services(13)
Acupuncture Treatments(13a) Required Mandatory
Over-the-Counter (OTC) ltems(13b) Required Mandatory
Meal Benefit(13c) Required Mandatory
Other 1(13d)
Other 2(13e)
Other 3(13f)

Dual Eligible SNPs with Highly Integrated
Services(13g) -

Preventive and Other Defined Supplemental

Services(14)
Annual Physical Exam(14b) %

Other Defined Supplemental Benefits(14c)
Health Education(14c1) Required a
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PBP Data Report

In Network (INN)

Services Optional/Mandatory
/ Both
Nutritional/Dietary Benefit(14c2) Required Mandatory
Additional Sessions of Smoking and Tobacco Required Mandat
Cessation Counseling(14c3) gaire aRaatoty
Fitness Benefit(14c4) Required Mandatory

Enhanced Disease Management(14c5)
Telemonitoring Services(14c6)

Remote Access Technologies (including
Web/Phone-based technologies and Nursing Required Mandatory
Hotline)(14c7)

Home and Bathroom Safety Devices and Reauired Mandato
Modifications(14¢8) q ry

Counseling Services(14c9)
In-Home Safety Assessment(14¢10)

Personal Emergency Response System
(PERS)(14c11)

Medical Nutrition Therapy (MNT)(14c12)

Post discharge In-Home Medication
Reconciliation(14¢13)

Re-admission Prevention(14c14)

Wigs for Hair Loss Related to
Chemotherapy(14c15)

Weight Management Progréms(14c1 6)

Alternative Therapies(14¢17) Required Mandatory
Therapeutic Massage(14c18)

Adult Day Health Services(14¢19)

Home-Based Palliative Care(14c20)

In-Home Support Services(14c¢21)

Support for Caregivers of Enrollees(14c22)

Home infusion bundled services(15)

Dental(16)
Diagnostic and Preventive Dental(16b) {

Oral Exams(16b1)
Dental X-Rays(16b2)
Other Diagnostic Dental Services(16b3)
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5/29/26, 4:18 PM PBP Data Report

In Network (INN)
Services

Optional/Mandatory
/ Both

Prophylaxis (cleaning)(16b4)
Fluoride Treatment(16b5)
Other Preventive Dental Services(16b6)
Comprehensive Dental(16c)
Restorative Services(16¢1) Required Mandatory
Endodontics(16¢2)
Periodontics(16¢3)
Prosthodontics, removable(16¢c4) Required Mandatory
Maxillofacial Prosthetics(16¢5)
Implant Services(16¢6) Required Mandatory
Prosthodontics, fixed(16¢7) Required Mandatory
Oral and Maxillofacial Surgery(16c8)
Orthodontics(16¢9)
Adjunctive General Services(16c10) Required Mandatory
Eye Exams/Eyewear(17)
Eye Exams(17a)
Routine Eye Exams(17a1)
Other Eye Exam Services(17a2)
Eyewear(17b)
Contact Lenses(17b1) Required Mandatory
Eyeglasses (lenses and frames)(17b2) Required Mandatory
Eyeglass lenses(17b3)
Eyeglass frames(17b4)
Upgrades(17b5)
Hearing Exams/Hearing Aids(18)
Hearing Exams(18a)

Routine Hearing Exams(18a1)

Fitting/Evaluation for Hearing Aid(18a2) Required Mandatory %“
Prescription Hearing Aids(18b)

Prescription Hearing Aids (all types)(18b1) Required Mapdatory
Prescription Hearing Aids - Inner Ear(18b2)
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5/29/26, 4:18 PM
Services

Prescription Hearing Aids - Outer Ear(18b3)
Prescription Hearing Aids - Over the Ear(18b4)
OTC Hearing Aids(18¢)

PBP Data Report

In Network (INN)

Optional/Mandatory
/ Both

Plan Level Cost Sharing
Plan Level Cost Sharing
Tiered Cost Sharing

Does this plan have tiered cost sharing for Medicare covered services?

No

Does this plan have tiered cost sharing for Non-Medicare covered services?

No

Reductions in Cost Sharing

Does your plan offer Reductions in Cost Sharing?
No

Combined Supplemental Benefits

Do you offer Combined Supplemental Benefits?

Yes

Annual Plan Deductible

Does this plan have an In-Network plan deductible?
No

Max Enrollee Cost Limit

Daes this plan have an In-Network MOOP?

Yes

What type of In-Network MOOP does your plan offer?

Lower

In Network MOOP Amount

ﬁle:I//C:/Userslcsotomayor/Dowﬁloads/PBP_Report_0529202603281 0.html




5/29/26, 4:18 PM

$3250.00

Select the Service Categories that apply to the In-Network Maximum Enrollee Qut-of-Pocket cost:

In-Network Medicare-covered benefits
In-Network Non-Medicare-covered benefits

PBP Data Report

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

Yes

Does the In-Network Maximum Enrollee Out-of-Pocket Cost apply to all In-Network Non-

Medicare-covered plan services?

Yes

Medicare Services

Select the Medicare service categories that are subject to each MOOP type:

Services

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a)

Inpatient Hospital Psychiatric(1b)

Skilled Nursing Facility (SNF)(2)

Cardiac and Pulmonary Rehabilitation Services(3)
Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)
Emergency Services(4a)

Urgently Needed Services(4b)

Partial Hospitalization/Intensive Outpatient Program

Services(5)

Partial Hospitalization Program(5a)
Intensive Outpatient Program Services(5b)
Home Health Services(6)

Health Care Professional Services(7)
Primary Care Physician Services(7a)
Chiropractic Services(7b)

Occupational Therapy Services(7c)

file:///C:/Users/csotomayor/Downloads/PBP_Report_05292026032810.html
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5/29/26, 4:18 PM - . . PBP Data Report
| | Services In-Network
Physician Specialist Services(7d) Yes
Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Specialty

Services(7e1) Yes
Group Sessions for Mental Health Specialty Yes
Services(7e2)

Podiatry Services(7f) Yes
Other Health Care Professional(7g) Yes
Psychiatric Services(7h)

Individual Sessions for Psychiatric Services(7h1) Yes
Group Sessions for Psychiatric Services(7h2) Yes
Phys_ical Therapy and Speech-Language Pathology Yes
Services(7i)

Additional Telehealth Benefits(7j) Yes
Opioid Treatment Program Services(7k) Yes
Outpatient Procedures, Tests, Labs and Radiology
Services(8)

Diagnostic Procedures/Tests/Lab Services(8a)

Diagnostic Procedures/Tests(8a1) Yes
Lab Services(8a2) Yes
Outpatient Diagnostic/Therapeutic Radiological

Services(8b)

Diagnostic Radiological Services(8b1) Yes
Therapeutic Radiological Services(8b2) Yes
Outpatient X-Ray Services(8b3) Yes
Outpatient Services(9)

Outpatient Hospital Services(9a)

Outpatient Hospital Services(9a1) Yes
Observation Services(9a2) Yes
Ambulatory Surgical Center (ASC) Services(9b) Yes

Outpatient Substance Abuse(9c)

Individual Sessions for Outpatient Substance Yes %L
Abuse(9ct)

Group Sessions for Outpatient Substance Abuse(9c2) Yes
QOutpatient Blood Services(9d) Yes

Ambulance/Transportation Services(10)
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5/29/26, 4:18 PM PBP Data Report
Services In-Network

Ambulance Services(10a)
Ground Ambulance Services(10a1) Yes
Air Ambulance Services(10a2) Yes

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Yes
Prosthetics/Medical Supplies{11b)

Prosthetic Devices(11b1) Yes
Medical Supplies(11b2) Yes
Diabetic Supplies and Services(11c)

Diabetic Supplies(11c1) Yes
Diabetic Therapeutic Shoes/Inserts(11c2) Yes
Diabetic Monitors(11¢3) Yes
Dialysis Services(12) Yes
Preventive and Other Defined Supplemental

Services(14)

Medi.care-covered Zero Dollar Preventive Yes
Services(14a)

Kidney Disease Education Services(14d) Yes
Other Medicare-covered Preventive Services(14e)

Glaucoma Screening(14e1) Yes
Diabetes Self-Management Training(14e2) Yes
Digital Rectal Exams(14e4) Yes
EKG following Welcome Visit(14e5) Yes
Medicare Part B Rx Drugs(15)

Medicare Part B Insulin Drugs(15-1) Yes
Medicare Part B Chemotherapy/Radiation Drugs(15-2)  Yes
Other Medicare Part B Drugs{15-3) Yes
Dental(16)

Medicare Dental Services(16a) Yes
Eye Exams/Eyewear(17)

Eye Exams(17a) Yes
Eyewear(17b) Yes

Hearing Exams/Hearing Aids(18)
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5120/26, 4:18 PM PBP Data Report
Services . In-Network
" Hearing Exams(18a) - Yes

Non-Medicare Services
Select the Non-Medicare service categories that are subject to each MOOP type:

Services In-Network

Emergency/Urgently Needed Services(4)
Worldwide Emergency/Urgent Coverage(4c)

Worldwide Emergency Coverage(4c1) Yes
Worldwide Urgent Coverage(4c2) Yes
Health Care Professional Services(7)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1) Yes
Podiatry Services: Routine Foot Care(7f) Yes

Ambulance/Transportation Services(10)
Transportation Services(10b)

Transportation Services - Plan Approved Health-

related Location(10b1) Yes
Other Supplemental Services(13)

Acupuncture Treatments(13a) Yes
Over-the-Counter (OTC) ltems(13b) ' Yes
Meal Benefit(13c) Yes
Preventive and Other Defined Supplemental

Services(14)

Other Defined Supplemental Benefits(14c)

Health Education(14c1) Yes
Nutritional/Dietary Benefit(14c2) Yes
Additiopal Sessiong of Smoking and Tobacco Yes
Cessation Counseling(14¢3)

Fitness Benefit(14c4) Yes
Remote Access '_l'echnologies_ (includi.ng Web/Phone- Yes
based technologies and Nursing Hotline){14c¢7)

Hom_e_ aqd Bathroom Safety Devices and Yes
Modifications(14c8)

Alternative Therapies(14c17) Yes
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5/29/26, 4:18 PM PBP Data Repaort

Services In-Network
Dental(16)

Comprehensive Dental(16c)

Restorative Services(16c¢1) Yes
Prosthodontics, removable(16¢4) Yes
Implant Services(16¢6) Yes
Prosthodontics, fixed(16¢7) Yes
Adjunctive General Services(16c10) Yes

Eye Exams/Eyewear(17)

Eyewear(17b)
Contact Lenses(17b1) Yes
Eyeglasses (lenses and frames)(17b2) Yes

Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

Fitting/Evaluation for Hearing Aid(18a2) Yes
Prescription Hearing Aids(18b)

Prescription Hearing Aids (all types)(18b1) Yes

Prior Authorization & Referral
Prior Authorization

Is prior authorization required for any In-Network service
categories?

Yes

Select the In-Network service categories that require prior authorization:

» Inpatient Hospital-Acute(1a)
Inpatient Hospital Psychiatric(1b)
Skilled Nursing Facility (SNF)(2)
Cardiac Rehabilitation Services(3-1)
Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)
SET for PAD Services(3-4)
Partial Hospitalization Program(5a)
Intensive Outpatient Program Services(5b)
Home Health Services(6) g J
Chiropractic Services(7b) -
Routine Chiropractic Care(7b1)
Occupational Therapy Services(7c)
Physician Specialist Services(7d)
Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f)
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5/29/26, 4:18 PM PBP Data Report

Paodiatry Services: Routine Foot Care(71)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology Services(7i)
Additional Telehealth Benefits(7j)

Opioid Treatment Program Services(7Kk)

Diagnostic Procedures/Tests(8a1)

Lab Services(8a2)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(9b)

Individual Sessions for Outpatient Substance Abuse(9c1)

Group Sessions for Outpatient Substance Abuse(9¢2)

Outpatient Blood Services(9d)

Ground Ambulance Services(10a1)

Air Ambulance Services(10a2)

Transportation Services - Plan Approved Health-related Location(10b1)
Durable Medical Equipment (DME)(11a)

Prosthetic Devices(11b1)

Medical Supplies(11b2)

Diabetic Supplies(11c1)

Diabetic Therapeutic Shoes/Inserts(11¢2)

Diabetic Monitors(11¢3)

Dialysis Services(12)

Acupuncture Treatments(13a)

Meal Benefit(13c)

Medicare-covered Zero Dollar Preventive Services(14a)

Health Education(14c1)

Nutritional/Dietary Benefit(14c2)

Additional Sessions of Smoking and Tobacco Cessation Counseling(14¢3)
Fitness Benefit(14c4)

Remote Access Technologies (including Web/Phone-based technologies and Nursing Hotline)
(14c7)

Home and Bathroom Safety Devices and Modifications(14¢8)
Alternative Therapies(14c17)

Kidney Disease Education Services(14d)
Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)
Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)
Medicare Part B Insulin Drugs(15-1)
Medicare Part B Chemotherapy/Radiation Drugs(15-2)
Other Medicare Part B Drugs(15-3)
Medicare Dental Services(16a)
Restorative Services(16¢c1)
Prosthodontics, removable(16c4)
Implant Services(16¢6)

Prosthodontics, fixed(16¢7)

Adjunctive General Services(16¢10)

Eye Exams(17a)

Eyewear(17b)

Contact Lenses(17b1)

Eyeglasses (lenses and frames)(17b2)
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5129/26, 418 PM PBP Data Report

Hearing Exams(18a)
Fitting/Evaluation for Hearing Aid(18a2)
Prescription Hearing Aids (all types)(18b1)

Referral

Is referral required for any In-Network service categories?

Yes

Select the In-Network service categories that requires a referral:

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7c)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f)

Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Individual Sessions for Qutpatient Substance Abuse(9c1)
Group Sessions for Outpatient Substance Abuse(9c2)
Acupuncture Treatments(13a)

Meal Benefit(13c)

Visitor Travel

Does this plan offer the US
Visitor/Travel Program (V/T)?

No

Cost Share Groups
Combined Benefits Groups

Maximum
Mode of Plan . C S_hgred.
Group Name delive Benefit Periodicity Visit/Trips Status
ry Coverage Limits g

amount
OTC
COMBINED gj:i:fagsf $60.00 r’i‘(’fﬂ%: pleted
PACKAGE
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5/29/28, 418 PM PBP Data Report

Maximum
Mode of Plan . C e S_ha_lred_ :
Group Name delive Benefit Periodicity Visit/Trips = Status
ry Coverage Limits :
amount

Non-Medicare covered benefits that are included in your Combined Supplemental Benefit
Group:

Over-the-Counter (OTC) Items(13b)
Fitness Benefit(14c4)

Home and Bathroom Safety Devices and Modifications(14¢8)

Is the enrollee limited to one or more of the Combined Supplemental Benefits from the group
which they must select in advance?

No

Do you offer Combined Supplemental Benefits with a shared maximum plan benefit amount?

Yes

Do you offer Combined Supplemental Benefits with a shared visit/trips limits?
No

Reduction in Cost Sharing Groups

No Data Saved for Selected Section, Incomplete or Not Started.

Optional Supplemental Packages

No Data Saved for Selected Section, Incomplete or Not Started.

MA Uniformity & SSBCI

Daes this plan include MA Uniformity Flexibility with reductions in cost or additional benefits?
No

Does this plan offer Special Supplemental Benefits for the Chronically I?
Yes

MA UF/SSBCI Reduction in Cost Sharing Packages (19a)

Package ID . Package Name Type of Package Status
1 DEBIT CARD SSBCI

Chronic Conditions - Please choose one or more
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5/29/26, 4:18 PM PBP Data Report

Package ID Package Name Type of Package Status

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description

Chronic Back Pain

Prerequisite for reduction of cost sharing for this package?
No

Does the plan reduce cost sharing to $0 for all covered benefits, up to a maximum
aggregate amount?

No

Select the Medicare benefits that apply to reduced cost sharing

Durable Medical Equipment (DME) (11a),
Prosthetic Devices (11b1),
Medical Supplies (11b2)
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5/29/26, 4:18 PM PBP Data Report

Package ID Package Name . Type of Package Status

Areany benefits exempt from the plan-level deductible?
No

Is there a maximum aggregated amount of reduced cost sharing?
Yes

Specify the maximum aggregated amount of reduced cost sharing:
$210.00

Indicate mode of delivery for maximum coverage amount
Debit Card

Expected number of chronically ill enrollees eligible for SSBCI:
6147

Expected number of chronically ill enrollees that wiil utilize SSBCI:
5888

Notes

ELIGIBLE MEMBERS RECEIVE ALLOWANCE ADMINISTERED THROUGH A DEBIT
CARD. THE DEBIT CARD ALLOWS THE MEMBER TO REDUCE COST SHARING FOR
THE LISTED SERVICES. MEMBER 1S RESPONSIBLE FOR COSTS THAT EXCEED THE
ALLOWANCE.

Reduced Coinsurance

Reduced Coinsurance?
Yes

Select the benefits that will receive reduced coinsurance

Durable Medical Equipment (DME) (11a) - Medicare
Min: 0% Max: 0%,

Prosthetic Devices (11b1) - Medicare

Min: 0% Max: 0%, _

Medical Supplies (11b2) - Medicare

Min: 0% Max: 0%

Reduced Copayment

Reduced Copayment?
No

Reduced Deductible
Reduced Deductible?
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5/29/26, 4.18 PM PBP Data Report

Package ID Package Name Type of Package - Status
No

MA UF/SSBCI Additional Benefits Packages (19b)

Package ID Package Name Type of Package Status
1 SSBCI Coverage SSBCI Completed

Chronic Conditions - Please choose one or more

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description

Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%
Other 3 Description

s

l~ A ‘\1_»)‘; 4

Osteoporosis

Other 4 Description

Chronic Back Pain
Prerequisite for any additional benefits for this package? %
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5/29/26, 4:18 PM PBP Data Report

. Package ID Package Name Type of Package Status
S : ,

Select all the Non-Medicare-covered additional benefits offered in this package

Over-the-Counter (OTC) Items (13b),

Food and Produce (13i1),

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14c8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16c4),

implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1),
Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5)

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

Is there a package level maximum coverage amount?

Yes

Specify the maximum benefit amount
$210.00

Periodicity
Every Month

Indicate mode of delivery for maximum coverage amount
Debit Card =

Select all the Non-Medicare-covered bhenefits that apply to the package level maximum
coverage

Over-the-Counter (OTC) ltems (13b),
Food and Produce (13i1),

file://iC:/Users/csotomayor/Downloads/PBP_Report_05292026032810.html 21/85



5/29/26, 418 PM PBP Data Report

Package ID Package Name Type of Package Status

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5),
Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14¢8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16c1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16c4),

Implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1)

Expected number of chronically ill enrollees eligible for SSBCI:
6147

Expected number of chronically ill enrollees that will utilize SSBCI:
5888

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO SSBCI PACKAGE BENEFITS THROUGH A
DEBIT CARD LOADED WITH THE COMBINED PACKAGE-LEVEL MAXIMUM
COVERAGE AMOUNT PLUS AN ADDITIONAL BENEFIT-SPECIFIC MAXIMUM
COVERAGE AMOUNT FOR SPECIFIC BENEFITS REFERENCED IN 13I-3, 131-4, 13I-5,
AND 13[-10. '

Package Selected Benefit Details

Over-the-Counter (OTC) Items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No {
- L(/’ :
Are you offering Nicotine Replacement Therapy (NRT) as a Part TC lenghif? .
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Package ID ;: Package Name Type of Package . Status
7 Yes
The Nicotine Replacement Therapy (NRT) being offered does not duplicate any Part D
OTC or formulary drugs.
true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

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

No

Mode of delivery for the OTC ltems

Debit Card
Catalogue Purchase

Authorization required for this benefit?
No

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2)

FIRST AID SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE

MEDICAL INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5)
INCONTINENCE SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING
AND MONITORING SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS
WHO MEET MEDICAL CRITERIA FOR ON-GOING MONITORING OF BLOOD

PRESSURE, THE PLAN WILL PROVIDE ONE (1) BLOOD PRESSURE MONITOR UNIT
EVERY 5 YEARS. THIS BENEFIT MAY REQUIRE MEDICAL EVALUATION AND/OR
PREAUTHORIZATION. 7) FIBER SUPPLEMENTS 8) TOPICAL SUNSCREEN 9)
SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING, TENNIS ELBOW STRAP,
WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE SUPPORT, KNEE

ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT LIMITED

TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH
CATEGORY MAY APPLY. <

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
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Package ID Package Name Type of Package Status
No

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Physical Fitness
Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR FITNESS EQUIPMENT (EXERCISE
PEDALS AND STRETCH STRAPS) AND A GYM MEMBERSHIP VIAA DEBIT CARD. ITEM
QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Home and Bathroom Safety Devices and Modifications (14¢8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment? \W
No

Authorization required for this benefit?
No
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Package ID Package Name Type of Package . Status i
Referral requiréd for this benefit? T  zama -

No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR THE FOLLOWING ITEMS VIAA
DEBIT CARD: 1) MEDICAL BATHMAT 2) RAISED TOILET SEAT 3) HANDHELD SHOWER
HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Diagnostic and Preventive Dental (16b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a Coinsurance for combination of services included in a single cost per office visit?
No

Is there a Copayment for combination of services included in a single cost per office visit?
No

|s there a deductible?
No

Oral Exams (16b1) - Non-Medicare

Is this benefit unlimited?

Yes

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?

: 4

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL EXAMS VIAA
DEBIT CARD. '
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Package ID Package Name Type of Package Status
Dental X-Rays (16b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL X-RAYS
VIAA DEBIT CARD.

Other Diagnostic Dental Services (16b3) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL
DIAGNOSTIC SERVICES VIAA DEBIT CARD.

Comprehensive Dental (16c) - Non-Medicare

Service maximum plan benefit coverage:
No “‘ ‘ﬁjA‘

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
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Package ID Package Name Type of Package

No

Is there a deductible?
No

Restorative Services (16c1) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL RESTORATIVE

DENTAL SERVICES VIAADEBIT CARD.
Endodontics (16c2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

SERVICES VIAA DEBIT CARD.
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Package ID Package Name Type of Package Status

Periodontics (16¢3) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL PERIODONTIC
SERVICES VIAA DEBIT CARD.

Prosthodontics, removable (16¢c4) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL REMOVABLE
PROSTHODONTIC SERVICES VIA A DEBIT CARD.

Implant Services (16c6) - Non-Medicare

Is this benefit unlimited? \WA

Yes

Is there a coinsurance?
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= - Package ID Package Name Type of Package Status
Fo s S

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL IMPLANT
SERVICES VIAA DEBIT CARD.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL FIXED
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Oral and Maxillofacial Surgery (16c8) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?

No ﬂﬂ :(

__

Is there a copayment?
No

Authorization required for this benefit?
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Package ID Package Name Type of Package Status
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL AND
MAXILLOFACIAL SERVICES VIAADEBIT CARD.

Adjunctive General Services (16c10) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ADJUNCTIVE
DENTAL SERVICES VIAADEBIT CARD.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance? W
No

Is there a copayment?
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Package ID Package Name . Type of Package Status
No . e B e s e

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL CONTACT LENSES
VIAA DEBIT CARD.

Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR VIAA
DEBIT CARD.

Upgrades (17b5) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authaorization required for this benefit?

: ik

Referral required for. this benefit?
No

Notes
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ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR
UPGRADES VIAADEBIT CARD.

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AID
FITTING/EVALUATIONS VIA A DEBIT CARD.

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:
No

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?

No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited? LW"
Yes

Is there a coinsurance?
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Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AIDS VIA
A DEBIT CARD.

Food and Produce (13i1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No
Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Mode of delivery for Food and Produce
Debit Card

Authorization required for this benefit?
No

Referral required for this benefit?

: )8

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO FOOD AND PRODUCE THROUGH A DEBIT
CARD.

Meals (beyond limited basis) (13i2) - Non-Medicare

Is this benefit unlimited?
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Package ID Package Name Type of Package Status

Yes

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PREPARED MEALS THROUGH A DEBIT
CARD.

Pest Control (13i3) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
: RS

Authorization required for this benefit?
No

Referral required for this benefit?
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Notes

ELIGIBLE MEMBERS RECEIVE PEST CONTROL/ERADICATION TREATMENTS (12
EVENTS COMBINED WITH ROADSIDE ASSISTANCE, IN-HOME MINOR REPAIRS, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES) LIMITED TO 2 EVENTS
(1/SEMESTER). ADDITIONALLY, MEMBERS RECEIVE AN ALLOWANCE THROUGH A
DEBIT CARD WHICH PROVIDES ACCESS TO CLEANING PRODUCTS FOR PEST
CONTROL AND FOR ADDITIONAL SERVICES OF PEST CONTROL/ERADICATION
TREATMENTS.

Transportation for Non-Medical Needs (13i4) - Non-Medicare

Enhanced benefit

Any Location

Is this benefit unlimited?
Yes

Type of transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Select Mode of Transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment? % [
-’5-’2 \a
No |

Is there a deductible?
No '

Authorization required for this benefit?
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Package ID Package Name Type of Package Status
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE ROADSIDE ASSISTANCE (12 EVENTS COMBINED
WITH IN-HOME MINOR REPAIRS (UP TO $300 PER EVENT), PEST CONTROL, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES.) ADDITIONALLY, MEMBERS RECEIVE
AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES ACCESS TO
ADDITIONAL ROADSIDE ASSISTANCE SERVICES TO SUPPORT PERSONAL
TRANSPORTATION AND AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION
NEEDS TO MAINTAIN THE ENROLLEE'S HEALTH.

Indoor Air Quality Equipment Services (13i5) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE UP TO 2 A/C CLEANING SERVICES PER YEAR
(1/SEMESTER) (12 EVENTS COMBINED WITH IN-HOME MINOR REPAIRS (UP TO $300
PER EVENT), PEST CONTROL, AND ROADSIDE ASSISTANCE). ADDITIONALLY,
MEMBERS RECEIVE AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES
ACCESS TO ADDITIONAL A/C CLEANING SERVICES TO SUPPORT HEALTHY INDOOR
AIR QUALITY, REDUCE EXPOSURE TO ALLERGENS AND ENVIRONMENTAL
IRRITANTS, AND PROMOTE SAFE TEMPERATURE REGULATION IN THE HOME.

Social Needs Benefit (13i6) - Non-Medicare

Is there a maximum plan benefit coverage amount?
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Package ID Package Name Type of Package Status
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE TICKETS TO ATTEND
ENTERTAINMENT EVENTS (CONCERT, THEATER, MOVIE) AND PERSONAL
GROOMING SERVICES (BARBER OR SALON VISITS) THROUGH A DEBIT CARD.
ENGAGING IN ENTERTAINMENT CAN BE BENEFICIAL FOR DEALING WITH SOCIAL
ISOLATION AND IMPROVING MENTAL HEALTH AND WELLBEING. BY PROVIDING
OPPORTUNITIES FOR RELAXATION, SOCIAL INTERACTION, AND ENJOYABLE
EXPERIENCES, THESE ACTIVITIES CONTRIBUTE TO THE OVERALL
PSYCHOLOGICAL RESILIENCE AND HAPPINESS OF ENROLLEES.

General Supports for Living (13i10) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Are you offering housing support such as rent or mortgage assistance as 4 covejgd efit
under General Supports for Living?

No

Are you offering utilities assistance as a covered benefit under General Supports for Living?
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Package ID Package Name Type of Package Status

Yes

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS UTILITIES,
TOWELS/LINENS/CLOTHING (TO SUPPORT BASIC NEEDS),
GARDENING/HARDWARE TOOLS (FOR HOME MAINTENANCE) AND IN-HOME MINOR
REPAIRS, INCLUDING REPAIRS FOR HOME APPLIANCES AND HANDYMAN
SERVICES (12 EVENTS COMBINED WITH ROADSIDE ASSISTANCE ($300 LIMIT PER
EACH EVENT, $200 LIMIT FOR EACH REPAIR OF HOME APPLIANCES), PEST
CONTROL, AND INDOOR AIR QUALITY EQUIPMENT SERVICES). LIMIT OF 2 EVENTS
FOR PEST CONTROL, HOME APPLIANCE REPAIRS, AND A/C CLEANING SERVICES
(1/SEMESTER) AND 1 EVENT (UP TO 2 HOURS) FOR HANDYMAN SERVICES.
ALLOWANCE FOR ADDITIONAL IN-HOME MINOR REPAIRS VIA THE DEBIT CARD.
POOR-QUALITY HOUSING IS ASSOCIATED WITH VARIOUS NEGATIVE HEALTH
OUTCOMES, INCLUDING CHRONIC DISEASE AND INJURY AND POOR MENTAL
HEALTH. LACK OF HOUSING MAINTENANCE MAY LEAD TO POOR HOUSING
CONDITIONS INSIDE AND OUTSIDE THE HOME. PROVIDING THE TOOLS FOR THE
MEMBER TO MAINTAIN THEIR HOMES IN GOOD CONDITIONS IMPROVES THEIR
PHYSICAL, MENTAL, AND SOCIAL WELLBEING.

Other 1 (13i11) - Non-Medicare

Service Name
PET CARE

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible? %
No

Authorization required for this benefit?
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Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE PET FOOD, PET SUPPLIES
(LEASH, COLLAR, GROOMING SUPPLIES), AND PET SERVICES (VET VISITS AND
GROOMING SERVICES) THROUGH A DEBIT CARD TO SUPPORT ELIGIBLE
ENROLLEES' MENTAL HEALTH NEEDS. PROVIDING ELIGIBLE MEMBERS WITH THE
MEANS TO RESPONSIBLY CARE FOR THEIR PETS WILL HAVE A DIRECT IMPACT ON
THEIR HEALTH. PET OWNERS ARE LESS LIKELY TO SUFFER DEPRESSION, HAVE
LOWER BLOOD PRESSURE, DISPLAY REDUCED LEVELS OF TRIGLYCERIDE AND
CHOLESTEROL (HIGH LEVELS CAN BE INDICATORS OF HEART DISEASE), SURVIVE
LONGER AFTER HAVING A HEART ATTACK, MAKE FEWER VISITS TO THE DOCTOR,
AND TEND TO LIVE LONGER. OFFERING ACCESS TO PET CARE SUPPLIES ALLOWS
OUR BENEFICIARIES TO ACCESS THE ITEMS NEEDED FOR PET OWNERSHIP AND
WILL THEREFORE RESULT IN IMPROVED OR MAINTAINED HEALTH.

Other 3 (13i13) - Non-Medicare

Service Name
MEMORY AND COGNITIVE FUNCTION SUPPORT ITEMS

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

|s there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TO PURCHASE MEMORY,FITNESS JJEMS
SUCH AS: MEMORY CARDS, BOARD GAMES, SUDOKU OR OTH ITE 1)
HELP THE MEMBER EXERCISE THEIR MEMORY. STUDIES HAV U T
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INDIVIDUALS WHO ENGAGED IN WORD PUZZLES HAD CONSISTENTLY BETTER
SHORT-TERM MEMORY, REASONING, AND ATTENTIVENESS THAN THOSE WHO DID
NOT ENGAGE IN SUCH ACTIVITIES. THIS SUPPORTS THE THEORY THAT KEEPING
THE MIND ACTIVE, IN ADDITION TO REGULAR PHYSICAL EXERCISE, MAY HELP

SLOW THE ONSET OF DEMENTIA.

Benefit Details

Inpatient Hospital-Acute (1a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

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

obtains care?
No

[s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?

No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Inpatient Hospital Psychiatric (1b) - Medicare %"

Daoes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

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

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?
Periodicity
Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Skilled Nursing Facility (SNF) (2) - Medicare

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

Yes
Days
0

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

No

Is there a coinsurance?
No

Is there a copayment?
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: No

What is your SNF period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Cardiac and Pulmonary Rehabilitation Services (3) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Cardiac Rehabilitation Services (3-1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Cardiac Rehabilitation Services (3-2) - Medicare

Is there a coinsurance?
No

Is there a copayment? k{mﬁ

No

Authorization required for this benefit?
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Yes

Referral required for this benefit?

Yes

Pulmonary Rehabilitation Services (3-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

SET for PAD Services (3-4) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Emergency Services (4a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment? k{&;ﬂ |
' AP
No |V Vo

Urgently Needed Services (4b) - Medicare
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Partial Hospitalization Program (5a) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Outpatient Program Services (5b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
. Y-

Authorization required for this benefit?

Yes
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Referral required for this benefit?

Yes

Home Health Services (6) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authaorization required for this benefit?

Yes

Referral required for this benefit?
No

Primary Care Physician Services (7a) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Chiropractic Services (7b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No \{.ﬁ/&:

Is there a medicare covered coinsurance?
No

Is there a medicare covered copayment?
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No
Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Occupational Therapy Services (7c) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Physician Specialist Services (7d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
: b

Is there a deductible?
No

Authorization required for this benefit?

Yes
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Referral required for this benefit?

Yes

Mental Health Specialty Services (7¢e) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a deductible?
No

Individual Sessions for Mental Health Specialty Services (7e1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Group Sessions for Mental Health Specialty Services (7e2) - Medicare

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Podiatry Services (7f) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
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No
Is there a copayment?
No

Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Other Health Care Professional (7g) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Psychiatric Services (7h) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

W/,
Individual Sessions for Psychiatric Services (7h1) - Medicare e

Is there a coinsurance?
No
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Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

PBP Data Report

Group Sessions for Psychiatric Services (7h2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Physical Therapy and Speech-Language Pathology Services (7i) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Autharization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Telehealth Benefits (7)) - Medicare

Medicare-covered benefits that may have Additional Telehealth Benefits available
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Physician Specialist Services(7d)

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ADDITIONAL TELEHEALTH SERVICES COVERED FOR SPECIALIST SERVICES PROVIDED
IN THE MULTI SPECIALTY CLINICS.

Opioid Treatment Program Services (7k) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Diagnostic Procedures/Tests/Lab Services (8a} - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
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‘ No
Is there a copayment?
No

Is there a deductible?
No

Diagnostic Procedures/Tests (8a1) - Medicare
Is there a coinsurance?
No
Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Lab Services (8a2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No
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Outpatient Diagnostic/Therapeutic Radiological Services (8b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Radiological Services (8b1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Therapeutic Radiological Services (8b2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

No

Outpatient X-Ray Services (8b3) - Medicare
Is there a coinsurance? \‘W‘
No

Is there a copayment?

No
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Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Hospital Services (9a1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Observation Services (9a2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit? %

Yes

Referral required for this benefit?
No
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Ambulatory Surgical Center (ASC) Services (9b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Substance Abuse (9¢) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
Na

Individual Sessions for Outpatient Substance Abuse (9¢1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Group Sessions for Outpatient Substance Abuse (9¢2) - Medicare

Is there a coinsurance?

No
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Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Outpatient Blood Services (9d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Do you waive the deductible for the first three pints of blood?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Ambulance Services (10a) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Ground Ambulance Services (10a1) - Medicare

Does this plan have a ground ambulance services maximum enrollee out of pocket cost (MOOP)?

No
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Air Ambulance Services (10a2) - Medicare

Does this plan have an air ambulance services maximum enrollee out of pocket{MOQP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Durable Medical Equipment (DME) (11a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

Yes with a min & max

Minimum coinsurance Maximum coinsurance u»ﬂ N\
0% 10%
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Is there a copayment?
No

|s there a deductible?
No

Are there preferred vendors/manufacturers for Durable Medical Equipment (DME)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

MINIMUM COINSURANCE FOR DME SUPPLIES, WHEELCHAIR, DME POWER WHEELCHAIR
AND ALL OTHER DME. MAXIMUM COINSURANCE FOR DME HOSP BED.

Prosthetics/Medical Supplies (11b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Prosthetic Devices (11b1) - Medicare

Is there a coinsurance?

Yes

Coinsurance percentage
20%

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Medical Supplies (11b2) - Medicare
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Is there a coinsurance?

Yes

Coinsurance percentage
20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Supplies and Services (11c) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Do you limit Diabetic supplies and services to those from specified manufacturers?
No

Diabetic Supplies (11c1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Therapeutic Shoes/inserts (11¢2) - Medicare

Is there a coinsurance?
No W

Is there a copayment?
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No
Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Monitors (11c3) - Medicare

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Dialysis Services (12) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Medicare-covered Zero Dollar Preventive Services (14a) - Medicare

| attest that there is no coinsurance ,copayment or deductible for all Origingl Medjgare/preventive
services that are offered at zero dollar cost sharing
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true
Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Kidney Disease Education Services (14d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Glaucoma Screening (14e1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit? %

No
file:///C:/Users/csotomayor/Downloads/PBP_Report_05292026032810.html 60/85



5/29/26, 4:18 PM PBP Data Report

Diabetes Self-Management Training (14e2) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Digital Rectal Exams (14e4) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No -
Authorization required for this benefit?

Yes

Referral required for this benefit?
No

EKG following Welcome Visit (14e5) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Part B Rx Drugs (15) - Medicare

| attest that the MA enrollee cost sharing for a Part B rebatable drug will not exceed the
coinsurance amount of the original Medicare adjusted beneficiary coinsurance for that Part B -
rebatable drug. In applying this effective coinsurance percentage, MA plans may continue to base
enrollee cost sharing off of the total MA plan financial liability for that Part B drug.

true

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Does the plan offer step therapy?

Yes

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

Part B to Part B
Part D to Part B

Medicare Part B Insulin Drugs (15-1) - Medicare
Is there a coinsurance?
No

Is there a copayment?

N I

Authorization required for this benefit?

Yes
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Referral required for this benefit?
No

Medicare Part B Chemotherapy/Radiation Drugs (15-2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Other Medicare Part B Drugs (15-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Medicare Dental Services (16a) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)’?‘
No
Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
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Yes
Referral required for this benefit?
No

Eye Exams (17a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Eyewear (17b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization réquired for this benefit?

Referral required for this benefit?
No

Hearing Exams (18a) - Medicare
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| Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

|s there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Worldwide Emergency/Urgent Coverage (4c) - Non-Medicare
Is there a maximum plan benefit coverage?

Yes

Is the maximum plan benefit coverage amount unlimited?
No

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Worldwide Emergency Coverage (4c1) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?

Yes \.w‘

Copayment amount
$75.00
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Is this Copayment waived if admitted to hospital?

Yes

Worldwide Urgent Coverage (4¢2) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?

Yes

Copayment amount
$75.00

Is this Copayment waived if admitted to hospital?

Yes

Chiropractic Services (7b) - Non-Medicare

Is there a maximum plan benefit coverage amount?

Yes

Maximum amount
$750.00

Periodicity
Every Year

Routine Chiropractic Care (7b1) - Non-Medicare
Is this benefit unlimited?
No
Visits
6
Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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Yes

Referral required for this benefit?

Yes

Podiatry Services: Routine Foot Care (7f) - Non-Medicare
Is this benefit unlimited?
No
Visits
6
Periodicity
Every Year

Is there a maximum plan benefit coverage amount?
No

Is there a coinsurance? -
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Transportation Services - Plan Approved Health-related Location (10b1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
24

Periodicity

Every Year

Type of transportation
One-Way

Select Mode of Transportation
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Taxi

RideShare services
Bus/Subway

Van

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a service specific maximum plan benefit coverage amount?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UNLIMITED TRIPS APPLY TO AND FROM THE MULTI SPECIALTY CLINICS. LIMITED TRIPS
PER THE DATA ENTRY APPLY TO ALL OTHER PLAN APPROVED HEALTH RELATED
LOCATIONS.

Acupuncture Treatments (13a) - Non-Medicare

Periodicity
Every Year

Is there a maximum plan benefit coverage?

Yes

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

. . ! p N {
Is this benefit unlimited for Number of Treatments? \ P
No .
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Indicate limit for Number of Treatments
6

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Over-the-Counter (OTC) Items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

Yes

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No
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Does this cover all of the drugs on the CMS OTC list which may be found in Chapter 4 of the
Medicare Managed Care Manual?

No

Mode of delivery for the OTC ltems

Catalogue Purchase

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2) FIRST AID
SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE MEDICAL
INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5) INCONTINENCE
SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING AND MONITORING
SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS WHO MEET MEDICAL
CRITERIA FOR ON-GOING MONITORING OF BLOOD PRESSURE, THE PLAN WILL PROVIDE
ONE (1) BLOOD PRESSURE MONITOR UNIT EVERY 5 YEARS. THIS BENEFIT MAY
REQUIRE MEDICAL EVALUATION AND/OR PREAUTHORIZATION. 7) FIBER SUPPLEMENTS
8) TOPICAL SUNSCREEN 9) SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING,
TENNIS ELBOW STRAP, WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE
SUPPORT, KNEE ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT
LIMITED TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Meal Benefit (13c) - Non-Medicare
Select the type of primarily health related meals benefit offered(Check all that apply):

Immediately following surgery or inpatient hospitalization

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Referral required for this benefit?
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Yes

Notes

POST DISCHARGE 2 MEALS PER DAY FOR 5 DAYS UP TO 2 TIMES PER YEAR FOR 20
MEALS MAX PER YEAR.

Other Defined Supplemental Benefits (14¢) - Non-Medicare

Is there a deductible?
No

Health Education (14c1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE HEALTH EDUCATION PROGRAM DEVELOPS AND IMPLEMENTS EDUCATIONAL
INTERVENTIONS BASED ON DIAGNOSIS SUCH AS DIABETES, HYPERTENSION
MANAGEMENT AND PROVIDES NUTRITIONAL EDUCATION TO PROVIDE HEALTH
INFORMATION ENCOURAGING MEMBERS TO ADOPT A HEALTHIER LIFESTYLE AND
DEVELOP SELF CARE CAPABILITIES TO IMPROVE THE MEMBER'S HEALTH. SCOPE:
IDENTIFY THE POPULATION WITH EDUCATIONAL NEEDS, PLAN EDUCATIONAL
STRATEGIES, PROMOTION OF HEALTHY LIFESTYLE AND PREVENTION OF
COMPLICATIONS.IMPLEMENT AND CARRY OUT EDUCATIONAL STRATEGIES, EVALUATE
THE RESULTS AND CREATE FUTURE GOALS.INTERVENTIONS MIGHT
INCLUDE:EDUCATIONAL CAMPAIGNS, MEMBER EDUCATIONAL ACTIVITIES INCLUDING
GROUP SESSIONS WHERE EDUCATORS PROVIDE INFORMATION TO IMPROVE THE
MEMBER'S SKILL SETS.THE HEP HAS ALSO INDIVIDUAL INTERVENTIONS BASED FOR
HIGH RISK CASES. THE PROGRAM DISTRIBUTES NEWSLETTERS WITH HEALTH RELATED
INFORMATION, AND HAS PHYSICAL ACTIVITY AWARENESS AND ONLINE ACCESS TO
EDUCATIONAL LITERATURE AS PART OF THE EDUCATIONAL INTERVENTIONS. Lj’

Nutritional/Dietary Benefit (14c2) - Non-Medicare
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Is this benefit unlimited?

No

Indicate number of visits
6

Setting

Both Sessions (Individual and Group)

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Sessions of Smoking and Tobacco Cessation Counseling (14c3) - Non-
Medicare

Number of visits
9

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cast (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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. Yes

Referral required for this benefit?
No

Notes

THE SMOKING CESSATION PROGRAM ROMPE EL HABITO HAS THE PURPOSE OF
IMPACTING MEMBERS WHO USE SOME FORM OF TOBACCO BASED ON THE CLIENT
APPROACHED MODEL AND THE TRANSTHEORETICAL MODEL THAT DESCRIBES HOW
PEOPLE MODIFY A PROBLEM BEHAVIOR OR ACQUIRE A POSITIVE BEHAVIOR.
OBJECTIVE: TO DIMINISH THE RISK FACTORS TO PREVENT ASSOCIATED ILLNESSES
UPON SMOKING. IS AVAILABLE FOR MEMBERS WHO USE OR SMOKE TOBACCO AND/OR
STOP SMOKING DURING THE LAST 12 MONTHS. THE MAIN GOAL IS TO EMPOWER THEM
TO QUIT THE PROCESS BY PROVIDING INF AND SUPPORT SERVICES TO HELP THEM
ESTABLISH A QUIT DATE, REDUCE QUANTITY OF CIGARETTE USE PER DAY, AND/OR
STOP SMOKING. THE MAIN INTERVENTIONS ARE: ASSESSMENT CALLS, TEL
INTERVENTIONS REGARDING QUIT AND/OR RELAPSE PREVENTION, EDUCATIONAL
MATERIALS, AVAILABILITY OF THE SUPPORT GROUP, MED EDUCATION, F/UP
INTERVENTIONS, AMONG OTHERS. TO PREVENT A RELAPSE PHASE, INTERVENTIONS
TO IMPROVE THE PARTICIPANT’S COMPLIANCE WITH THEIR PHYSICIAN'S
PHARMACOLOGICAL TREATMENT PLAN ARE OFFERED.

Fithess Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) PHYSICAL EXERCISE PEDALS 2)
STRETCH STRAPS. ITEM QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.
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Remote Access Technologies (including Web/Phone-based technologies and Nursing

Hotline) (14¢7) - Non-Medicare
Select the type of Remote Access Technologies offered

Nursing Hotline

Nursing Hotline Notes

THE NURSE TRIAGE LINE IS AVAILABLE 24/7 TO THE MEMBERS. HEALTH
PROFESSIONALS ANSWER MEMBER CALLS AND DETERMINE THE SEVERITY OF THE
CALLER'S COMPLAINT USING A SERIES OF ALGORITHMS BASED BY THE AMERICAN
MEDICAL ASSOCIATION AND CLINICAL GUIDELINES. THE HEALTH PROFESSIONALS WILL
RECOMMEND ACTIONS TO THE CALLER BASED ON TRIAGE PROTOCOLS THAT CAN
INCLUDE: 1. DIRECT THE CALLER TO THE APPROPRIATE USE OF MEDICAL RESOURCES
AS: INITIAL TREATMENT AT HOME, VISIT TO THE PRIMARY CARE PHYSICIAN IN THE NEXT
FEW DAYS OR VISIT TO EMERGENCY ROOM IF NECESSARY, ACCORDING WITH THE
SIGN AND SYMPTOMS PRESENTED. 2. CHANNELING OF THE OTHER SERVICES AS:
MENTAL HEALTH, POISON CONTROL AMONG OTHERS. 3. DIRECT ACCESS TO THE 911
EMERGENCY LINES, CRISIS MANAGEMENT LINES, EMERGENCY ROOMS, OR HMO’S
SYSTEMS. 4. PROVIDE EDUCATION REGARDING THE SYMPTOMS AND MANAGEMENT OF
MEDICAL EMERGENCIES, LABORATORY TEST, MEDICAL PRESCRIPTIONS, MEDICATION
USE, CHRONIC CONDITIONS, NUTRITION, PSYCOLOGIC HELP AND OTHERS CLINICAL
AREAS.

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Is there a coinsurance Nursing Hotline?
No

Is there a copayment Nursing Hotline?
No

Home and Bathroom Safety Devices and Modifications (14c8) - Non-Medicare
Is there a maximum plan benefit coverage amount?

. 4k
&

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
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" No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) MEDICAL BATHMAT 2) RAISED TOILET
SEAT 3) HANDHELD SHOWER HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS
IN EACH CATEGORY MAY APPLY.

Alternative Therapies (14¢17) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
12

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes
UNDER THIS CATEGORY WE WILL COVER NATUROPATH VISITS.

Comprehensive Dental (16c) - Non-Medicare
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Service maximum plan benefit coverage:

Yes

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amaount
$2000.00

Periodicity
Every Year

Is the maximum plan benefit coverage amount entered exclusively part of a Combined
Supplemental Benefits (CSB) group?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Nates

THE MAXIMUM PLAN BENEFIT COVERAGE AMOUNT WILL APPLY FOR ALL
COMPREHENSIVE SERVICES.

Restorative Services (16¢c1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?

No k’/)‘(\ )

Is there a copayment?

No
Authorization required for this benefit?
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‘ Yes

Referral required for this benefit?
No

Notes

CORE BUILDUP AND PIN RETENTION PER TOOTH, PER SURFACE, ONCE EVERY 24
MONTHS. POST AND CORE IN ADDITION TO CROWN COVERED ONE PER TOOTH PER
LIFE. SINGLE CROWNS COVERED UP TO ONE PER YEAR. REPLACEMENT CROWNS
COVERED EVERY 5 YEARS PER TOOTH, BY REPORT IF REPLACEMENT IS NEEDED.
SINGLE CROWNS REQUIRE PRE AUTHORIZATION. PROVISIONAL CROWNS ARE
COVERED ONE (1) PER TOOTH EVERY FIVE (5) YEARS. LABIAL VENEER ARE COVERED
ONE (1) PER TOOTH EVERY FIVE (5) YEARS.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

REMOVABLE COMPLETE OR PARTIAL DENTURES IN RESIN AND METAL BASE, COVERED
EVERY 5 YEARS. DENTURE REPAIR SERVICES, INCLUDING SERVICES RELATED TO THE
REPAIR OF EXISTING COMPLETE OR PARTIAL DENTURES ARE COVERED. REMOVABLE
PARTIAL FLEXIBLE BASE DENTURES (SUCH AS: VALPLAST) COVERED EVERY 5 YEARS.
RELINE OR REBASE ARE NOT COVERED IN FLEXIBLE BASE DENTURES AND/OR

FLEXIBLE BASE ARE NOT COVERED IN COMPLETE OR FULL DENTURES.

file://IC:/Users/csotomayor/Downloads/PBP_Report_05292026032810.htmi

77185




5/20/26, 4:18 PM PBP Data Report
Implant Services (16c6) - Non-Medicare
Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UP TO 1 IMPLANT AYEAR. SURGICAL PLACEMENT OF IMPLANT BODY, ENDOSTEAL
IMPLANT, COVERED ONE PER TOOTH PER LIFE. ABUTMENT SUPPORTED PORCELAIN
(METAL AND/OR HIGH NOBLE METAL), ABUTMENT SUPPORTED PORCELAIN/CERAMIC
CROWN, IMPLANT SUPPORTED PORCELAIN CROWN(CERAMIC) COVERED. CROWNS ON
IMPLANTS ARE COVERED 1 PER TOOTH EVERY 5 YEARS WITH APPROPRIATE
JUSTIFICATION. IMPLANT SERVICES WILL ONLY BE COVERED WHEN PERFORMED BY A
CERTIFIED PROVIDER. ALL OTHER PROSTHODONTIC SERVICES ARE NOT COVERED.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
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PERIODICITY VARIES BY SERVICE ¥
Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UP TO 4 UNITS PER YEAR. RETAINER CROWN PORCELAIN FUSED TO HIGH NOBLE
METAL, RETAINER CROWN PORCELAIN/CERAMIC, PONTIC PORCELAIN FUSED TO NOBLE
AND/OR HIGH NOBLE METAL, PONTIC PORCELAIN/ CERAMIC. PONTICS AND RETAINERS
ARE COVERED 1 PER TOOTH PER LIFE.

Adjunctive General Services (16c10) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
.1

Periodicity

Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes
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ANESTHESIA UNDER DEEP SEDATION IS COVERED. THE FIRST 15 MINUTES AND 3
ADDITIONAL 15 MINUTE INCREMENTS ARE COVERED FOR A TOTAL OF 60 MINUTES
COMBINED PER DAY OF SERVICE. DEEP SEDATION SERVICES ARE APPLICABLE FOR
PAYMENT WHEN THE FOLLOWING SERVICES ARE PERFORMED: SURGICAL PLACEMENT
OF THE IMPLANT BODY, ENDOSSEOUS IMPLANT, SURGICAL EXTRACTION OF
PROTRUDING TOOTH OR RESIDUAL ROOT, REMOVAL OF IMPACTED TEETH - IN SOFT
TISSUE, REMOVAL OF PARTIALLY OR COMPLETELY IMPACTED TEETH IN BONE,
REMOVAL OF RESIDUAL TOOTH ROOTS, REMOVAL OF THE PALATINE TORUS,
MANDIBULAR TORUS AND REMOVAL OF EXOSTOSIS. AUTHORIZATION RULES APPLY TO
DEEP SEDATION SERVICES. SERVICES AND MATERIALS NOT LISTED ABOVE ARE NOT
COVERED BY THE PLAN.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?

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

Combined maximum amount
$600.00

Periodicity
Every Year

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

No
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Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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Referral required for this benefit?
No

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:
Yes

Select Coverage

Both ears combined

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$600.00

Periodicity
Every 3 Years

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Rx

Rx Characteristics
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Medicare-defined Part D Medicare-defined Part D Medicare-defined Part D
Deductible amount Coinsurance amount Annual Qut-of-Pocket cost
$700.00 25% threshold

$2400.00

Cap for one-month supply of
each Part D-covered insulin

$35

Rx Setup

Select the type of drug benefit
Defined Standard

Retail
Standard Retail

Mail-Order
Standard Mail-Order

Long-Term Care
Yes

Qut-of-Network

Yes

Sponsor attests that it will comply with 42 CFR 423.154
Yes
Does this plan pay for over-the-counter-medications (OTCs) under the utilization management

program? If you select "Yes" you must upload a supplemental file through the Formulary
Submission Module by Friday, June 5, 2026, at 11:59 am Eastern Time.

No

Defined Standard - L.ocations and Location Supply
Standard Retail

Select days far 1-month supply
30

Select days for 3-month supply
90

Standard Mail-Order

Select days for 3-month supply
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90

Long-Term Care

Select days for long-term care supply
31

Out-of-Network

Select days for out of network 1-month supply
30

Are all of the drugs on your formulary available with an extended day supply?
No

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

No

| attest that there is no deductible and no cost sharing for an adult vaccine recommended by the
Advisory Committee on Immunization Practices (ACIP). There is no enrollee cost sharing on the
ingredient cost of the vaccine submitted on the prescription drug event (PDE) record, or any
associated sales tax, dispensing fee, or vaccine administration fee, regardless of tier placement
or benefit phase. The applicable vaccines will be designated as such on the beneficiary-facing
formulary model documents.

Yes

Rx Notes

No Data Saved for Selected Section, Incomplete or Not Started.

DS Insulin Cost Share

The enrollee cost sharing for each prescription fill up to a one-month supply for a covered insulin
product, consistent with § § 423.100 and 423.120¢(h), will not exceed the lesser of (1) $35; (2) an
amount equal to 25 percent of the maximum fair price established for the covered insulin product
in accordance with part E of subchapter Xl, or (3) an amount equal to 25 percent of the
negotiated price, as defined in § 423.100, of the covered insulin product under the prescription
drug plan or MA-PD plan. If submitted insulin cost sharing is less than either $35 or 25%, | attest
that enrollee cost sharing will not exceed the lesser of those cost sharing values.

Yes

Standard Retail

Enter 1-month copayment
$35.00

Cainsurance 1-month supply
25%
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Standard Mail-Order

Long-Term Care

Enter 1-month copayment
$35.00

Out-of-Network

Out-of-network 1-month
copayment

$35.00

PBP Data Report

Enter 3-month capayment
$105.00

Coinsurance 3-month supply
25% -

Long-Term Care Coinsurance
25%

Qut-of-Network Coinsurance
25%
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PLAN BENEFIT PACKAGE (PBP) DATA ENTRY SYSTEM REPORT

Contract Year: 2027
Requested By: CHRISTIAN SOTOMAYOR

H4004 ADMINISTRACION DE SEGUROS DE SALUD
072 - 2 MMM HEALTHCARE, LLC - Data Report 27 -0000 2
Plan Characteristics )

. NUMERO DE CONTRATO
General Information
Organization Legal Name Organization Marketing Name Organization Type

MMM HEALTHCARE, LLC Medicare y Mucho Mas (MMM) Local CCP

Plan Name Plan Geographic Name
MMM Relax Platino (HMO D-  Puerto Rico
SNP)
Plan Details
Plan Type Is this a network plan? Is this an Employer-Only Plan?
HMO Not Applicable No
Does this plan offer Does this plan offer Point of Does this plan offer Out-of-
Prescription drugs (Rx)? Service (POS)? Network Services (OON)?
Yes No No

Does this plan participate in
the Better Approaches to
Lifestyle and Nutrition for
Comprehensive hEalth
(BALANCE) Model?

Not Available

Special Needs Plan

Is this a SNP? SNP Type SNP Institutional Type
Yes Dual-Eligible Not Applicable

Does this D-SNP offer Under this D-SNP, has the This DSNP:;

Medicare zero-dollar cost state agreed to cover all

None of the above (i.e., no

shia)rmg (not applicable to Part  Medicare Part C premiums buy-down applied)

D) and Part C cost sharing for

No enrollees in your D-SNP? \j ﬂ _"‘,\f-

No

Plan Attributes
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Select Enrollee type:
PartA& Part B

Does this Plan have a CMS-approved Continuation Area?

No

Does this plan intend to participate in the Platino program?

Yes

PBP Data Report

Contract Year 2027 Medicare-defined MOOP Limits (HMO Plan)

Lower MOOP Limit intermediate MOOP Limit
$0 - $4450 In-network $4451 - $7150 In-network

Standard Bid

Mandatory MOOP Limit
$7151 - $9850 In-network

Does this plan offer a standard Does this plan offer a standard Does this plan offer a standard

bid for In-Network service bid for plan-level deductible bid for Visitor Travel Program
categories? and maximum enrollee out-of- VI?
?
No pocket cost (MOOP)* No
No
Benefit Offerings

Medicare Services

Showing all the service categories that are being offered under the plan

Services

Inpatient Hospital Services(1)
Inpatient Hospital-Acute(1a)
Inpatient Hospital Psychiatric(1b)
Skilled Nursing Facility (SNF)(2)
Cardiac and Pulmonary Rehabilitation Services(3)
Cardiac Rehabilitation Services(3-1)
Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)
SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)
Emergency Services(4a)

Urgently Needed Services(4b)
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Required
Required

Required
Required
Required

Required %

Required
Required
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Services

Partial Hospitalization/Intensive Outpatient Program
Services(5)

Partial Hospitalization Program(5a)
Intensive Outpatient Program Services(5b)

Home Health Services(6)

Health Care Professional Services(7)
Primary Care Physician Services(7a)
Chiropractic Services(7b)

Occupational Therapy Services(7c)
Physician Specialist Services(7d)
Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Specialty
Services(7e1)

Group Sessions for Mental Health Specialty
Services(7e2)

Podiatry Services(7f)

Other Health Care Professional(7g)

Psychiatric Services(7h)

Individual Sessions for Psychiatric Services(7h1)
Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology
Services(7i)

Additional Telehealth Benefits(7j)
Opioid Treatment Program Services(7k)

Outpatient Procedures, Tests, Labs and Radiology
Services(8)

Diagnostic Procedures/Tests/Lab Services(8a)
Diagnostic Procedures/Tests(8a1)
Lab Services(8a2)

Outpatient Diagnostic/Therapeutic Radiological
Services(8b)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)
Outpatient Services(9)

Outpatient Hospital Services(9a)
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Required
Required

Required
Required
Required
Required

Required

Required

Required
Required

Required
Required

Required

Yes
Required

Required
Required

Required
Required
Required
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Services

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(9b)
Outpatient Substance Abuse(9c)

Individual Sessions for Outpatient Substance
Abuse(9c1)

Group Sessions for Outpatient Substance
Abuse(9c2)

Outpatient Blood Services(9d)

Ambulance/Transportation Services(10)

Ambulance Services(10a)
Ground Ambulance Services(10a1)

Air Ambulance Services(10a2)

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a)
Prosthetics/Medical Supplies(11b)
Prosthetic Devices(11b1)

Medical Supplies(11b2)

Diabetic Supplies and Services(11c)
Diabetic Supplies(11c1)

Diabetic Therapeutic Shoes/Inserts(11c2)
Diabetic Monitors(11¢3)

Dialysis Services(12)

Preventive and Other Defined Supplemental
Services(14)

Medicare-covered Zero Dollar Preventive
Services(14a)

Kidney Disease Education Services(14d)

Other Medicare-covered Preventive Services(14e)
Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)

Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)

Medicare Part B Rx Drugs(15)
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Required
Required
Required

Required

Required

Required

Required
Required

Required

Required
Required

Required
Required
Required
Required

Required

Required

Required
Required
Required
Required
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Services

Medicare Part B Insulin Drugs(15-1)

Medicare Part B Chemotherapy/Radiation Drugs(15-
2)

Other Medicare Part B Drugs(15-3)
Dental(16)

Medicare Dental Services(16a)
Eye Exams/Eyewear(17)

Eye Exams(17a)

Eyewear(17b)
Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

Non-Medicare Services

In Network (INN)

Required
Required

Required

Required

Required
Required

Required

Showing all the service categories that are being offered under the plan

In Network (INN)

Services

Inpatient Hospital Services(1)
Inpatient Hospital-Acute(1a)

Additional Days for Inpatient Hospital-
Acute(1al)

Non-Medicare-covered Stay for Inpatient
Hospital-Acute(1a2)

Upgrades for Inpatient Hospital-Acute(1a3)
Inpatient Hospital Psychiatric(1b)

Additional Days for Inpatient Hospital
Psychiatric(1b1)

Non-Medicare-covered Stay for Inpatient
Hospital Psychiatric(1b2)

Skilled Nursing Facility (SNF)(2)

Additional Days beyond Medicare-covered for
Skilled Nursing Facility (SNF)(2-1)

Cardiac and Pulmonary Rehabilitation Services(3)
Additional Cardiac Rehabilitation Services(3-1)

Additional Intensive Cardiac Rehabilitation
Services(3-2)
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In Network (INN)

Services .
Optional/Mandatory

/ Both

Additional Pulmonary Rehabilitation Services(3-
3)

Additional SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)
Worldwide Emergency/Urgent Coverage(4c)
Worldwide Emergency Coverage(4c1) Required Mandatory
Worldwide Urgent Coverage(4c?2) Required Mandatory
Worldwide Emergency Transportation(4c¢3)
Health Care Professional Services(7)
Chiropractic Services(7b)
Routine Chiropractic Care(7b1) Required Mandatory
Other Chiropractic Services(7b2)
Podiatry Services: Routine Foot Care(71) Required Mandatory
Ambulance/Transportation Services(10)
Transportation Services(10b)

Transportation Services - Plan Approved

Health-related Location(10b1) Required Mariatory

Transportation Services - Any Health-related
Location(10b2)

Other Supplemental Services(13)
Acupuncture Treatments(13a) Required Mandatory
Over-the-Counter (OTC) ltems(13b) Required Mandatory
Meal Benefit(13c) Required Mandatory
Other 1(13d)
Other 2(13e)
Other 3(13f)

Dual Eligible SNPs with Highly Integrated
Services(13g)

Preventive and Other Defined Supplemental
Services(14) S

Annual Physical Exam(14b)
Other Defined Supplemental Benefits(14c)
Health Education(14c1) Required Mang4t

file://IC:/Users/csotomayor/Downloads/PBP_Report_05292026032820.htm| 6/85



5/29/26, 4:19 PM PBP Data Report

In Network (INN)

Services .
Optional/Mandatory
/ Both
Nutritional/Dietary Benefit(14¢2) Required Mandatory
Additional Sessions of Smoking and Tobacco Required Mandat
Cessation Counseling(14c¢3) equire andatory
Fitness Benefit(14c4) Required Mandatory

Enhanced Disease Management(14c5)
Telemonitoring Services(14c6)

Remote Access Technologies (including
Web/Phone-based technologies and Nursing Required Mandatory
Hotline)(14¢7)

Home and Bathroom Safety Devices and Required Mandat
Modifications(14¢8) equire andatory
Counseling Services(14¢9)

In-Home Safety Assessment(14c¢10)

Personal Emergency Response System
(PERS)(14c11)

Medical Nutrition Therapy (MNT)(14¢c12)

‘Post discharge In-Home Medication
Reconciliation(14¢13)

Re-admission Prevention(14c14)

Wigs for Hair Loss Related to
Chemotherapy(14c15)

Weight Management Programs(14c16)
Alternative Therapies(14¢17) Required Mandatory
Therapeutic Massage(14c18)

Adult Day Health Services(14c¢19)

Home-Based Palliative Care(14c20)

In-Home Support Services(14c21)

Support for Caregivers of Enrollees(14c22)
Home infusion bundled services(15)
Dental(16)

Diagnostic and Preventive Dental(16b)

Oral Exams(16b1)

Dental X-Rays(16b2)

Other Diagnostic Dental Services(16b3)
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In Network (INN)

Services

Prophylaxis (cleaning)(16b4)
Fluoride Treatment(16b5)
Other Preventive Dental Services(16b6)

Comprehensive Dental(16c)

Restorative Services(16¢1) Required
Endodontics(16c2)
Periodontics(16¢3)
Prosthodontics, removable(16¢4) Required

Maxillofacial Prosthetics(16¢5)

Implant Services(16¢6) Required
Prosthodontics, fixed(16¢7) Required
Oral and Maxillofacial Surgery(16c¢8)

Orthodontics(16¢9)

Adjunctive General Services(16¢10) Required

Eye Exams/Eyewear(17)
Eye Exams(17a)
Routine Eye Exams(17a1)
Other Eye Exam Services(17a2)

Eyewear(17b)
Contact Lenses(17b1) Required
Eyeglasses (lenses and frames)(17b2) Required

Eyeglass lenses(17b3)
Eyeglass frames(17b4)
Upgrades(17b5)
Hearing Exams/Hearing Aids(18)
Hearing Exams(18a)
Routine Hearing Exams(18a1)
Fitting/Evaluation for Hearing Aid(18a2) Required
Prescription Hearing Aids(18b)
Prescription Hearing Aids (all types)(18b1) Required
Prescription Hearing Aids - Inner Ear(18b2)
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In Network (INN)

Services Optional/Mandatory

! Both

Prescription Hearing Aids - Outer Ear(18b3)
Prescription Hearing Aids - Over the Ear(18b4)
OTC Hearing Aids(18c¢)

Plan Level Cost Sharing
Plan Level Cost Sharing
Tiered Cost Sharing

Does this plan have tiered cost sharing for Medicare covered services?
No

Does this plan have tiered cost sharing for Non-Medicare covered services?
No

Reductions in Cost Sharing

Does your plan offer Reductions in Cost Sharing?
No

Combined Supplemental Benefits

Do you offer Combined Supplemental Benefits?

Yes

Annual Plan Deductible

Does this plan have an In-Network plan deductible?
No

Max Enrollee Cost Limit

Does this plan have an In-Network MOOP?
Yes

What type of In-Network MOOP does your plan offer?

Lower

In Network MOOP Amount
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$3250.00

Select the Service Categories that apply to the In-Network Maximum Enrollee Out-of-Pocket cost:

In-Network Medicare-covered benefits
In-Network Non-Medicare-covered benefits

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

Yes

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

Yes

Medicare Services
Select the Medicare service categories that are subject to each MOOP type:

Services In-Network

Inpatient Hospital Services(1)

inpatient Hospital-Acute(1a) Yes
Inpatient Hospital Psychiatric(1b) Yes
Skilled Nursing Facility (SNF)(2) Yes
Cardiac and Pulmonary Rehabilitation Services(3)

Cardiac Rehabilitation Services(3-1) Yes
Intensive Cardiac Rehabilitation Services(3-2) Yes
Pulmonary Rehabilitation Services(3-3) Yes
SET for PAD Services(3-4) Yes
Emergency/Urgently Needed Services(4)

Emergency Services(4a) Yes
Urgently Needed Services(4b) Yes
Partial Hospitalization/Intensive Outpatient Program
Services(b)

Partial Hospitalization Program(5a) Yes
Intensive Outpatient Program Services(5b) Yes
Home Health Services(6) Yes
Health Care Professional Services(7) %
Primary Care Physician Services(7a) Yes
Chiropractic Services(7b) Yes
Occupational Therapy Services(7¢) Yes
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Services In-Network

Physician Specialist Services(7d) Yes
Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Specialty

Services(7e1) Yes
Group Sessions for Mental Health Specialty Yes
Services(7e2)

Podiatry Services(7f) Yes
Other Health Care Professional(7g) Yes
Psychiatric Services(7h)

Individual Sessions for Psychiatric Services(7h1) Yes
Group Sessions for Psychiatric Services(7h2) Yes
Physjcal Therapy and Speech-Language Pathology Yes
Services(7i)

Additional Telehealth Benefits(7j) Yes
Opioid Treatment Program Services(7k) Yes
Outpatient Procedures, Tests, Labs and Radiology
Services(8)

Diagnostic Procedures/Tests/Lab Services(8a)

Diagnostic Procedures/Tests(8a1) Yes
Lab Services(8a2) Yes
Outpatient Diagnostic/Therapeutic Radiological

Services(8b)

Diagnostic Radiological Services(8b1) Yes
Therapeutic Radiological Services(8b2) Yes
Outpatient X-Ray Services(8b3) Yes
Outpatient Services(9)

Outpatient Hospital Services(9a)

Outpatient Hospital Services(9a1) Yes
Observation Services(9a2) Yes
Ambulatory Surgical Center (ASC) Services(9b) Yes
Outpatient Substance Abuse(9¢)

Individual Sessions for Outpatient Substance Yes

Abuse(9¢1)
Group Sessions for Outpatient Substance Abuse(9¢2) Yes
Outpatient Blood Services(9d) Yes

Ambulance/Transportation Services(10)
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Services In-Network

Ambulance Services(10a)
Ground Ambulance Services(10a1) Yes
Air Ambulance Services(10a2) Yes

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Yes
Prosthetics/Medical Supplies(11b)

Prosthetic Devices(11b1) Yes
Medical Supplies(11b2) Yes
Diabetic Supplies and Services(11c)

Diabetic Supplies(11c1) Yes
Diabetic Therapeutic Shoes/Inserts(11c2) Yes
Diabetic Monitors(11¢3) Yes
Dialysis Services(12) Yes
Preventive and Other Defined Supplemental

Services(14)

Medicare-covered Zero Dollar Preventive

Services(14a) Yes
Kidney Disease Education Services(14d) Yes
Other Medicare-covered Preventive Services(14e)

Glaucoma Screening(14e1) Yes
Diabetes Self-Management Training(14e2) Yes
Digital Rectal Exams(14e4) Yes
EKG following Welcome Visit(14e5) Yes
Medicare Part B Rx Drugs(15)

Medicare Part B Insulin Drugs(15-1) Yes
Medicare Part B Chemotherapy/Radiation Drugs(15-2)  Yes
Other Medicare Part B Drugs(15-3) Yes
Dental(16)

Medicare Dental Services(16a) Yes
Eye Exams/Eyewear(17)

Eye Exams(17a) Yes %‘
Eyewear(17b) Yes

Hearing Exams/Hearing Aids(18)
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Services In-Network

Hearing Exams(18a) Yes

Non-Medicare Services
Select the Non-Medicare service categories that are subject to each MOOP type:

Services In-Network

Emergency/Urgently Needed Services(4)

Worldwide Emergency/Urgent Coverage(4c)

Worldwide Emergency Coverage(4c1) Yes
Worldwide Urgent Coverage(4c2) Yes
Health Care Professional Services(7)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1) Yes
Podiatry Services: Routine Foot Care(7f) Yes
Ambulance/Transportation Services(10)

Transportation Services(10b)

Transportation Services - Plan Approved Health-

related Location(10b1) Yes
Other Supplemental Services(13)

Acupuncture Treatments(13a) Yes
Over-the-Counter (OTC) ltems(13b) Yes
Meal Benefit(13c) Yes
Preventive and Other Defined Supplemental

Services(14)

Other Defined Supplemental Benefits(14c)

Health Education(14¢1) Yes
Nutritional/Dietary Benefit(14c2) Yes
Additio_nal Session:-“. of Smoking and Tobacco Yes
Cessation Counseling(14c¢3)

Fitness Benefit(14c4) Yes
Remote Access Technologies_ (includi.ng Web/Phone- Yes
based technologies and Nursing Hotline)(14c7) W
Hom_e anq Bathroom Safety Devices and Yes
Modifications(14¢8)

Alternative Therapies(14¢17) Yes

file:///C:/Userslcsotomayor/Downloads/PBP_Report_05292026032820.html 13/85



5/29/26, 4:19 PM PBP Data Report

Services In-Network
Dental(16)

Comprehensive Dental(16c)

Restorative Services(16¢1) Yes
Prosthodontics, removable(16¢4) Yes
Implant Services(16¢6) Yes
Prosthodontics, fixed(16¢7) Yes
Adjunctive General Services(16¢10) Yes
Eye Exams/Eyewear(17)

Eyewear(17b)

Contact Lenses(17b1) Yes
Eyeglasses (lenses and frames)(17b2) Yes

Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

Fitting/Evaluation for Hearing Aid(18a2) Yes
Prescription Hearing Aids(18b)

Prescription Hearing Aids (all types)(18b1) Yes

Prior Authorization & Referral
Prior Authorization

Is prior authorization required for any In-Network service
categories?

Yes

Select the In-Network service categories that require prior authorization:

Inpatient Hospital-Acute(1a)

Inpatient Hospital Psychiatric(1b)

Skilled Nursing Facility (SNF)(2)

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Qutpatient Program Services(5b)
Home Health Services(6)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1) .

Occupational Therapy Services(7c)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)

Podiatry Services(7f)
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Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology Services(7i)
Additional Telehealth Benefits(7j)

Opioid Treatment Program Services(7Kk)

Diagnostic Procedures/Tests(8a1)

Lab Services(8a2)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(9b)
Individual Sessions for Outpatient Substance Abuse(9c1)
Group Sessions for Outpatient Substance Abuse(9c2)
Outpatient Blood Services(9d)

Ground Ambulance Services(10a1)

Air Ambulance Services(10a2)

Transportation Services - Plan Approved Health-related Location(10b1)
Durable Medical Equipment (DME)(11a)

Prosthetic Devices(11b1)

Medical Supplies(11b2)

Diabetic Supplies(11c1)

Diabetic Therapeutic Shoes/Inserts(11¢2)

Diabetic Monitors(11c3)

Dialysis Services(12)

Acupuncture Treatments(13a)

Meal Benefit(13c)

Medicare-covered Zero Dollar Preventive Services(14a)
Health Education(14c¢1)

Nutritional/Dietary Benefit(14c2)

Additional Sessions of Smoking and Tobacco Cessation Counseling(14¢3)
Fitness Benefit(14c4)

Remote Access Technologies (including Web/Phone-based technologies and Nursing Hotline)
(14c7)

Home and Bathroom Safety Devices and Modifications(14c¢8)
Alternative Therapies(14¢17)

Kidney Disease Education Services(14d)

Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)

Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)

Medicare Part B Insulin Drugs(15-1)

Medicare Part B Chemotherapy/Radiation Drugs(15-2)
Other Medicare Part B Drugs(15-3)

Medicare Dental Services(16a)

Restorative Services(16¢1)

Prosthodontics, removable(16¢4)

Implant Services(16c6)

Prosthodontics, fixed(16c7)
Adjunctive General Services(16¢10)
Eye Exams(17a)

Eyewear(17b)
Contact Lenses(17b1)
Eyeglasses (lenses and frames)(17b2)
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Hearing Exams(18a)
Fitting/Evaluation for Hearing Aid(18a2)
Prescription Hearing Aids (all types)(18b1)

Referral

Is referral required for any In-Network service categories?

Yes

Select the In-Network service categories that requires

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)
Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7c)

Physician Specialist Services(7d)

a referral:

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)

Podiatry Services(7f)

Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)
Group Sessions for Psychiatric Services(7h2)

Individual Sessions for Outpatient Substance Abuse(9¢1)

Group Sessions for Outpatient Substance Abuse(9c2)
Acupuncture Treatments(13a)
Meal Benefit(13c)

Visitor Travel

Does this plan offer the US
Visitor/Travel Program (V/T)?

No

Cost Share Groups

Combined Benefits Groups

Maximum
Plan
Group Name leolfie o Benefit
elivery Coverage
amount
oTc Catalogue
COMBINED Pa ah 95“ $20.00
PACKAGE HICHESS
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Maximum
Mode of i ’ C S_ha_lred_
Group Name delive Benefit Periodicity Visit/Trips Status
ry Coverage Limits
amount

Non-Medicare covered benefits that are included in your Combined Supplemental Benefit
Group:

Over-the-Counter (OTC) ltems(13b)
Fitness Benefit(14c4)

Home and Bathroom Safety Devices and Modifications(14¢8)

Is the enrollee limited to one or more of the Combined Supplemental Benefits from the group
which they must select in advance?

No

Do you offer Combined Supplemental Benefits with a shared maximum plan benefit amount?

Yes

Do you offer Combined Supplemental Benefits with a shared visit/trips limits?
No

Reduction in Cost Sharing Groups

No Data Saved for Selected Section, Incomplete or Not Started.

Optional Supplemental Packages

No Data Saved for Selected Section, Incomplete or Not Started.

MA Uniformity & SSBCI

Does this plan include MA Uniformity Flexibility with reductions in cost or additional benefits?

No

Does this plan offer Special Supplemental Benefits for the Chronically I1?

Yes

MA UF/SSBCI Reduction in Cost Sharing Packages (19a)

Package ID Package Name Type of Package Status
1 DEBIT CARD SSBCI Compilet

Chronic Conditions - Please choose one or more
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Package ID Package Name Type of Package Status

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description

Chronic Back Pain

Prerequisite for reduction of cost sharing for this package?

No

Does the plan reduce cost sharing to $0 for all covered benefits, up to a maximum
aggregate amount?

No

Select the Medicare benefits that apply to reduced cost sharing %

Durable Medical Equipment (DME) (11a),
Prosthetic Devices (11b1),
Medical Supplies (11b2)
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Package ID Package Name Type of Package Status

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

Is there a maximum aggregated amount of reduced cost sharing?

Yes

Specify the maximum aggregated amount of reduced cost sharing:
$95.00

Indicate mode of delivery for maximum coverage amount
Debit Card

Expected number of chronically ill enrollees eligible for SSBCI:
19635

Expected number of chronically ill enrollees that will utilize SSBCI:
18809

Notes

ELIGIBLE MEMBERS RECEIVE ALLOWANCE ADMINISTERED THROUGH A DEBIT
CARD. THE DEBIT CARD ALLOWS THE MEMBER TO REDUCE COST SHARING FOR
THE LISTED SERVICES. MEMBER IS RESPONSIBLE FOR COSTS THAT EXCEED THE
ALLOWANCE.

Reduced Coinsurance

Reduced Coinsurance?

Yes

Select the benefits that will receive reduced coinsurance
Durable Medical Equipment (DME) (11a) - Medicare

Min: 0% Max: 0%,

Prosthetic Devices (11b1) - Medicare

Min: 0% Max: 0%,

Medical Supplies (11b2) - Medicare

Min: 0% Max: 0%

Reduced Copayment

Reduced Copayment?
No

Reduced Deductible
Reduced Deductible?
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Package ID Package Name Type of Package Status
No

MA UF/SSBCI Additional Benefits Packages (139b)

Package ID Package Name Type of Package Status
1 SSBCI Coverage SSBCI Completed

Chronic Conditions - Please choose one or more

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chranic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description %

Chronic Back Pain
Prerequisite for any additional benefits for this package?
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Package ID Package Name Type of Package Status
No

Select all the Non-Medicare-covered additional benefits offered in this package

Over-the-Counter (OTC) ltems (13b),

Food and Produce (13i1),

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14c8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16¢2),

Periodontics (16c¢3),

Prosthodontics, removable (16¢4),

Implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1),
Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5)

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

Is there a package level maximum coverage amount?

Yes

Specify the maximum benefit amount
$95.00

Periodicity

Every Month

Indicate mode of delivery for maximum coverage amount

Debit Card
Select all the Non-Medicare-covered benefits that apply to the package level maximum \{w*

coverage

Over-the-Counter (OTC) ltems (13b),
Food and Produce (13i1),
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Package ID Package Name Type of Package Status

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5),
Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14c8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16c2),

Periodontics (16¢3),

Prosthodontics, removable (16c4),

Implant Services (16c6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1)

Expected number of chronically ill enrollees eligible for SSBCI:
19635

Expected number of chronically ill enrollees that will utilize SSBCI:
18809

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO SSBCI PACKAGE BENEFITS THROUGH A
DEBIT CARD LOADED WITH THE COMBINED PACKAGE-LEVEL MAXIMUM
COVERAGE AMOUNT PLUS AN ADDITIONAL BENEFIT-SPECIFIC MAXIMUM
COVERAGE AMOUNT FOR SPECIFIC BENEFITS REFERENCED IN 13I-3, 13I-4, 13I-5,
AND 13I-10.

Package Selected Benefit Details

Over-the-Counter (OTC) items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?

No ( z Z [
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Are you offering Nicotine Replacement Therapy (NRT) as a Part C OTC bengjit?
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Package ID Package Name Type of Package Status

Yes

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

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

No

Mode of delivery for the OTC ltems

Debit Card
Catalogue Purchase

Authorization required for this benefit?
No

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2)
FIRST AID SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE
MEDICAL INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5)
INCONTINENCE SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING
AND MONITORING SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS
WHO MEET MEDICAL CRITERIA FOR ON-GOING MONITORING OF BLOOD
PRESSURE, THE PLAN WILL PROVIDE ONE (1) BLOOD PRESSURE MONITOR UNIT
EVERY 5 YEARS. THIS BENEFIT MAY REQUIRE MEDICAL EVALUATION AND/OR
PREAUTHORIZATION. 7) FIBER SUPPLEMENTS 8) TOPICAL SUNSCREEN 9)
SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING, TENNIS ELBOW STRAP,
WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE SUPPORT, KNEE
ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT LIMITED
TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH
CATEGORY MAY APPLY.

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
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No

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Physical Fitness
Fithess Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR FITNESS EQUIPMENT (EXERCISE
PEDALS AND STRETCH STRAPS) AND A GYM MEMBERSHIP VIAA DEBIT CARD. ITEM
QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Home and Bathroom Safety Devices and Modifications (14c8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No
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Referral required for this benefit?
No
Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR THE FOLLOWING ITEMS VIA A
DEBIT CARD: 1) MEDICAL BATHMAT 2) RAISED TOILET SEAT 3) HANDHELD SHOWER
HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Diagnostic and Preventive Dental (16b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a Coinsurance for combination of services included in a single cost per office visit?
No

Is there a Copayment for combination of services included in a single cost per office visit?
No

Is there a deductible?

No
Oral Exams (16b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL EXANMS VIAA
DEBIT CARD.
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Dental X-Rays (16b2) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL X-RAYS
VIAADEBIT CARD.

Other Diagnostic Dental Services (16b3) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL %
DIAGNOSTIC SERVICES VIAA DEBIT CARD.

Comprehensive Dental (16¢) - Non-Medicare

Service maximum plan benefit coverage:

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
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No

Is there a deductible?
No

Restorative Services (16c1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

Status

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL RESTORATIVE

DENTAL SERVICES VIAA DEBIT CARD.
Endodontics (16c2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?

No

Authorization required for this benefit?
No

Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ENDODONTIC

SERVICES VIAA DEBIT CARD.
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Periodontics {16c3) - Non-Medicare

Is this benefit unlimited?
Yes

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No
Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL PERIODONTIC
SERVICES VIA A DEBIT CARD.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL REMOVABLE
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Implant Services (16c6) - Non-Medicare
[s this benefit unlimited? %
Yes

Is there a coinsurance?

file:///C:/Users/csotomayor/Downloads/PBP_Report_05292026032820.htmi 28/85



5/29/26, 4:19 PM PBP Data Report

Package ID Package Name Type of Package Status
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL IMPLANT
SERVICES VIAA DEBIT CARD.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Autharization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL FIXED
PROSTHODONTIC SERVICES VIA A DEBIT CARD.

Oral and Maxillofacial Surgery (16¢8) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

[s there a copayment?
No

Authorization required for this benefit?
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No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL AND
MAXILLOFACIAL SERVICES VIAA DEBIT CARD.

Adjunctive General Services (16c10) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ADJUNCTIVE
DENTAL SERVICES VIAA DEBIT CARD.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

Is there a copayment?
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Package ID Package Name Type of Package Status
- No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL CONTACT LENSES
VIAA DEBIT CARD.

Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR VIAA
DEBIT CARD.

Upgrades (17b5) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

No

Referral required for this benefit?
No

Notes
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ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR
UPGRADES VIAA DEBIT CARD.

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AID
FITTING/EVALUATIONS VIA A DEBIT CARD.

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:
No

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited? %‘

Yes

Is there a coinsurance?
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Package ID Package Name Type of Package Status
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AIDS VIA
A DEBIT CARD.

Food and Produce (13i1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Mode of delivery for Food and Produce
Debit Card

Authorization required for this benefit?
No

Referral required for this benefit?

No

Notes
ELIGIBLE MEMBERS HAVE ACCESS TO FOOD AND PRODUCE THROUGH A DEBIT

CARD. %

Meals (beyond limited basis) (13i2) - Non-Medicare

Is this benefit unlimited?
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Yes

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PREPARED MEALS THROUGH A DEBIT
CARD.

Pest Control (13i3) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?

: Yah

Authorization required for this benefit?
No

Referral required for this benefit?
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No

Notes

ELIGIBLE MEMBERS RECEIVE PEST CONTROL/ERADICATION TREATMENTS (12
EVENTS COMBINED WITH ROADSIDE ASSISTANCE, IN-HOME MINOR REPAIRS, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES) LIMITED TO 2 EVENTS
(1/SEMESTER). ADDITIONALLY, MEMBERS RECEIVE AN ALLOWANCE THROUGH A
DEBIT CARD WHICH PROVIDES ACCESS TO CLEANING PRODUCTS FOR PEST
CONTROL AND FOR ADDITIONAL SERVICES OF PEST CONTROL/ERADICATION
TREATMENTS.

Transportation for Non-Medical Needs (13i4) - Non-Medicare

Enhanced benefit

Any Location

Is this benefit unlimited?

Yes

Type of transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Select Mode of Transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
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No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE ROADSIDE ASSISTANCE (12 EVENTS COMBINED
WITH IN-HOME MINOR REPAIRS (UP TO $300 PER EVENT), PEST CONTROL, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES.) ADDITIONALLY, MEMBERS RECEIVE
AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES ACCESS TO
ADDITIONAL ROADSIDE ASSISTANCE SERVICES TO SUPPORT PERSONAL
TRANSPORTATION AND AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION
NEEDS TO MAINTAIN THE ENROLLEE'S HEALTH.

Indoor Air Quality Equipment Services (13i5) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE UP TO 2 A/C CLEANING SERVICES PER YEAR

(1/SEMESTER) (12 EVENTS COMBINED WITH IN-HOME MINOR REPAIRS (UP TO $300

PER EVENT), PEST CONTROL, AND ROADSIDE ASSISTANCE). ADDITIONALLY,

MEMBERS RECEIVE AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES

ACCESS TO ADDITIONAL A/C CLEANING SERVICES TO SUPPORT HEALTHY INDOOR

AIR QUALITY, REDUCE EXPOSURE TO ALLERGENS AND ENVIRONMENTAL

IRRITANTS, AND PROMOTE SAFE TEMPERATURE REGULATION IN THE HOME. %‘

Social Needs Benefit (13i6) - Non-Medicare

Is there a maximum plan benefit coverage amount?

file://IC:/Users/csotomayor/Downloads/PBP_Report_05292026032820.html 36/85



5/29/26, 4:19 PM PBP Data Report
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No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE TICKETS TOATTEND
ENTERTAINMENT EVENTS (CONCERT, THEATER, MOVIE) AND PERSONAL
GROOMING SERVICES (BARBER OR SALON VISITS) THROUGH A DEBIT CARD.
ENGAGING IN ENTERTAINMENT CAN BE BENEFICIAL FOR DEALING WITH SOCIAL
ISOLATION AND IMPROVING MENTAL HEALTH AND WELLBEING. BY PROVIDING
OPPORTUNITIES FOR RELAXATION, SOCIAL INTERACTION, AND ENJOYABLE
EXPERIENCES, THESE ACTIVITIES CONTRIBUTE TO THE OVERALL
PSYCHOLOGICAL RESILIENCE AND HAPPINESS OF ENROLLEES.

General Supports for Living (13i10) - Non-Medicare

Is there a maximum plan benefit coverage amount?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?

No

Is there a copayment?
No

Are you offering housing support such as rent or mortgage assistance as a covered benefit
under General Supports for Living?

No

Are you offering utilities assistance as a covered benefit under General St f ind?
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Yes

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS UTILITIES,
TOWELS/LINENS/CLOTHING (TO SUPPORT BASIC NEEDS),
GARDENING/HARDWARE TOOLS (FOR HOME MAINTENANCE) AND IN-HOME MINOR
REPAIRS, INCLUDING REPAIRS FOR HOME APPLIANCES AND HANDYMAN
SERVICES (12 EVENTS COMBINED WITH ROADSIDE ASSISTANCE ($300 LIMIT PER
EACH EVENT, $200 LIMIT FOR EACH REPAIR OF HOME APPLIANCES), PEST
CONTROL, AND INDOOR AIR QUALITY EQUIPMENT SERVICES). LIMIT OF 2 EVENTS
FOR PEST CONTROL, HOME APPLIANCE REPAIRS, AND A/C CLEANING SERVICES
(1/SEMESTER) AND 1 EVENT (UP TO 2 HOURS) FOR HANDYMAN SERVICES.
ALLOWANCE FOR ADDITIONAL IN-HOME MINOR REPAIRS VIA THE DEBIT CARD.
POOR-QUALITY HOUSING IS ASSOCIATED WITH VARIOUS NEGATIVE HEALTH
OUTCOMES, INCLUDING CHRONIC DISEASE AND INJURY AND POOR MENTAL
HEALTH. LACK OF HOUSING MAINTENANCE MAY LEAD TO POOR HOUSING
CONDITIONS INSIDE AND OUTSIDE THE HOME. PROVIDING THE TOOLS FOR THE
MEMBER TO MAINTAIN THEIR HOMES IN GOOD CONDITIONS IMPROVES THEIR
PHYSICAL, MENTAL, AND SOCIAL WELLBEING.

Other 1 (13i11) - Non-Medicare

Service Name
PET CARE

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
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No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE PET FOOD, PET SUPPLIES
(LEASH, COLLAR, GROOMING SUPPLIES), AND PET SERVICES (VET VISITS AND
GROOMING SERVICES) THROUGH A DEBIT CARD TO SUPPORT ELIGIBLE
ENROLLEES' MENTAL HEALTH NEEDS. PROVIDING ELIGIBLE MEMBERS WITH THE
MEANS TO RESPONSIBLY CARE FOR THEIR PETS WILL HAVE A DIRECT IMPACT ON
THEIR HEALTH. PET OWNERS ARE LESS LIKELY TO SUFFER DEPRESSION, HAVE
LOWER BLOOD PRESSURE, DISPLAY REDUCED LEVELS OF TRIGLYCERIDE AND
CHOLESTEROL (HIGH LEVELS CAN BE INDICATORS OF HEART DISEASE), SURVIVE
LONGER AFTER HAVING A HEART ATTACK, MAKE FEWER VISITS TO THE DOCTOR,
AND TEND TO LIVE LONGER. OFFERING ACCESS TO PET CARE SUPPLIES ALLOWS
OUR BENEFICIARIES TO ACCESS THE ITEMS NEEDED FOR PET OWNERSHIP AND
WILL THEREFORE RESULT IN IMPROVED OR MAINTAINED HEALTH.

Other 3 (13i13) - Non-Medicare

Service Name
MEMORY AND COGNITIVE FUNCTION SUPPORT ITEMS

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TO PURCHASE MEMORY FITNESS ITEMS
SUCH AS: MEMORY CARDS, BOARD GAMES, SUDOKU OR OTHER ITEM6 TH
HELP THE MEMBER EXERCISE THEIR MEMORY. STUDIES HAVE FOUN{® TH
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INDIVIDUALS WHO ENGAGED IN WORD PUZZLES HAD CONSISTENTLY BETTER
SHORT-TERM MEMORY, REASONING, AND ATTENTIVENESS THAN THOSE WHO DID
NOT ENGAGE IN SUCHACTIVITIES. THIS SUPPORTS THE THEORY THAT KEEPING
THE MIND ACTIVE, IN ADDITION TO REGULAR PHYSICAL EXERCISE, MAY HELP
SLOW THE ONSET OF DEMENTIA.

Benefit Details
Inpatient Hospital-Acute (1a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?

Pericdicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Inpatient Hospital Psychiatric (1b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

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

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Skilled Nursing Facility (SNF) (2) - Medicare

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

Days
0

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

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

No

Is there a coinsurance?
N YA

Is there a copayment?
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No

What is your SNF periocd?
Periodicity
Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Cardiac and Pulmonary Rehabilitation Services (3) - Medicare

Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Cardiac Rehabilitation Services (3-1) - Medicare

|s there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Cardiac Rehabilitation Services (3-2) - Medicare

Is there a coinsurance?

No q z 2 S
Is there a copayment?

No

Authorization required for this benefit?
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Yes

Referral required for this benefit?

Yes

Pulmonary Rehabilitation Services (3-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

SET for PAD Services (3-4) - Medicare

Is there a coinsurance?

No

Is there a copayment?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Emergency Services (4a) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?

No

Is there a copayment?
: b

Urgently Needed Services {4b) - Medicare
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Partial Hospitalization Program (5a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Outpatient Program Services (5b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

~o i

Authorization required for this benefit?

Yes
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Referral required for this benefit?
Yes

Home Health Services (6) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Primary Care Physician Services (7a) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Chiropractic Services (7b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a medicare covered coinsurance?
No

Is there a medicare covered copayment?
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No

Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Occupational Therapy Services (7¢c) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Physician Specialist Services (7d) - Medicare
Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?

No g z Z S
Is there a deductible?

No

Authorization required for this benefit?

Yes
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Referral required for this benefit?

Yes

Mental Health Specialty Services (7¢) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Individual Sessions for Mental Health Specialty Services (7e1) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Group Sessions for Mental Health Specialty Services (7e2) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Podiatry Services (7f) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?

47185
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No

Is there a copayment?
No

Is there a medicare covered deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Other Health Care Professional (7g) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Psychiatric Services (7h) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No
Is there a deductible?

~o Yk

individual Sessions for Psychiatric Services (7h1) - Medicare

Is there a coinsurance?
No
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Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Group Sessions for Psychiatric Services (7h2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

Yes

Physical Therapy and Speech-Language Pathology Services (7i) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?

No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Telehealth Benefits (7j) - Medicare

Medicare-covered benefits that may have Additional Telehealth Benefits availabl
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Physician Specialist Services(7d)

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ADDITIONAL TELEHEALTH SERVICES COVERED FOR SPECIALIST SERVICES PROVIDED
IN THE MULT! SPECIALTY CLINICS.

Opioid Treatment Program Services (7k) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?

No

Is there a copayment?
No

|s there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No l % 2 ZL

Diagnostic Procedures/Tests/Lab Services (8a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (M )?
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No

Is there a copayment?

No

|s there a deductible?
No

Diagnostic Procedures/Tests (8a1) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Lab Services (8a2) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

No

file:///C:/Users/csotomayar/Downloads/PBP_Report_05292026032820.html 51/85



5/29/26, 419 PM PBP Data Report

Outpatient Diagnostic/Therapeutic Radiological Services (8b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Radiological Services (8b1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Therapeutic Radiological Services (8b2) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient X-Ray Services (8b3) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No
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Authorization required for this benefit?

Yes

Referral required for this benefit?
Na

Outpatient Hospital Services {(8a1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?

No

Observation Services (9a2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

No
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Ambulatory Surgical Center (ASC) Services (9b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Substance Abuse (9¢) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?

No

Individual Sessions for Qutpatient Substance Abuse (9c1) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Group Sessions for Outpatient Substance Abuse (9¢2) - Medicare

Is there a coinsurance?

No
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Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Outpatient Blood Services (9d) - Medicare

Does this plan have a service specific maximum enrollee out-of-packet cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?

No

Do you waive the deductible for the first three pints of blood?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Ambulance Services (10a) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Ground Ambulance Services (10a1) - Medicare

Does this plan have a ground ambulance services maximum enrollee out of pocket cost (MOOP

No
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Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Air Ambulance Services (10a2) - Medicare

Does this plan have an air ambulance services maximum enrollee out of pocket(MOOP)?

No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Durable Medical Equipment (DME) (11a) - Medicare

Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?

Yes with a min & max

Minimum coinsurance Maximum coinsurance
0% 10%
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Is there a coinsurance?

Yes

Coinsurance percentage
20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Supplies and Services (11c) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Do you limit Diabetic supplies and services to those from specified manufacturers?

No

Diabetic Supplies (11c1) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Therapeutic Shoes/inserts (11¢c2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
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Is there a copayment?
No

Is there a deductible?
No

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

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

MINIMUM COINSURANCE DME SUPPLIES, WHEELCHAIR, DME POWER WHEELCHAIR AND
ALL OTHER DME. MAXIMUM COINSURANCE FOR DME HOSP BED.

Prosthetics/Medical Supplies (11b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Prosthetic Devices (11b1) - Medicare

Is there a coinsurance?

Yes

Coinsurance percentage
20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

- /)8
Medical Supplies (11b2) - Medicare
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No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Monitors (11¢3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Dialysis Services (12) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Medicare-covered Zero Dollar Preventive Services (14a) - Medicare

| attest that there is no coinsurance ,copayment or deductible for all Original Medicare preygntive
services that are offered at zero dollar cost sharing
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true

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Kidney Disease Education Services (14d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Glaucoma Screening (14e1) - Medicare

Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit? %
Yes

Referral required for this benefit?

No
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Diabetes Self-Management Training (14e2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Digital Rectal Exams (14e4) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

EKG following Welcome Visit (14e5) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No
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Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Part B Rx Drugs (15) - Medicare

| attest that the MA enroliee cost sharing for a Part B rebatable drug will not exceed the
coinsurance amount of the original Medicare adjusted beneficiary coinsurance for that Part B
rebatable drug. In applying this effective coinsurance percentage, MA plans may continue to base
enrollee cost sharing off of the total MA plan financial liability for that Part B drug.

true

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?

No

Does the plan offer step therapy?

Yes

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

Part B to Part B
Part D to Part B

Medicare Part B Insulin Drugs (15-1) - Medicare

Is there a coinsurance?

No

Is there a copayment?

: Y-

Authorization required for this benefit?

Yes
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Referral required for this benefit?
No

Medicare Part B Chemotherapy/Radiation Drugs (15-2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Other Medicare Part B Drugs (15-3) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Dental Services (16a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
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Yes

Referral required for this benefit?

No

Eye Exams (17a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Eyewear (17b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit? %

No

Hearing Exams (18a) - Medicare
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Worldwide Emergency/Urgent Coverage (4c) - Non-Medicare

Is there a maximum plan benefit coverage?

Yes

Is the maximum plan benefit coverage amount unlimited?
No

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Worldwide Emergency Coverage (4c1) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?
Yes

Copayment amount
$75.00
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Is this Copayment waived if admitted to hospital?

Yes

Woridwide Urgent Coverage (4c2) - Non-Medicare

Is there a coinsurance?

No

Is there a copayment?

Yes

Copayment amount
$75.00

Is this Copayment waived if admitted to hospital?

Yes

Chiropractic Services (7b) - Non-Medicare

Is there a maximum plan benefit coverage amount?

Yes

Maximum amount

$750.00

Periodicity
Every Year

Routine Chiropractic Care (7b1) - Non-Medicare
Is this benefit unlimited?
No
Visits
6
Periodicity
Every Year

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
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Yes

Referral required for this benefit?

Yes

Podiatry Services: Routine Foot Care (7f) - Non-Medicare

Is this benefit unlimited?
No

Visits
6

Periodicity
Every Year

Is there a maximum plan benefit coverage amount?

No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Transportation Services - Plan Approved Health-related Location (10b1) - Non-Medicare

Is this benefit unlimited?

No

Indicate number of visits
24

Periodicity
Every Year

Type of transportation

One-Way ‘ e 2 !
Select Mode of Transportation
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Taxi

RideShare services
Bus/Subway

Van

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a service specific maximum plan benefit coverage amount?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Autharization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UNLIMITED TRIPS APPLY TO AND FROM THE MULT! SPECIALTY CLINICS. LIMITED TRIPS
PER THE DATA ENTRY APPLY TO ALL OTHER PLAN APPROVED HEALTH RELATED
LOCATIONS.

Acupuncture Treatments (13a) - Non-Medicare

Periodicity
Every Year

Is there a maximum plan benefit coverage?

Yes

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

- b

Is this benefit unlimited for Number of Treatments?
No
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Indicate limit for Number of Treatments
6

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Over-the-Counter (OTC) Items (1 3b) - Non-Medicare
Is there a maximum plan benefit coverage amount?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No
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Does this cover all of the drugs on the CMS OTC list which may be found in Chapter 4 of the
Medicare Managed Care Manual?

No

Mode of delivery for the OTC ltems

Catalogue Purchase

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2) FIRST AID
SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE MEDICAL
INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5) INCONTINENCE
SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING AND MONITORING
SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS WHO MEET MEDICAL
CRITERIA FOR ON-GOING MONITORING OF BLOOD PRESSURE, THE PLAN WILL PROVIDE
ONE (1) BLOOD PRESSURE MONITOR UNIT EVERY 5 YEARS. THIS BENEFIT MAY
REQUIRE MEDICAL EVALUATION AND/OR PREAUTHORIZATION. 7) FIBER SUPPLEMENTS
8) TOPICAL SUNSCREEN 9) SUPPORTING [TEMS FOR COMFORT SUCH AS ARM SLING,
TENNIS ELBOW STRAP, WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE
SUPPORT, KNEE ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT
LIMITED TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Meal Benefit (13c) - Non-Medicare

Select the type of primarily health related meals benefit offered(Check all that apply):

Immediately following surgery or inpatient hospitalization

Is there a maximum plan benefit coverage amount?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?

No

Is there a copayment?

No

Is there a deductible?

No q z 2 !
Authorization required for this benefit?

Yes

Referral required for this benefit?
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Yes

Notes

POST DISCHARGE 2 MEALS PER DAY FOR 5 DAYS UP TO 2 TIMES PER YEAR FOR 20
MEALS MAX PER YEAR.

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
No

Health Education (14c1) - Non-Medicare

Is there a maximum plan benefit coverage amount?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE HEALTH EDUCATION PROGRAM DEVELOPS AND IMPLEMENTS EDUCATIONAL
INTERVENTIONS BASED ON DIAGNOSIS SUCH AS DIABETES, HYPERTENSION
MANAGEMENT AND PROVIDES NUTRITIONAL EDUCATION TO PROVIDE HEALTH
INFORMATION ENCOURAGING MEMBERS TO ADOPT AHEALTHIER LIFESTYLE AND
DEVELOP SELF CARE CAPABILITIES TO IMPROVE THE MEMBER'S HEALTH. SCOPE:.
IDENTIFY THE POPULATION WITH EDUCATIONAL NEEDS, PLAN EDUCATIONAL
STRATEGIES, PROMOTION OF HEALTHY LIFESTYLE AND PREVENTION OF
COMPLICATIONS.IMPLEMENT AND CARRY QUT EDUCATIONAL STRATEGIES, EVALUATE
THE RESULTS AND CREATE FUTURE GOALS.INTERVENTIONS MIGHT
INCLUDE:EDUCATIONAL CAMPAIGNS, MEMBER EDUCATIONAL ACTIVITIES INCLUDING
GROUP SESSIONS WHERE EDUCATORS PROVIDE INFORMATION TO IMPROVE THE
MEMBER’S SKILL SETS.THE HEP HAS ALSO INDIVIDUAL INTERVENTIONS BASED FOR
HIGH RISK CASES. THE PROGRAM DISTRIBUTES NEWSLETTERS WITH HEALTH RELATED
INFORMATION, AND HAS PHYSICAL ACTIVITY AWARENESS AND ONLINE ACCESS TO
EDUCATIONAL LITERATURE AS PART OF THE EDUCATIONAL INTERVENTIONS.

Nutritional/Dietary Benefit (14c2) - Non-Medicare
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Is this benefit unlimited?
No

Indicate number of visits
6

Setting

Both Sessions (Individual and Group)

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Sessions of Smoking and Tobacco Cessation Counseling (14¢3) - Non-
Medicare

Number of visits
9

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment? %

No

Authorization required for this benefit?
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Yes

Referral required for this benefit?
No

Notes

THE SMOKING CESSATION PROGRAM ROMPE EL HABITO HAS THE PURPOSE OF
IMPACTING MEMBERS WHO USE SOME FORM OF TOBACCO BASED ON THE CLIENT
APPROACHED MODEL AND THE TRANSTHEORETICAL MODEL THAT DESCRIBES HOW
PEOPLE MODIFY A PROBLEM BEHAVIOR OR ACQUIRE A POSITIVE BEHAVIOR.
OBJECTIVE: TO DIMINISH THE RISK FACTORS TO PREVENT ASSOCIATED ILLNESSES
UPON SMOKING. IS AVAILABLE FOR MEMBERS WHO USE OR SMOKE TOBACCO AND/OR
STOP SMOKING DURING THE LAST 12 MONTHS. THE MAIN GOAL IS TO EMPOWER THEM
TO QUIT THE PROCESS BY PROVIDING INF AND SUPPORT SERVICES TO HELP THEM
ESTABLISH A QUIT DATE, REDUCE QUANTITY OF CIGARETTE USE PER DAY, AND/OR
STOP SMOKING. THE MAIN INTERVENTIONS ARE: ASSESSMENT CALLS, TEL
INTERVENTIONS REGARDING QUIT AND/OR RELAPSE PREVENTION, EDUCATIONAL
MATERIALS, AVAILABILITY OF THE SUPPORT GROUP, MED EDUCATION, F/UP
INTERVENTIONS, AMONG OTHERS: TO PREVENT A RELAPSE PHASE, INTERVENTIONS
TO IMPROVE THE PARTICIPANT'S COMPLIANCE WITH THEIR PHYSICIAN'S
PHARMACOLOGICAL TREATMENT PLAN ARE OFFERED.

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fithess benefits offered(check all that apply):

Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) PHYSICAL EXERCISE PEDALS 2)
STRETCH STRAPS. ITEM QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.
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Remote Access Technologies (including Web/Phone-based technologies and Nursing

Hotline) (14¢7) - Non-Medicare
Select the type of Remote Access Technologies offered

Nursing Hotline

Nursing Hotline Notes

THE NURSE TRIAGE LINE IS AVAILABLE 24/7 TO THE MEMBERS. HEALTH
PROFESSIONALS ANSWER MEMBER CALLS AND DETERMINE THE SEVERITY OF THE
CALLER'S COMPLAINT USING A SERIES OF ALGORITHMS BASED BY THE AMERICAN
MEDICAL ASSOCIATION AND CLINICAL GUIDELINES. THE HEALTH PROFESSIONALS WILL
RECOMMEND ACTIONS TO THE CALLER BASED ON TRIAGE PROTOCOLS THAT CAN
INCLUDE: 1. DIRECT THE CALLER TO THE APPROPRIATE USE OF MEDICAL RESOURCES
AS: INITIAL TREATMENT AT HOME, VISIT TO THE PRIMARY CARE PHYSICIAN IN THE NEXT
FEW DAYS OR VISIT TO EMERGENCY ROOM IF NECESSARY, ACCORDING WITH THE
SIGN AND SYMPTOMS PRESENTED. 2. CHANNELING OF THE OTHER SERVICES AS:
MENTAL HEALTH, POISON CONTROL AMONG OTHERS. 3. DIRECT ACCESS TO THE 911
EMERGENCY LINES, CRISIS MANAGEMENT LINES, EMERGENCY ROOMS, OR HMO’S
SYSTEMS. 4. PROVIDE EDUCATION REGARDING THE SYMPTOMS AND MANAGEMENT OF
MEDICAL EMERGENCIES, LABORATORY TEST, MEDICAL PRESCRIPTIONS, MEDICATION
USE, CHRONIC CONDITIONS, NUTRITION, PSYCOLOGIC HELP AND OTHERS CLINICAL
AREAS.

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Is there a coinsurance Nursing Hotline?

No

Is there a copayment Nursing Hotline?
No

Home and Bathroom Safety Devices and Modifications (14¢8) - Non-Medicare
Is there a maximum plan benefit coverage amount?

: -

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
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No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes
THE FOLLOWING ITEMS WILL BE COVERED: 1) MEDICAL BATHMAT 2) RAISED TOILET
SEAT 3) HANDHELD SHOWER HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS
IN EACH CATEGORY MAY APPLY.
Alternative Therapies (14¢17) - Non-Medicare
Is this benefit unlimited?
No
Indicate number of visits

12

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

) Nl
Notes

UNDER THIS CATEGORY WE WILL COVER NATUROPATH VISITS.

Comprehensive Dental (16c) - Non-Medicare
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Service maximum plan benefit coverage:

Yes

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount

$2000.00

Periodicity
Every Year

Is the maximum plan benefit coverage amount entered exclusively part of a Combined
Supplemental Benefits (CSB) group?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Notes

THE MAXIMUM PLAN BENEFIT COVERAGE AMOUNT WILL APPLY FOR ALL
COMPREHENSIVE SERVICES.

Restorative Services (16¢1) - Non-Medicare

Is this benefit unlimited?
No

indicate number of visits
1

Periodicity

Other, Describe

Description

PERIODICITY VARIES BY SERVICE
Is there a coinsurance?

. A

Is there a copayment?

No

Authorization required for this benefit?
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Yes

Referral required for this benefit?
No

Notes

CORE BUILDUP AND PIN RETENTION PER TOOTH, PER SURFACE, ONCE EVERY 24
MONTHS. POST AND CORE IN ADDITION TO CROWN COVERED ONE PER TOOTH PER
LIFE. SINGLE CROWNS COVERED UP TO ONE PER YEAR. REPLACEMENT CROWNS
COVERED EVERY 5 YEARS PER TOOTH, BY REPORT IF REPLACEMENT IS NEEDED.
SINGLE CROWNS REQUIRE PRE AUTHORIZATION. PROVISIONAL CROWNS ARE
COVERED ONE (1) PER TOOTH EVERY FIVE (5) YEARS. LABIAL VENEER ARE COVERED
ONE (1) PER TOOTH EVERY FIVE (5) YEARS.

Prosthodontics, removable {(16c4) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

REMOVABLE COMPLETE OR PARTIAL DENTURES IN RESIN AND METAL BASE, COVERED
EVERY 5 YEARS. DENTURE REPAIR SERVICES, INCLUDING SERVICES RELATED TO THE
REPAIR OF EXISTING COMPLETE OR PARTIAL DENTURES ARE COVERED. REMOVABLE
PARTIAL FLEXIBLE BASE DENTURES (SUCH AS: VALPLAST) COVERED EVERY 5 YEARS.
RELINE OR REBASE ARE NOT COVERED IN FLEXIBLE BASE DENTURES AND/OR
FLEXIBLE BASE ARE NOT COVERED IN COMPLETE OR FULL DENTURES.
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Implant Services (16¢6) - Non-Medicare
Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UP TO 1 IMPLANT A YEAR. SURGICAL PLACEMENT OF IMPLANT BODY, ENDOSTEAL
IMPLANT, COVERED ONE PER TOOTH PER LIFE. ABUTMENT SUPPORTED PORCELAIN
(METAL AND/OR HIGH NOBLE METAL), ABUTMENT SUPPORTED PORCELAIN/CERAMIC
CROWN, IMPLANT SUPPORTED PORCELAIN CROWN(CERAMIC) COVERED. CROWNS ON
IMPLANTS ARE COVERED 1 PER TOOTH EVERY 5 YEARS WITH APPROPRIATE
JUSTIFICATION. IMPLANT SERVICES WILL ONLY BE COVERED WHEN PERFORMED BY A
CERTIFIED PROVIDER. ALL OTHER PROSTHODONTIC SERVICES ARE NOT COVERED.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity %‘
Other, Describe

Description
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PERIODICITY VARIES BY SERVICE

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UP TO 4 UNITS PER YEAR. RETAINER CROWN PORCELAIN FUSED TO HIGH NOBLE
METAL, RETAINER CROWN PORCELAIN/CERAMIC, PONTIC PORCELAIN FUSED TO NOBLE
AND/OR HIGH NOBLE METAL, PONTIC PORCELAIN/ CERAMIC. PONTICS AND RETAINERS
ARE COVERED 1 PER TOOTH PER LIFE,

Adjunctive General Services (16¢10) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?

No

Is there a copayment?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?

No ‘ f 2 !
Notes
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ANESTHESIA UNDER DEEP SEDATION IS COVERED. THE FIRST 15 MINUTES AND 3
ADDITIONAL 15 MINUTE INCREMENTS ARE COVERED FOR ATOTAL OF 60 MINUTES
COMBINED PER DAY OF SERVICE. DEEP SEDATION SERVICES ARE APPLICABLE FOR
PAYMENT WHEN THE FOLLOWING SERVICES ARE PERFORMED: SURGICAL PLACEMENT
OF THE IMPLANT BODY, ENDOSSEOUS IMPLANT, SURGICAL EXTRACTION OF
PROTRUDING TOOTH OR RESIDUAL ROOT, REMOVAL OF IMPACTED TEETH — IN SOFT
TISSUE, REMOVAL OF PARTIALLY OR COMPLETELY IMPACTED TEETH IN BONE,
REMOVAL OF RESIDUAL TOOTH ROOTS, REMOVAL OF THE PALATINE TORUS,
MANDIBULAR TORUS AND REMOVAL OF EXOSTOSIS. AUTHORIZATION RULES APPLY TO
DEEP SEDATION SERVICES. SERVICES AND MATERIALS NOT LISTED ABOVE ARE NOT
COVERED BY THE PLAN.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?

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

Combined maximum amount
$600.00

Periodicity
Every Year

Is there a deductible?

No

Contact Lenses (17b1) - Non-Medicare
Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit? !

Yes

Referral required for this benefit?

No
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Eyveglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Every Year

Is there a coinsurance?

No

Is there a copayment?

No )
Authorization required for this benefit? kwﬁ

Yes
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Referral required for this benefit?
No

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:

Yes

Select Coverage

Both ears combined

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$600.00
Periodicity

Every 3 Years

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Rx

Rx Characteristics
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Medicare-defined Part D Medicare-defined Part D Medicare-defined Part D
Deductible amount Coinsurance amount Annual Out-of-Pocket cost
$700.00 259 threshold

$2400.00

Cap for one-month supply of
each Part D-covered insulin

$35

Rx Setup
Select the type of drug benefit
Defined Standard

Retail
Standard Retail

Mail-Order
Standard Mail-Order

Long-Term Care

Yes

Out-of-Network
Yes

Sponsor attests that it will comply with 42 CFR 423.154
Yes
Daes this plan pay for over-the-counter-medications (OTCs) under the utilization management

program? If you select "Yes" you must upload a supplemental file through the Formulary
Submission Module by Friday, June 5, 2026, at 11:59 am Eastern Time.

No

Defined Standard - Locations and Location Supply

Standard Retail

Select days for 1-month supply
30

Select days for 3-month supply
90

Standard Mail-Order | ? 2 E
Select days for 3-month supply
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90

Long-Term Care

Select days for long-term care supply
31

Qut-of-Network

Select days for out of network 1-month supply
30

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

No

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

No

| attest that there is no deductible and no cost sharing for an adult vaccine recommended by the
Advisory Committee on Immunization Practices (ACIP). There is no enrollee cost sharing on the
ingredient cost of the vaccine submitted on the prescription drug event (PDE) record, or any
associated sales tax, dispensing fee, or vaccine administration fee, regardless of tier placement

or benefit phase. The applicable vaccines will be designated as such on the beneficiary-facing
formulary model documents.

Yes

Rx Notes

No Data Saved for Selected Section, Incomplete or Not Started.

DS Insulin Cost Share

The enrollee cost sharing for each prescription fill up to a one-month supply for a covered insulin
product, consistent with § § 423.100 and 423.120(h), will not exceed the lesser of (1) $35; (2) an
amount equal to 25 percent of the maximum fair price established for the covered insulin product
in accordance with part E of subchapter XI, or (3) an amount equal to 25 percent of the
negotiated price, as defined in § 423.100, of the covered insulin product under the prescription
drug plan or MA-PD plan. If submitted insulin cost sharing is less than either $35 or 25%, | attest
that enrollee cost sharing will not exceed the lesser of those cost sharing values.

Yes

Standard Retail

Enter 1-month copayment Enter 3-month copayment
$35.00 $105.00 %

Coinsurance 1-month supply Coinsurance g-month sygply
25% 25%
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Standard Mail-Order

Long-Term Care

Enter 1-month copayment
$35.00

Out-of-Network

Out-of-network 1-month
copayment

$35.00

PBP Data Report

Enter 3-month copayment
$105.00

Coinsurance 3-month supply
25%

Long-Term Care Coinsurance
25%

Qut-of-Network Coinsurance
25%
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PLAN BENEFIT PACKAGE (PBP) DATA ENTRY SYSTEM REPORT

Contract Year: 2027
Requested By: CHRISTIAN SOTOMAYOR

H4004
072 - 3 MMM HEALTHCARE, LLC - Data Report ADMINISTRACION DE SEGURCS DE SALUD
Plan Characteristics -
27 ~00002
General Information
Organization Legal Name Organization Marketing Name OrganizatiNHM%%DE CONTRATO
MMM HEALTHCARE, LLC Medicare y Mucho Mas (MMM) Local CCP
Plan Name Plan Geographic Name
MMM Relax Platino (HMO D-  Puerto Rico
SNP)
Plan Details
Plan Type Is this a network plan? Is this an Employer-Only Plan?
HMO Not Applicable No
Does this plan offer Does this plan offer Point of Does this plan offer Out-of-
Prescription drugs (Rx)? Service (POS)? Network Services (OON)?
Yes No No

Does this plan participate in
the Better Approaches to
Lifestyle and Nutrition for
Comprehensive hEalth
(BALANCE) Model?

Not Available

Special Needs Plan

Is this a SNP? SNP Type SNP Institutional Type
Yes Dual-Eligible Not Applicable

Does this D-SNP offer Under this D-SNP, has the This DSNP:

Medicare zero-dollar cost state agreed to cover all

None of the above (i.e., no

sharing (not applicable to Part  Medicare Part C premiums .
D)? and Part C cost sharing for buy-down applied)
enrollees in your D-SNP?
No
. Ygb
Plan Attributes
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Select Enrollee type:
PartA&PartB

PBP Data Report

Does this Plan have a CMS-approved Continuation Area”

No

Does this plan intend to participate in the Platino program?

Yes

Contract Year 2027 Medicare-defined MOOP Limits (HMO Plan)

Lower MOOP Limit
$0 - $4450 In-network

Standard Bid

Does this plan offer a standard  Does this plan offer a standard

bid for In-Network service

Intermediate MOOP Limit
$4451 - $7150 In-network

bid for plan-level deductible

Mandatory MOOP Limit
$7151 - $9850 In-network

Does this plan offer a standard
bid for Visitor Travel Program

categories? and maximum enrollee out-of-  V/T?
?
No pocket cost (MOOP)? No
No
Benefit Offerings

Medicare Services

Showing all the service categories that are being offered under the plan

Services

Inpatient Hospital Services(1)
Inpatient Hospital-Acute(1a)
Inpatient Hospital Psychiatric(1b)
Skilled Nursing Facility (SNF)(2)
Cardiac and Pulmonary Rehabilitation Services(3)
Cardiac Rehabilitation Services(3-1)
Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)
SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)
Emergency Services(4a)

Urgently Needed Services(4b)
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Required
Required

Required
Required
Required
Required %ﬂ l
Required
Required

2/85



5/29/26, 4:20 PM PBP Data Report

Services

Partial Hospitalization/Intensive Outpatient Program
Services(b)

Partial Hospitalization Program(5a)
Intensive Outpatient Program Services(5b)
Home Health Services(6)
Health Care Professional Services(7)
Primary Care Physician Services(7a)
Chiropractic Services(7b)
Occupational Therapy Services(7c)
Physician Specialist Services(7d)
Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Specialty
Services(7e1)

Group Sessions for Mental Health Specialty
Services(7e2)

Podiatry Services(7f)

Other Health Care Professional(7g)

Psychiatric Services(7h)

Individual Sessions for Psychiatric Services(7h1)
Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology
Services(7i)

Additional Telehealth Benefits(7j)
Opioid Treatment Program Services(7k)

Outpatient Procedures, Tests, Labs and Radiology
Services(8)

Diagnostic Procedures/Tests/Lab Services(8a)
Diagnostic Procedures/Tests(8a1)
Lab Services(8a2)

Outpatient Diagnostic/Therapeutic Radiological
Services(8b)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)
Outpatient Services(9)

Outpatient Hospital Services(9a)
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Required

Required

Required

Required
Required

Required
Required

Required

Yes

Required

Required
Required

Required
Required
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Services In Network (INN)
Outpatient Hospital Services(9at) Required
Observation Services(9a2) Required
Ambulatory Surgical Center (ASC) Services(9b) Required

Outpatient Substance Abuse(9c)

Individual Sessions for Outpatient Substance

Abuse(9c1) Required
Group Sessions for Outpatient Substance Required
Abuse(9c2) SqLirs

Outpatient Blood Services(9d) Required

Ambulance/Transportation Services(10)
Ambulance Services(10a)
Ground Ambulance Services(10a1) Required
Air Ambulance Services(10a2) Required

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Required
Prosthetics/Medical Supplies(11b)

Prosthetic Devices(11b1) Required

Medical Supplies(11b2) Required

Diabetic Supplies and Services(11c)

Diabetic Supplies(11c1) Required

Diabetic Therapeutic Shoes/Inserts(11c2) Required

Diabetic Monitors(11¢c3) Required
Dialysis Services(12) Required

Preventive and Other Defined Supplemental
Services(14)

Medicare-covered Zero Dollar Preventive

Services(14a) Required

Kidney Disease Education Services(14d) Required

Other Medicare-covered Preventive Services(14e)

Glaucoma Screening(14e1) Required

Diabetes Self-Management Training(14e2) Required h‘- ‘!ﬂ (
Digital Rectal Exams(14e4) Required

EKG following Welcome Visit(14e5) Required

Medicare Part B Rx Drugs(15)

file://IC:/Users/csotomayor/Downloads/PBP_Report_05292026032853. html 4/85



5/29/26, 4:20 PM PBP Data Report

Services In Network (INN)
Medicare Part B Insulin Drugs(15-1) Required
gll)edlcare Part B Chemotherapy/Radiation Drugs(15- Required
Other Medicare Part B Drugs(15-3) Required

Dental(16)
Medicare Dental Services(16a) Required

Eye Exams/Eyewear(17)
Eye Exams(17a) Required
Eyewear(17b) Required
Hearing Exams/Hearing Aids(18)
Hearing Exams(18a) Required

Non-Medicare Services

Showing all the service categories that are being offered under the plan

In Network (INN)
Services

Optional/Mandatory
/ Both

Inpatient Hospital Services(1)
Inpatient Hospital-Acute(1a)

Additional Days for Inpatient Hospital-
Acute(1a1)

Non-Medicare-covered Stay for Inpatient
Hospital-Acute(1a2)

Upgrades for Inpatient Hospital-Acute(1a3)
Inpatient Hospital Psychiatric(1b)

Additional Days for Inpatient Hospital
Psychiatric(1b1)

Non-Medicare-covered Stay for Inpatient
Hospital Psychiatric(1b2)

Skilled Nursing Facility (SNF)(2)

Additional Days beyond Medicare-covered for
Skilled Nursing Facility (SNF)(2-1)

Cardiac and Pulmonary Rehabilitation Services(3)
Additional Cardiac Rehabilitation Services(3-1) \W;

Additional Intensive Cardiac Rehabilitation
Services(3-2)
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In Network (INN)
Services

Optional/Mandatory
/ Both

Additional Pulmonary Rehabilitation Services(3-
3)

Additional SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)
Worldwide Emergency/Urgent Coverage(4c)
Worldwide Emergency Coverage(4c1) Required Mandatory
Worldwide Urgent Coverage(4c2) Required Mandatory
Worldwide Emergency Transportation(4c3)
Health Care Professional Services(7)
Chiropractic Services(7b)
Routine Chiropractic Care(7b1) Required Mandatory
Other Chiropractic Services(7b2)
Podiatry Services: Routine Foot Care(7f) Required Mandatory
Ambulance/Transportation Services(10)
Transportation Services(10b)

Transportation Services - Plan Approved

Health-related-Location(10b1) Required Mandatory

Transportation Services - Any Health-related
Location(10b2)

Other Supplemental Services(13)
Acupuncture Treatments(13a) Required Mandatory
Over-the-Counter (OTC) ltems(13b) Required Mandatory
Meal Benefit(13c) Required Mandatory
Other 1(13d)
Other 2(13e)
Other 3(13f)

Dual Eligible SNPs with Highly Integrated
Services(13g)

Preventive and Other Defined Supplemental
Services(14)

Annual Physical Exam(14b)

Other Defined Supplemental Benefits(14c)
Health Education(14c1) Required Mangjatory,
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In Network (INN)

Servi
SHNIEES Optional/Mandatory
/ Both
Nutritional/Dietary Benefit(14c¢2) Required Mandatory
Additional Sessions of Smoking and Tobacco Required Mandat
Cessation Counseling(14¢3) SqHire andatory.
Fitness Benefit(14c4) Required Mandatory

Enhanced Disease Management(14c5)
Telemonitoring Services(14c6)

Remote Access Technologies (including
Web/Phone-based technologies and Nursing Required Mandatory
Hotline)(14¢7).

Home and Bathroom Safety Devices and Required Mandat
Modifications(14c8) equire andatory

Counseling Services(14¢9)
In-Home Safety Assessment(14¢10)

Personal Emergency Response System
(PERS)(14c11)

Medical Nutrition Therapy (MNT)(14¢12)

Post discharge In-Home Medication
Reconciliation(14¢13)

Re-admission Prevention(14c14)

Wigs for Hair Loss Related to
Chemotherapy(14c15)

Weight Management Programs(14¢16)
Alternative Therapies(14¢17) Required Mandatory
Therapeutic Massage(14¢18)
Adult Day Health Services(14¢19)
Home-Based Palliative Care(14¢20)
In-Home Support Services(14¢21)
Support for Caregivers of Enrollees(14¢22)
Home infusion bundled services(15)
Dental(16)
Diagnostic and Preventive Dental(16b)
Oral Exams(16b1)
Dental X-Rays(16b2)
Other Diagnostic Dental Services(16b3)

file:///IC:/Users/csotomayor/Downloads/PBP_Report_05292026032853.html 7/85



5/29/26, 4:20 PM PBP Data Report

In Network (INN)

Services

Prophylaxis (cleaning)(16b4)
Fluoride Treatment(16b5)
Other Preventive Dental Services(16b6)

Comprehensive Dental(16c¢)

Restorative Services(16¢1) Required
Endodontics(16¢2)
Periodontics(16¢3)
Prosthodontics, removable(16¢c4) Required

Maxillofacial Prosthetics(16¢5)

Implant Services(16¢6) Required
Prosthodontics, fixed(16¢7) Required
Oral and Maxillofacial Surgery(16c¢8)

Orthodontics(16¢9)

Adjunctive General Services(16¢10) Required

Eye Exams/Eyewear(17)
Eye Exams(17a)
Routine Eye Exams(17a1)
Other Eye Exam Services(17a2)

Eyewear(17b)
Contact Lenses(17b1) Required
Eyeglasses (lenses and frames)(17b2) Required

Eyeglass lenses(17b3)
Eyeglass frames(17b4)
Upgrades(17b5)
Hearing Exams/Hearing Aids(18)
Hearing Exams(18a)
Routine Hearing Exams(18a1)
Fitting/Evaluation for Hearing Aid(18a2) Required
Prescription Hearing Aids(18b)
Prescription Hearing Aids (all types)(18b1) Required
Prescription Hearing Aids - Inner Ear(18b2)
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In Network (INN)

Services Optional/Mandatory

/ Both

Prescription Hearing Aids - Outer Ear(18b3)
Prescription Hearing Aids - Over the Ear(18b4)
OTC Hearing Aids(18c)

Plan Level Cost Sharing
Plan Level Cost Sharing
Tiered Cost Sharing

Does this plan have tiered cost sharing for Medicare covered services?
No

Does this plan have tiered cost sharing for Non-Medicare covered services?
No

Reductions in Cost Sharing

Does your plan offer Reductions in Cost Sharing?
No

Combined Supplemental Benefits

Do you offer Combined Supplemental Benefits?
Yes

Annual Plan Deductible

Does this plan have an In-Network plan deductible?
No

Max Enrollee Cost Limit

Does this plan have an In-Network MOOP?
Yes

What type of In-Network MOOP does your plan offer? %

Lower

In Network MOOP Amount
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$3250.00

Select the Service Categories that apply to the In-Network Maximum Enrollee Out-of-Pocket cost:

In-Network Medicare-covered benefits
In-Network Non-Medicare-covered benefits

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

Yes

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

Yes

Medicare Services
Select the Medicare service categories that are subject to each MOOP type:

Services In-Network

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Yes
Inpatient Hospital Psychiatric(1b) Yes
Skilled Nursing Facility (SNF)(2) Yes
Cardiac and Puimonary Rehabilitation Services(3)

Cardiac Rehabilitation Services(3-1) Yes
Intensive Cardiac Rehabilitation Services(3-2) Yes
Pulmonary Rehabilitation Services(3-3) Yes
SET for PAD Services(3-4) Yes
Emergency/Urgently Needed Services(4)

Emergency Services(4a) Yes
Urgently Needed Services(4b) Yes
Partial Hospitalization/Intensive Outpatient Program
Services(5)

Partial Hospitalization Program(5a) Yes
Intensive Outpatient Program Services(5b) Yes
Home Health Services(6) Yes
Health Care Professional Services(7) %
Primary Care Physician Services(7a) Yes
Chiropractic Services(7b) Yes
Occupational Therapy Services(7¢) Yes
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Services In-Network

Physician Specialist Services(7d) Yes
Mental Health Specialty Services(7¢)

Individual Sessions for Mental Health Specialty

Services(7e1) Yes
Grou_p Sessions for Mental Health Specialty Yes
Services(7e2)

Podiatry Services(7f) Yes
Other Health Care Professional(7g) Yes
Psychiatric Services(7h)

Individual Sessions for Psychiatric Services(7h1) Yes
Group Sessions for Psychiatric Services(7h2) Yes
Phys_ical Therapy and Speech-Language Pathology Yes
Services(7i)

Additional Telehealth Benefits(7j) Yes
Opioid Treatment Program Services(7k) Yes
Outpatient Procedures, Tests, Labs and Radiology
Services(8)

Diagnostic Procedures/Tests/Lab Services(8a)

Diagnostic Procedures/Tests(8a1) Yes
Lab Services(8a2) Yes
Outpatient Diagnostic/Therapeutic Radiological

Services(8b)

Diagnostic Radiclogical Services(8b1) Yes
Therapeutic Radiological Services(8b2) Yes
Outpatient X-Ray Services(8b3) Yes
Outpatient Services(9)

Outpatient Hospital Services(9a)

Outpatient Hospital Services(9a1) Yes
Observation Services(9a2) Yes
Ambulatory Surgical Center (ASC) Services(9b) Yes
Outpatient Substance Abuse(9c¢)

Individual Sessions for Outpatient Substance Yes

Abuse(9c¢c1)

Group Sessions for Outpatient Substance Abuse(9¢c2) Yes

Outpatient Blood Services(9d) Yes

Ambulance/Transportation Services(10)
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Services In-Network

Ambulance Services(10a)
Ground Ambulance Services(10a1) Yes
Air Ambulance Services(10a2) Yes

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Yes
Prosthetics/Medical Supplies(11b)

Prosthetic Devices(11b1) Yes
Medical Supplies(11b2) Yes
Diabetic Supplies and Services(11c)

Diabetic Supplies(11c1) Yes
Diabetic Therapeutic Shoes/inserts(11c2) Yes
Diabetic Monitors(11¢3) Yes
Dialysis Services(12) Yes
Preventive and Other Defined Supplemental

Services(14)

Medicare-covered Zero Dollar Preventive Vi
Services(14a) es
Kidney Disease Education Services(14d) Yes
Other Medicare-covered Preventive Services(14e)

Glaucoma Screening(14e1) Yes
Diabetes Self-Management Training(14e2) Yes
Digital Rectal Exams(14e4) Yes
EKG following Welcome Visit(14e5) Yes
Medicare Part B Rx Drugs(15)

Medicare Part B Insulin Drugs(15-1) Yes
Medicare Part B Chemotherapy/Radiation Drugs(15-2)  Yes
Other Medicare Part B Drugs(15-3) Yes
Dental(16)
-Medicare Dental Services(16a) Yes
Eye Exams/Eyewear(17)

Eye Exams(17a) Yes %
Eyewear(17b) Yes

Hearing Exams/Hearing Aids(18)
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Services In-Network

Hearing Exams(18a) Yes

Non-Medicare Services
Select the Non-Medicare service categories that are subject to each MOOP type:

Services In-Network

Emergency/Urgently Needed Services(4)

Worldwide Emergency/Urgent Coverage(4c)

Worldwide Emergency Coverage(4c1) Yes
Worldwide Urgent Coverage(4c2) Yes
Health Care Professional Services(7)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1) Yes
Podiatry Services: Routine Foot Care(7f) Yes
Ambulance/Transportation Services(10)

Transportation Services(10b)

Transportation Services - Plan Approved Health-

related Location(10b1) Yes
Other Supplemental Services(13)

Acupuncture Treatments(13a) Yes
Over-the-Counter (OTC) ltems(1 3b) Yes
Meal Benefit(13c) Yes
Preventive and Other Defined Supplemental

Services(14)

Other Defined Supplemental Benefits(14c)

Health Education(14c¢1) Yes
Nutritional/Dietary Benefit(14¢2) Yes
Additiqnal Session§ of Smoking and Tobacco Yes
Cessation Counseling(14c¢3)

Fitness Benefit(14c4) Yes
Remote Access Technologies (including Web/Phone- Yes

based technologies and Nursing Hotline)(14c7)
Home and Bathroom Safety Devices and Yes
Modifications(14c¢8)

Alternative Therapies(14c17) Yes
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Services In-Network
Dental(16)

Comprehensive Dental(16c¢)

Restorative Services(16¢1) Yes
Prosthodontics, removable(16¢4) Yes

Implant Services(16¢6) Yes
Prosthodontics, fixed(16¢7) Yes
Adjunctive General Services(1 6¢10) Yes

Eye Exams/Eyewear(17)

Eyewear(17b)
Contact Lenses(17b1) Yes
Eyeglasses (lenses and frames)(17b2) Yes

Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

Fitting/Evaluation for Hearing Aid(18a2) Yes
Prescription Hearing Aids(18b)

Prescription Hearing Aids (all types)(1 8b1) Yes

Prior Authorization & Referral
Prior Authorization

Is prior authorization required for any In-Network service
categories?

Yes

Select the In-Network service categories that require prior authorization:

Inpatient Hospital-Acute(1a)

Inpatient Hospital Psychiatric(1b)

Skilled Nursing Facility (SNF)(2)

Cardiac Rehabilitation Services(3-1)

intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)
Home Health Services(6)

Chiropractic Services(7b)
Routine Chiropractic Care(7b1) -
Occupational Therapy Services(7c)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f)
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Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology Services(7i)
Additional Telehealth Benefits(7)

Opioid Treatment Program Services(7k)

Diagnostic Procedures/Tests(8a1)

Lab Services(8a2)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(9b)

Individual Sessions for Outpatient Substance Abuse(9c1)

Group Sessions for Outpatient Substance Abuse(9c2)

Outpatient Blood Services(9d)

Ground Ambulance Services(10a1)

Air Ambulance Services(10a2)

Transportation Services - Plan Approved Health-related Location(10b1)
Durable Medical Equipment (DME)(11a)

Prosthetic Devices(11b1)

Medical Supplies(11b2)

Diabetic Supplies(11c1)

Diabetic Therapeutic Shoes/Inserts(11c2)

Diabetic Monitors(11¢3)

Dialysis Services(12)

Acupuncture Treatments(13a)

Meal Benefit(13c)

Medicare-covered Zero Dollar Preventive Services(14a)

Health Education(14¢1)

Nutritional/Dietary Benefit(14¢2)

Additional Sessions of Smoking and Tobacco Cessation Counseling(14c¢3)
Fitness Benefit(14c4)

Remote Access Technologies (including Web/Phone-based technologies and Nursing Hotline)
(14c7)

Home and Bathroom Safety Devices and Modifications(14¢8)
Alternative Therapies(14¢17)

Kidney Disease Education Services(14d)
Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)
Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)
Medicare Part B Insulin Drugs(15-1)
Medicare Part B Chemotherapy/Radiation Drugs(15-2)
Other Medicare Part B Drugs(15-3)
Medicare Dental Services(16a)
Restorative Services(16c¢1)
Prosthodontics, removable(16c4)
Implant Services(16¢6)

Prosthodontics, fixed(16¢7)

Adjunctive General Services(16¢10)

Eye Exams(17a)

Eyewear(17b)

Contact Lenses(17b1)

Eyeglasses (lenses and frames)(17b2)
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Hearing Exams(18a)
Fitting/Evaluation for Hearing Aid(18a2)
Prescription Hearing Aids (all types)(18b1)

Referral

Is referral required for any In-Network service categories?

Yes

Select the In-Network service categories that requires a referral:

Cardiac Rehabilitation Services(3-1)

intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7¢)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f)

Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(79)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Individual Sessions for Outpatient Substance Abuse(9¢1)
Group Sessions for Outpatient Substance Abuse(9¢c2)
Acupuncture Treatments(13a)

Meal Benefit(13c)

Visitor Travel

Does this plan offer the US
Visitor/Travel Program (V/T)?

No

Cost Share Groups

Combined Benefits Groups

Maximum
Mode of Plan : Lo S_hqred_
Group Name delive Benefit Periodicity Visit/Trips Status
y Coverage Limits

amount \W
OoTC
COMBINED gata'h°9”e $45.00 E"er{f’ mpleted
PACKAGE urchase months
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Maximum
Mode of Plan Shared
Group Name delive Benefit Periodicity Visit/Trips Status
y Coverage Limits
amount

Non-Medicare covered benefits that are included in your Combined Supplemental Benefit
Group:

Over-the-Counter (OTC) Items(13hb)
Fitness Benefit(14c4)

Home and Bathroom Safety Devices and Modifications(14c8)

Is the enrollee limited to one or more of the Combined Supplemental Benefits from the group
which they must select in advance?

No

Do you offer Combined Supplemental Benefits with a shared maximum plan benefit amount?

Yes

Do you offer Combined Supplemental Benefits with a shared visit/trips limits?
No

Reduction in Cost Sharing Groups

No Data Saved for Selected Section, Incomplete or Not Started.

Optional Supplemental Packages

No Data Saved for Selected Section, Incomplete or Not Started.

MA Uniformity & SSBCI

Does this plan include MA Uniformity Flexibility with reductions in cost or additional benefits?

No

Does this plan offer Special Supplemental Benefits for the Chronically I11?

Yes

MA UF/SSBCI Reduction in Cost Sharing Packages (19a)

Package ID Package Name Type of Package Status
1 DEBIT CARD SSBCI omplgte

Chronic Conditions - Please choose one or more
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Package ID Package Name Type of Package Status

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

‘Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description

Chronic Back Pain

Prerequisite for reduction of cost sharing for this package?
No

Does the plan reduce cost sharing to $0 for all covered benefits, up to a maximum

aggregate amount?
- Yah-

Select the Medicare benefits that apply to reduced cost sharing

Durable Medical Equipment (DME) (11a),
Prosthetic Devices (11b1),
Medical Supplies (11b2)
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Package ID Package Name Type of Package Status

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

Is there a maximum aggregated amount of reduced cost sharing?

Yes

Specify the maximum aggregated amount of reduced cost sharing:
$100.00

Indicate mode of delivery for maximum coverage amount
Debit Card

Expected number of chronically ill enrollees eligible for SSBCI:
13743

Expected number of chronically ill enrollees that will utilize SSBCI:
13164

Notes

ELIGIBLE MEMBERS RECEIVE ALLOWANCE ADMINISTERED THROUGH A DEBIT
CARD. THE DEBIT CARD ALLOWS THE MEMBER TO REDUCE COST SHARING FOR
THE LISTED SERVICES. MEMBER IS RESPONSIBLE FOR COSTS THAT EXCEED THE
ALLOWANCE.,

Reduced Coinsurance

Reduced Coinsurance?

Yes

Select the benefits that will receive reduced coinsurance
Durable Medical Equipment (DME) (11a) - Medicare

Min: 0% Max: 0%,

Prosthetic Devices (11h1) - Medicare

Min: 0% Max: 0%,

Medical Supplies (11b2) - Medicare

Min: 0% Max: 0%

Reduced Copayment

Reduced Copayment?

No
Reduced Deductible W“

Reduced Deductible?
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Package ID Package Name Type of Package Status
No

MA UF/SSBCI Additional Benefits Packages (19b)

Package ID Package Name Type of Package Status
1 SSBCI Coverage SSBCI Completed

Chronic Conditions - Please choose one or more

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description
Osteoporosis
Other 4 Description
Chronic Back Pain

Prerequisite for any additional benefits for this package?
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Package ID Package Name Type of Package Status
No

Select all the Non-Medicare-covered additional benefits offered in this package

Over-the-Counter (OTC) ltems (13b),

Food and Produce (13i1),

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14c8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16c4),

Implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1),
Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5)

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

Is there a package level maximum coverage amount?

Yes

Specify the maximum benefit amount
$100.00

Periodicity
Every Month

Indicate mode of delivery for maximum coverage amount
Debit Card

Select all the Non-Medicare-covered benefits that apply to the package level maximum

coverage
Over-the-Counter (OTC) ltems (13b), %
Food and Produce (13i1),
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Package ID Package Name Type of Package Status

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5),
Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14c¢8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16c1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16¢4),

Implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1)

Expected number of chronically ill enrollees eligible for SSBCI:
13743

Expected number of chronically ill enrollees that will utilize SSBCI:

13164

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO SSBCI PACKAGE BENEFITS THROUGHA
DEBIT CARD LOADED WITH THE COMBINED PACKAGE-LEVEL MAXIMUM
COVERAGE AMOUNT PLUS AN ADDITIONAL BENEFIT-SPECIFIC MAXIMUM
COVERAGE AMOUNT FOR SPECIFIC BENEFITS REFERENCED IN 13I-3, 13I-4, 13I-5,
AND 13I-10.

Package Selected Benefit Details

Over-the-Counter (OTC) Items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Are you offering Nicotine Replacement Therapy (NRT) as a Part C OTC bghefit?
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Package ID Package Name Type of Package Status

Yes

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

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

No

Mode of delivery for the OTC Items

Debit Card
Catalogue Purchase

Authorization required for this benefit?
No,

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2)
FIRST AID SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE
MEDICAL INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5)
INCONTINENCE SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING
AND MONITORING SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS
WHO MEET MEDICAL CRITERIA FOR ON-GOING MONITORING OF BLOOD
PRESSURE, THE PLAN WILL PROVIDE ONE (1) BLOOD PRESSURE MONITOR UNIT
EVERY 5 YEARS. THIS BENEFIT MAY REQUIRE MEDICAL EVALUATION AND/OR
PREAUTHORIZATION. 7) FIBER SUPPLEMENTS 8) TOPICAL SUNSCREEN 9)
SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING, TENNIS ELBOW STRAP,
WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE SUPPORT, KNEE
ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT LIMITED
TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH
CATEGORY MAY APPLY.

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
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Package ID Package Name Type of Package Status
No

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Physical Fitness
Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR FITNESS EQUIPMENT (EXERCISE
PEDALS AND STRETCH STRAPS) AND A GYM MEMBERSHIP VIAA DEBIT CARD. ITEM
QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Home and Bathroom Safety Devices and Modifications (14¢8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment? \.W,
No

Authorization required for this benefit?
No
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Package ID Package Name Type of Package Status
Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR THE FOLLOWING ITEMS VIAA
DEBIT CARD: 1) MEDICAL BATHMAT 2) RAISED TOILET SEAT 3) HANDHELD SHOWER
HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Diagnostic and Preventive Dental (16b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a Coinsurance for combination of services included in a single cost per office visit?
No

Is there a Copayment for combination of services included in a single cost per office visit?
No

Is there a deductible?
No

Oral Exams (16b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

No

Referral required for this benefit?

No =
Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL EXAMS VIAA

DEBIT CARD.
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Package ID Package Name Type of Package Status
Dental X-Rays (16b2) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?

No

Is there a copayment?

No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL X-RAYS
VIA A DEBIT CARD.

Other Diagnostic Dental Services (16b3) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

Is there a copayment?

No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes
ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL %
DIAGNOSTIC SERVICES VIAA DEBIT CARD.

Comprehensive Dental (16¢) - Non-Medicare

Service maximum plan benefit coverage:

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
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Package ID Package Name Type of Package Status
No

Is there a deductible?
No

Restorative Services (16¢1) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL RESTORATIVE
DENTAL SERVICES VIA A DEBIT CARD.

Endodontics (16c2) - Non-Medicare

is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ENDODONGEIC
SERVICES VIAADEBIT CARD.
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Package ID Package Name Type of Package Status
Periodontics (16¢3) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL PERIODONTIC
SERVICES VIAA DEBIT CARD.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL REMOVABLE
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Implant Services (16c6) - Non-Medicare i E 2 !
Is this benefit unlimited?
Yes

Is there a coinsurance?
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Package ID Package Name Type of Package Status
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL IMPLANT
SERVICES VIAA DEBIT CARD.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

Is there a copayment?
No

Authoarization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL FIXED
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Oral and Maxillofacial Surgery (16c8) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No
Is there a copayment? W

No

Authorization required for this benefit?
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Package ID Package Name Type of Package Status
No

Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL AND
MAXILLOFACIAL SERVICES VIAADEBIT CARD.

Adjunctive General Services (16c10) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ADJUNCTIVE
DENTAL SERVICES VIAA DEBIT CARD.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?

No

Is there a deductible?

No
Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

|s there a coinsurance?
No

Is there a copayment?
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Package ID Package Name Type of Package Status
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL CONTACT LENSES
VIA A DEBIT CARD.

Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR VIAA
DEBIT CARD.

Upgrades (17b5) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

No

Referral required for this benefit?
No

Notes
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Package ID Package Name Type of Package Status
ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR
UPGRADES VIAADEBIT CARD.

Hearing Exams (18a) - Non-Medicare

Is there 2 maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?

Yes

|s there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AID
FITTING/EVALUATIONS VIAA DEBIT CARD.

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:
No

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
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Package ID Package Name Type of Package Status
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AIDS VIA
ADEBIT CARD.

Food and Produce (13i1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Mode of delivery for Food and Produce
Debit Card

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO FOOD AND PRODUCE THROUGH A DEBIT
CARD.

Meals (beyond limited basis) (13i2) - Non-Medicare

Is this benefit unlimited?
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Package ID Package Name Type of Package Status
Yes

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?

No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PREPARED MEALS THROUGH A DEBIT
CARD.

Pest Control (13i3) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit? M

No

Referral required for this benefit?
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No

Notes

ELIGIBLE MEMBERS RECEIVE PEST CONTROL/ERADICATION TREATMENTS (12
EVENTS COMBINED WITH ROADSIDE ASSISTANCE, IN-HOME MINOR REPAIRS, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES) LIMITED TO 2 EVENTS
(1/SEMESTERY). ADDITIONALLY, MEMBERS RECEIVE AN ALLOWANCE THROUGH A
DEBIT CARD WHICH PROVIDES ACCESS TO CLEANING PRODUCTS FOR PEST
CONTROLAND FOR ADDITIONAL SERVICES OF PEST CONTROL/ERADICATION
TREATMENTS.

Transportation for Non-Medical Needs (13i4) - Non-Medicare

Enhanced benefit

Any Location

Is this benefit unlimited?

Yes

Type of transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Select Mode of Transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?
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Package ID Package Name Type of Package Status
No

Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS RECEIVE ROADSIDE ASSISTANCE (12 EVENTS COMBINED
WITH IN-HOME MINOR REPAIRS (UP TO $300 PER EVENT), PEST CONTROL, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES.) ADDITIONALLY, MEMBERS RECEIVE
AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES ACCESS TO
ADDITIONAL ROADSIDE ASSISTANCE SERVICES TO SUPPORT PERSONAL
TRANSPORTATION AND AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION
NEEDS TO MAINTAIN THE ENROLLEE'S HEALTH.

Indoor Air Quality Equipment Services (13i5) - Non-Medicare

Is there a maximum plan benefit coverage amount?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE UP TO 2 A/C CLEANING SERVICES PER YEAR

(1/SEMESTER) (12 EVENTS COMBINED WITH IN-HOME MINOR REPAIRS (UP TO $300

PER EVENT), PEST CONTROL, AND ROADSIDE ASSISTANCE). ADDITIONALLY,

MEMBERS RECEIVE AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES
ACCESS TO ADDITIONAL A/C CLEANING SERVICES TO SUPPORT HEALTHY INDOOR

AIR QUALITY, REDUCE EXPOSURE TO ALLERGENS AND ENVIRONMENTAL

IRRITANTS, AND PROMOTE SAFE TEMPERATURE REGULATION IN THE HOME. w

Social Needs Benefit (13i6) - Non-Medicare

Is there a maximum plan benefit coverage amount?
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Package ID Package Name Type of Package Status
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE TICKETS TO ATTEND
ENTERTAINMENT EVENTS (CONCERT, THEATER, MOVIE) AND PERSONAL
GROOMING SERVICES (BARBER OR SALON VISITS) THROUGH A DEBIT CARD.
ENGAGING IN ENTERTAINMENT CAN BE BENEFICIAL FOR DEALING WITH SOCIAL
ISOLATION AND IMPROVING MENTAL HEALTH AND WELLBEING. BY PROVIDING
OPPORTUNITIES FOR RELAXATION, SOCIAL INTERACTION, AND ENJOYABLE
EXPERIENCES, THESE ACTIVITIES CONTRIBUTE TO THE OVERALL
PSYCHOLOGICAL RESILIENCE AND HAPPINESS OF ENROLLEES.

General Supports for Living (13i10) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Are you offering housing support such as rent or mortgage assistance as a covered henefit
under General Supports for Living?

No

Are you offering utilities assistance as a covered benefit under Gener Pp of Living?
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Package ID Package Name Type of Package Status

Yes

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS UTILITIES,
TOWELS/LINENS/CLOTHING (TO SUPPORT BASIC NEEDS),
GARDENING/HARDWARE TOOLS (FOR HOME MAINTENANCE) AND IN-HOME MINOR
REPAIRS, INCLUDING REPAIRS FOR HOME APPLIANCES AND HANDYMAN
SERVICES (12 EVENTS COMBINED WITH ROADSIDE ASSISTANCE ($300 LIMIT PER
EACH EVENT, $200 LIMIT FOR EACH REPAIR OF HOME APPLIANCES), PEST
CONTROL, AND INDOOR AIR QUALITY EQUIPMENT SERVICES). LIMIT OF 2 EVENTS
FOR PEST CONTROL, HOME APPLIANCE REPAIRS, AND A/C CLEANING SERVICES
(1/SEMESTER) AND 1 EVENT (UP TO 2 HOURS) FOR HANDYMAN SERVICES.
ALLOWANCE FOR ADDITIONAL IN-HOME MINOR REPAIRS VIA THE DEBIT CARD.
POOR-QUALITY HOUSING IS ASSOCIATED WITH VARIOUS NEGATIVE HEALTH
OUTCOMES, INCLUDING CHRONIC DISEASE AND INJURY AND POOR MENTAL
HEALTH. LACK OF HOUSING MAINTENANCE MAY LEAD TO POOR HOUSING
CONDITIONS INSIDE AND OUTSIDE THE HOME. PROVIDING THE TOOLS FOR THE
MEMBER TO MAINTAIN THEIR HOMES IN GOOD CONDITIONS IMPROVES THEIR
PHYSICAL, MENTAL, AND SOCIAL WELLBEING.

Other 1 (13i11) - Non-Medicare

Service Name
PET CARE

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?

No ({&L

Is there a deductible?
No

Authorization required for this benefit?
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Package ID Package Name Type of Package Status
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE PET FOOD, PET SUPPLIES
(LEASH, COLLAR, GROOMING SUPPLIES), AND PET SERVICES (VET VISITS AND
GROOMING SERVICES) THROUGH A DEBIT CARD TO SUPPORT ELIGIBLE
ENROLLEES' MENTAL HEALTH NEEDS. PROVIDING ELIGIBLE MEMBERS WITH THE
MEANS TO RESPONSIBLY CARE FOR THEIR PETS WILL HAVE A DIRECT IMPACT ON
THEIR HEALTH. PET OWNERS ARE LESS LIKELY TO SUFFER DEPRESSION, HAVE
LOWER BLOOD PRESSURE, DISPLAY REDUCED LEVELS OF TRIGLYCERIDE AND
CHOLESTEROL (HIGH LEVELS CAN BE INDICATORS OF HEART DISEASE), SURVIVE
LONGER AFTER HAVING A HEART ATTACK, MAKE FEWER VISITS TO THE DOCTOR,
AND TEND TO LIVE LONGER. OFFERING ACCESS TO PET CARE SUPPLIES ALLOWS
OUR BENEFICIARIES TO ACCESS THE ITEMS NEEDED FOR PET OWNERSHIP AND
WILL THEREFORE RESULT IN IMPROVED OR MAINTAINED HEALTH.

Other 3 (13i13) - Non-Medicare

Service Name
MEMORY AND COGNITIVE FUNCTION SUPPORT ITEMS

Is there a maximum plan benefit coverage amount?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

No

Referral required for this benefit?
. k.

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TO PURCHASE MEMORY FITNESS ITEMS
SUCH AS: MEMORY CARDS, BOARD GAMES, SUDOKU OR OTHER FEMS 7 H
HELP THE MEMBER EXERCISE THEIR MEMORY. STUDIES HAVE F@UND fjH
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Type of Package Status

INDIVIDUALS WHO ENGAGED IN WORD PUZZLES HAD CONSISTENTLY BETTER
SHORT-TERM MEMORY, REASONING, AND ATTENTIVENESS THAN THOSE WHO DID
NOT ENGAGE IN SUCH ACTIVITIES. THIS SUPPORTS THE THEORY THAT KEEPING
THE MIND ACTIVE, IN ADDITION TO REGULAR PHYSICAL EXERCISE, MAY HELP

SLOW THE ONSET OF DEMENTIA.

Benefit Details

Inpatient Hospital-Acute (1a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

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

obtains care?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?

No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Inpatient Hospital Psychiatric (1b) - Medicare %‘

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

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

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Skilled Nursing Facility (SNF) (2) - Medicare

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

Days
0

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

No

Is there a coinsurance?
No

Is there a copayment?
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No

What is your SNF period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Cardiac and Pulmonary Rehabilitation Services (3) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?

No

Cardiac Rehabilitation Services (3-1) - Medicare

|s there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Cardiac Rehabilitation Services (3-2) - Medicare

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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Yes

Referral required for this benefit?

Yes

Pulmonary Rehabilitation Services (3-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

SET for PAD Services (3-4) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Emergency Services (4a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?

No

Is there a copayment?
No

Urgently Needed Services (4b) - Medicare
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Partial Hospitalization Program (5a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Outpatient Program Services (5b) - Medicare

Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible? ,
No

Authorization required for this benefit?

Yes
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Referral required for this benefit?

Yes

Home Health Services (6) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Réferral required for this benefit?
No

Primary Care Physician Services (7a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Chiropractic Services (7b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a medicare covered coinsurance?
No

Is there a medicare covered copayment?
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No

Is there a medicare covered deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Occupational Therapy Services (7¢) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

Yes

Physician Specialist Services (7d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
- gL

Is there a deductible?
No

Authorization required for this benefit?

Yes
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Referral required for this benefit?

Yes

Mental Health Specialty Services (7e) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Individual Sessions for Mental Health Specialty Services (7e1) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Group Sessions for Mental Health Specialty Services (7e2) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Podiatry Services (7f) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
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No

Is there a copayment?
No

Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Other Health Care Professional (7g) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Psychiatric Services (7h) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
7,
No
/)

individual Sessions for Psychiatric Services (7h1) - Medicare

Is there a coihsurance?

No
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Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

PBP Data Report

Group Sessions for Psychiatric Services (7h2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Physical Therapy and Speech-Language Pathology Services (7i) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

No

Additional Telehealth Benefits (7j) - Medicare

Medicare-covered benefits that may have Additional Telehealth Benefits
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Physician Specialist Services(7d)

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ADDITIONAL TELEHEALTH SERVICES COVERED FOR SPECIALIST SERVICES PROVIDED
IN THE MULTI SPECIALTY CLINICS.

Opioid Treatment Program Services (7k) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diagnostic Procedures/Tests/Lab Services (8a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (M ?
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No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Procedures/Tests (8a1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Lab Services (8a2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No
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Outpatient Diagnostic/Therapeutic Radiological Services (8b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a copayment?
No

Is there a deductible?

No

Diagnostic Radiological Services (8b1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Therapeutic Radiological Services (8b2) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient X-Ray Services (8b3) - Medicare w

Is there a coinsurance?

No

Is there a copayment?

No
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Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Hospital Services (9a1) - Medicare

Does this plan have a service specific maximum enrollee aut-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Observation Services (9a2) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No
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Ambulatory Surgical Center (ASC) Services (9b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Substance Abuse (9c) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

|s there a deductible?

No

Individual Sessions for Outpatient Substance Abuse (3c1) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

~ Authorization required for this benefit? ~

Yes

Referral required for this benefit?

Yes 'ﬁzg

Group Sessions for Outpatient Substance Abuse (9¢2) - Medicare

Is there a coinsurance?

No
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Is there a copayment?

No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Outpatient Blood Services (9d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Do you waive the deductible for the first three pints of blood?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Ambulance Services (10a) - Medicare

Is there a coinsurance?
No

Is there a copayment?

No

Ground Ambulance Services (10a1) - Medicare

Does this plan have a ground ambulance services maximum enrollee out of pocket cost (MOOP)?

No
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Is there a coinsurance?

No

Is there a copayment?

No

Is there a deductible?

No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Air Ambulance Services (10a2) - Medicare

Does this plan have an air ambulance services maximum enrollee out of pocket(MOOP)?

No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Durable Medical Equipment (DME) (11a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?

Yes with a min & max

Minimum coinsurance Maximum coinsurance

0% 10%
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Is there a copayment?
No

Is there a deductible?
No

Are there preferred vendors/manufacturers for Durable Medical Equipment (DME)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

MINIMUM COINSURANCE FOR DME SUPPLIES, WHEELCHAIR, DME POWER WHEELCHAIR
AND ALL OTHER DME. MAXIMUM COINSURANCE FOR DME HOSP BED.

Prosthetics/Medical Supplies (11b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Prosthetic Devices (11b1) - Medicare

Is there a coinsurance?

Yes

Coinsurance percentage
20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit? %ﬂ
No

Medical Supplies (11b2) - Medicare
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Is there a.coinsurance?

Yes

Coinsurance percentage
20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Supplies and Services (11c) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?

No

Do you limit Diabetic supplies and services to those from specified manufacturers?

No

Diabetic Supplies (11¢1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Therapeutic Shoes/Inserts (11¢2) - Medicare %‘

Is there a coinsurance?

No

Is there a copayment?
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No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Diabetic Monitors (11c3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Dialysis Services (12) - Medicare

PBP Data Report

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

No

Medicare-covered Zero Dollar Preventive Services (14a) - Medicare

| attest that there is no coinsurance ,copayment or deductible for all Original

services that are offered at zero doliar cost sharing
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true

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Kidney Disease Education Services (14d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

No

Glaucoma Screening (14e1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit? %’

Yes

Referral required for this benefit?

No
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Diabetes Self-Management Training (14e2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayn‘ient?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Digital Rectal Exams (14e4) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

No

EKG following Welcome Visit (14e5) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

file://ifC:/Usersicsotomayor/D ownloads/PBP_Report_05292026032853.html 61/85



5/29/26, 4:20 PM PBP Data Report
Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Part B Rx Drugs (15) - Medicare

| attest that the MA enrollee cost sharing for a Part B rebatable drug will not exceed the
coinsurance amount of the original Medicare adjusted beneficiary coinsurance for that Part B
rebatable drug. In applying this effective coinsurance percentage, MA plans may continue to base
enrollee cost sharing off of the total MA plan financial liability for that Part B drug.

true

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?

No

Does the plan offer step therapy?

Yes

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

Part B to Part B
Part Dto Part B

Medicare Part B Insulin Drugs (15-1) - Medicare

Is there a coinsurance?

No

Is there a copayment?
. k.

Authorization required for this benefit?

Yes
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Referral required for this benefit?
No

Medicare Part B Chemotherapy/Radiation Drugs (15-2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Other Medicare Part B Drugs (15-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Dental Services (16a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?

No ( z Z {
Is there a deductible?

No

Authorization required for this benefit?
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Yes

Referral required for this benefit?
No

Eye Exams (17a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Eyewear (17b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit? ( ﬁ 2 &
No

Hearing Exams (18a) - Medicare
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Worldwide Emergency/Urgent Coverage (4c) - Non-Medicare

Is there a maximum plan benefit coverage?
Yes

Is the maximum plan benefit coverage amount unlimited?
No

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Worldwide Emergency Coverage (4¢1) - Non-Medicare

Is there a coinsurance?

No

Is there a copayment?
Yes

Copayment amount
$75.00
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Is this Copayment waived if admitted to hospital?

Yes

Worldwide Urgent Coverage (4c2) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?

Yes

Copayment amount
$75.00

Is this Copayment waived if admitted to hospital?

Yes

Chiropractic Services (7b) - Non-Medicare

Is there a maximum plan benefit coverage amount?

Yes

Maximum amount

$750.00

Periodicity
Every Year

Routine Chiropractic Care (7b1) - Non-Medicare

Is this benefit unlimited?
No

Visits
6

Periodicity
Every Year

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
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Yes

Referral required for this benefit?
Yes

PBP Data Repart

Podiatry Services: Routine Foot Care (7f) - Non-Medicare

Is this benefit unlimited?
No

Visits

6

Periodicity

Every Year

Is there a maximum plan benefit coverage amount?

No

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Transportation Services - Plan Approved Health-related Location (10b1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
24

Periodicity
Every Year

Type of transportation
One-Way

Select Mode of Transportation
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Taxi

RideShare services
Bus/Subway

Van

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a service specific maximum plan benefit coverage amount?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UNLIMITED TRIPS APPLY TO AND FROM THE MULT! SPECIALTY CLINICS. LIMITED TRIPS
PER THE DATA ENTRY APPLY TO ALL OTHER PLAN APPROVED HEALTH RELATED
LOCATIONS.

Acupuncture Treatments (13a) - Non-Medicare

Periodicity
Every Year

Is there a maximum plan benefit coverage?

Yes

Maximum amount

$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

: s
Is this benefit unlimited for Number of Treatments?

No
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Indicate limit for Number of Treatments
5)

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Over-the-Counter (OTC) ltems (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this ptan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No
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Does this cover all of the drugs on the CMS OTC list which may be found in Chapter 4 of the
Medicare Managed Care Manual?

No

Mode of delivery for the OTC ltems

Catalogue Purchase

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2) FIRST AID
SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE MEDICAL
INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5) INCONTINENCE
SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING AND MONITORING
SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS WHO MEET MEDICAL
CRITERIA FOR ON-GOING MONITORING OF BLOOD PRESSURE, THE PLAN WiLL PROVIDE
ONE (1) BLOOD PRESSURE MONITOR UNIT EVERY 5 YEARS. THIS BENEFIT MAY
REQUIRE MEDICAL EVALUATION AND/OR PREAUTHORIZATION. 7) FIBER SUPPLEMENTS
8) TOPICAL SUNSCREEN 9) SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING,
TENNIS ELBOW STRAP, WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE
SUPPORT, KNEE ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT
LIMITED TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-18 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Meal Benefit (13c) - Non-Medicare

Select the type of primarily health related meals benefit offered(Check all that apply):

Immediately following surgery or inpatient hospitalization

Is there a maximum plan benefit coverage amount?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

is there a deductible?

No M

Autharization required for this benefit?

Yes

Referral required for this benefit?
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Yes

Notes

POST DISCHARGE 2 MEALS PER DAY FOR 5 DAYS UP TO 2 TIMES PER YEAR FOR 20
MEALS MAX PER YEAR.

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
No

Health Education (14c1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

No

Notes

THE HEALTH EDUCATION PROGRAM DEVELOPS AND IMPLEMENTS EDUCATIONAL
INTERVENTIONS BASED ON DIAGNOSIS SUCH AS DIABETES, HYPERTENSION
MANAGEMENT AND PROVIDES NUTRITIONAL EDUCATION TO PROVIDE HEALTH
INFORMATION ENCOURAGING MEMBERS TO ADOPT A HEALTHIER LIFESTYLE AND
DEVELOP SELF CARE CAPABILITIES TO IMPROVE THE MEMBER’S HEALTH. SCOPE:
IDENTIFY THE POPULATION WITH EDUCATIONAL NEEDS, PLAN EDUCATIONAL
STRATEGIES, PROMOTION OF HEALTHY LIFESTYLE AND PREVENTION OF
COMPLICATIONS.IMPLEMENT AND CARRY OUT EDUCATIONAL STRATEGIES, EVALUATE
THE RESULTS AND CREATE FUTURE GOALS.INTERVENTIONS MIGHT
INCLUDE:EDUCATIONAL CAMPAIGNS, MEMBER EDUCATIONAL ACTIVITIES INCLUDING
GROUP SESSIONS WHERE EDUCATORS PROVIDE INFORMATION TO IMPROVE THE
MEMBER'S SKILL SETS.THE HEP HAS ALSO INDIVIBUAL INTERVENTIONS BASED FOR
HIGH RISK CASES. THE PROGRAM DISTRIBUTES NEWSLETTERS WITH HEALTH RELATED
INFORMATION, AND HAS PHYSICAL ACTIVITY AWARENESS AND ONLINE ACCESS TO
EDUCATIONAL LITERATURE AS PART OF THE EDUCATIONAL INTERVENTIONS.

Nutritional/Dietary Benefit (14c2) - Non-Medicare
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Is this benefit unlimited?
No

Indicate number of visits

6

Setting

Both Sessions (Individual and Group)

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Sessions of Smoking and Tobacco Cessation Counseling (14c3) - Non-
Medicare

Number of visits
9

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
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Yes

Referral required for this benefit?
No

Notes

THE SMOKING CESSATION PROGRAM ROMPE EL HABITO HAS THE PURPOSE OF
IMPACTING MEMBERS WHO USE SOME FORM OF TOBACCO BASED ON THE CLIENT
APPROACHED MODEL AND THE TRANSTHEORETICAL MODEL THAT DESCRIBES HOW
PEOPLE MODIFY A PROBLEM BEHAVIOR OR ACQUIRE A POSITIVE BEHAVIOR.
OBJECTIVE: TO DIMINISH THE RISK FACTORS TO PREVENT ASSOCIATED ILLNESSES
UPON SMOKING. IS AVAILABLE FOR MEMBERS WHO USE OR SMOKE TOBACCO AND/OR
STOP SMOKING DURING THE LAST 12 MONTHS. THE MAIN GOAL IS TO EMPOWER THEM
TO QUIT THE PROCESS BY PROVIDING INF AND SUPPORT SERVICES TO HELP THEM
ESTABLISH A QUIT DATE, REDUCE QUANTITY OF CIGARETTE USE PER DAY, AND/OR
STOP SMOKING. THE MAIN INTERVENTIONS ARE: ASSESSMENT CALLS, TEL
INTERVENTIONS REGARDING QUIT AND/OR RELAPSE PREVENTION, EDUCATIONAL
MATERIALS, AVAILABILITY OF THE SUPPORT GROUP, MED EDUCATION, F/UP
INTERVENTIONS, AMONG OTHERS. TO PREVENT A RELAPSE PHASE, INTERVENTIONS
TO IMPROVE THE PARTICIPANT'S COMPLIANCE WITH THEIR PHYSICIAN'S
PHARMACOLOGICAL TREATMENT PLAN ARE OFFERED.

Fitness Benefit (14c4) - Non-Medicare
Indicate the type(s) of fitness benefits offered(check all that apply):

Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) PHYSICAL EXERCISE PEDALS 2)
STRETCH STRAPS. ITEM QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.
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Remote Access Technologies (including Web/Phone-based technologies and Nursing

Hotline) (14c7) - Non-Medicare
Select the type of Remote Access Technologies offered

Nursing Hotline

Nursing Hotline Notes

THE NURSE TRIAGE LINE IS AVAILABLE 24/7 TO THE MEMBERS. HEALTH
PROFESSIONALS ANSWER MEMBER CALLS AND DETERMINE THE SEVERITY OF THE
CALLER'S COMPLAINT USING A SERIES OF ALGORITHMS BASED BY THE AMERICAN
MEDICAL ASSOCIATION AND CLINICAL GUIDELINES. THE HEALTH PROFESSIONALS WILL
RECOMMEND ACTIONS TO THE CALLER BASED ON TRIAGE PROTOCOLS THAT CAN
INCLUDE: 1. DIRECT THE CALLER TO THE APPROPRIATE USE OF MEDICAL RESOURCES
AS: INITIAL TREATMENT AT HOME, VISIT TO THE PRIMARY CARE PHYSICIAN IN THE NEXT
FEW DAYS OR VISIT TO EMERGENCY ROOM IF NECESSARY, ACCORDING WITH THE
SIGN AND SYMPTOMS PRESENTED. 2. CHANNELING OF THE OTHER SERVICES AS:
MENTAL HEALTH, POISON CONTROL AMONG OTHERS. 3. DIRECT ACCESS TO THE 911
EMERGENCY LINES, CRISIS MANAGEMENT LINES, EMERGENCY ROOMS, OR HMO’S
SYSTEMS. 4. PROVIDE EDUCATION REGARDING THE SYMPTOMS AND MANAGEMENT OF
MEDICAL EMERGENCIES, LABORATORY TEST, MEDICAL PRESCRIPTIONS, MEDICATION
USE, CHRONIC CONDITIONS, NUTRITION, PSYCOLOGIC HELP AND OTHERS CLINICAL
AREAS.

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Is there a coinsurance Nursing Hotline?
No

Is there a copayment Nursing Hotline?
No

Home and Bathroom Safety Devices and Modifications (14c3) - Non-Medicare
Is there a maximum plan benefit coverage amount?

. Yyh.

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
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No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) MEDICAL BATHMAT 2) RAISED TOILET
SEAT 3) HANDHELD SHOWER HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS
IN EACH CATEGORY MAY APPLY.

Alternative Therapies (14¢17) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
12

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

No

Notes
UNDER THIS CATEGORY WE WILL COVER NATUROPATH VISITS.

Comprehensive Dental (16¢c) - Non-Medicare
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Service maximum plan benefit coverage:

Yes

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount

$2000.00

Periodicity
Every Year

Is the maximum plan benefit coverage amount entered exclusively part of a Combined
Supplemental Benefits (CSB) group?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Notes

THE MAXIMUM PLAN BENEFIT COVERAGE AMOUNT WILL APPLY FOR ALL
COMPREHENSIVE SERVICES.

Restorative Services (16¢1) - Non-Medicare

Is this benefit unlimited?
No

indicate number of visits

1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

file:///C:/Users/csotomayar/Downloads/PBP_Report_05292026032853.html

76185



5/29/26, 4:20 PM PBP Data Report
Yes

Referral required for this benefit?
No

Notes

CORE BUILDUP AND PIN RETENTION PER TOOTH, PER SURFACE, ONCE EVERY 24
MONTHS. POST AND CORE IN ADDITION TO CROWN COVERED ONE PER TOOTH PER
LIFE. SINGLE CROWNS COVERED UP TO ONE PER YEAR. REPLACEMENT CROWNS
COVERED EVERY 5 YEARS PER TOOTH, BY REPORT IF REPLACEMENT IS NEEDED.
SINGLE CROWNS REQUIRE PRE AUTHORIZATION. PROVISIONAL CROWNS ARE
COVERED ONE (1) PER TOOTH EVERY FIVE (5) YEARS. LABIAL VENEER ARE COVERED
ONE (1) PER TOOTH EVERY FIVE (5) YEARS.

Prosthodontics, removable {16c4) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

REMOVABLE COMPLETE OR PARTIAL DENTURES IN RESIN AND METAL BASE, COVERED

EVERY 5 YEARS. DENTURE REPAIR SERVICES, INCLUDING SERVICES RELATED TO THE

REPAIR OF EXISTING COMPLETE OR PARTIAL DENTURES ARE COVERED. REMOVABLE

PARTIAL FLEXIBLE BASE DENTURES (SUCH AS: VALPLAST) COVERED EVERY 5 YEARS.

RELINE OR REBASE ARE NOT COVERED IN FLEXIBLE BASE DENTURES AND/OR

FLEXIBLE BASE ARE NOT COVERED IN COMPLETE OR FULL DENTURES. W
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Implant Services (16¢6) - Non-Medicare
Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UP TO 1 IMPLANT A YEAR. SURGICAL PLACEMENT OF IMPLANT BODY, ENDOSTEAL
IMPLANT, COVERED ONE PER TOOTH PER LIFE. ABUTMENT SUPPORTED PORCELAIN
(METAL AND/OR HIGH NOBLE METAL), ABUTMENT SUPPORTED PORCELAIN/CERAMIC
CROWN, IMPLANT SUPPORTED PORCELAIN CROWN(CERAMIC) COVERED. CROWNS ON
IMPLANTS ARE COVERED 1 PER TOOTH EVERY 5 YEARS WITH APPROPRIATE
JUSTIFICATION. IMPLANT SERVICES WILL ONLY BE COVERED WHEN PERFORMED BY A
CERTIFIED PROVIDER. ALL OTHER PROSTHODONTIC SERVICES ARE NOT COVERED.

Prosthodontics, fixed {16c7) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
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PERIODICITY VARIES BY SERVICE
Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UP TO 4 UNITS PER YEAR. RETAINER CROWN PORCELAIN FUSED TO HIGH NOBLE
METAL, RETAINER CROWN PORCELAIN/CERAMIC, PONTIC PORCELAIN FUSED TO NOBLE
AND/OR HIGH NOBLE METAL, PONTIC PORCELAIN/ CERAMIC. PONTICS AND RETAINERS
ARE COVERED 1 PER TOOTH PER LIFE.

Adjunctive General Services (16c1 0) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes
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ANESTHESIA UNDER DEEP SEDATION IS COVERED. THE FIRST 15 MINUTES AND 3
ADDITIONAL 15 MINUTE INCREMENTS ARE COVERED FOR ATOTAL OF 60 MINUTES
COMBINED PER DAY OF SERVICE. DEEP SEDATION SERVICES ARE APPLICABLE FOR
PAYMENT WHEN THE FOLLOWING SERVICES ARE PERFORMED: SURGICAL PLACEMENT
OF THE IMPLANT BODY, ENDOSSEOUS IMPLANT, SURGICAL EXTRACTION OF
PROTRUDING TOOTH OR RESIDUAL ROOT, REMOVAL OF IMPACTED TEETH — IN SOFT
TISSUE, REMOVAL OF PARTIALLY OR COMPLETELY IMPACTED TEETH IN BONE,
REMOVAL OF RESIDUAL TOOTH ROOTS, REMOVAL OF THE PALATINE TORUS,
MANDIBULAR TORUS AND REMOVAL OF EXOSTOSIS. AUTHORIZATION RULES APPLY TO
DEEP SEDATION SERVICES. SERVICES AND MATERIALS NOT LISTED ABOVE ARE NOT
COVERED BY THE PLAN.

Eyewear (17b) - Non-Medicare
is there a maximum plan benefit coverage?
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

Combined maximum amount
$600.00

Periodicity
Every Year

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?

- /)8
Authorization required for this benefit?

Yes

Referral required for this benefit?

No
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Eyeglasses {lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?

No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity

Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes
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Referral required for this benefit?
No

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:

Yes

Select Coverage

Both ears combined

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$600.00
Periodicity

Every 3 Years

Service maximum enroliee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No

is there a copayment?
No

Authaorization required for this benefit?

Yes

Referral required for this benefit?
No

Rx

Rx Characteristics
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Medicare-defined Part D Medicare-defined Part D
Deductible amount Coinsurance amount
$700.00 25%

Cap for one-month supply of
each Part D-covered insulin

$35

Rx Setup

Select the type of drug benefit
Defined Standard

Retail
Standard Retail

Mail-Order
Standard Mail-Order

Long-Term Care

Yes

Out-of-Network

Yes

Sponsor attests that it will comply with 42 CFR 423.154
Yes

Does this plan pay for over-the-counter-medications (OTCs) under the utilization management

Medicare-defined Part D
Annual Out-of-Pocket cost
threshold

$2400.00

program? If you select "Yes" you must upload a supplemental file through the Formulary
Submission Module by Friday, June 5, 2026, at 11:59 am Eastern Time.

No

Defined Standard - Locations and Location Supply

Standard Retail

Select days for 1-month supply
30

Select days for 3-month supply
90

Standard Mail-Order
Select days for 3-month supply
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90

Long-Term Care

Select days for long-term care supply
31

Qut-of-Network

Select days for out of network 1-month supply
30

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

No

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

No

| attest that there is no deductible and no cost sharing for an adult vaccine recommended by the
Advisory Committee on Immunization Practices (ACIP). There is no enrollee cost sharing on the
ingredient cost of the vaccine submitted on the prescription drug event (PDE) record, or any
associated sales tax, dispensing fee, or vaccine administration fee, regardiess of tier placement

or benefit phase. The applicable vaccines will be designated as such on the beneficiary-facing
formulary model documents.

Yes

Rx Notes

No Data Saved for Selected Section, Incomplete or Not Started.

DS Insulin Cost Share

The enrollee cost sharing for each prescription fill up to a one-month supply for a covered insulin
product, consistent with § § 423.100 and 423.120(h), will not exceed the lesser of (1) $35; (2) an
amount equal to 25 percent of the maximum fair price established for the covered insulin product
in accordance with part E of subchapter Xl, or (3) an amount equal to 25 percent of the
negotiated price, as defined in § 423.100, of the covered insulin product under the prescription
drug plan or MA-PD plan. If submitted insulin cost sharing is less than either $35 or 25%, | attest
that enrollee cost sharing will not exceed the lesser of those cost sharing values.

Yes

Standard Retail

Enter 1-month copayment Enter 3-month copayme
$35.00 $105.00

Coinsurance 1-month supply Coinsurance 3-month supply

25% 25%
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Standard Mail-Order

Long-Term Care

Enter 1-month copayment
$35.00

Out-of-Network

Out-of-network 1-month
copayment

$35.00

PBP Data Report

Enter 3-month copayment
$105.00

Coinsurance 3-month supply
25%

Long-Term Care Coinsurance
25%

Out-of-Network Coinsurance
25%
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PLAN BENEFIT PACKAGE (PBP) DATA ENTRY SYSTEM REPORT

f— = NI RS N J—

H4004

Contract Year: 2027

076 -1 MMM HEALTHCARE, LLC - Data Report

Plan Characteristics
General Information

Organization Legal Name
MMM HEALTHCARE, LLC

Organization Marketing Name
Medicare y Mucho Mas (MMM)

Requested By: CHRISTIAN SOTOMAYOR

ADMINISTRACION DE SEGUROS DE SALUD
27 00002

NUMEROQ DE CONTRATO

Organization Type
Local CCP

Plan Name Plan Geographic Name
MMM Preciso Platino (HMO D- Puerto Rico
SNP)
Plan Details )
Plan Type Is this a network plan? Is this an Employer-Only Plan?
HMO Not Applicable No

Does this plan offer
Prescription drugs (Rx)?

Yes

Does this plan participate in
the Better Approaches to
Lifestyle and Nutrition for
Comprehensive hEalth
(BALANCE) Model?

Not Available

Does this plan offer Point of
Service (POS)?

No

Does this plan offer OQut-of-
Network Services (OON)?

No

Special Needs Plan
Is this a SNP?

Yes

Does this D-SNP offer
Medicare zero-dollar cost
sharing (not applicable to Part
D)?

No

Plan Attributes

SNP Type
Dual-Eligible

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

No
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SNP Institutional Type
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- None of the above (i.e., no
buy-down applied)
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Select Enrollee type:
Part A & Part B

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

Does this plan intend to participate in the Platinc program?

Yes

Contract Year 2027 Medicare-defined MOOP Limits (HMO Plan)

Lower MOORP Limit Intermediate MOOQOP Limit Mandatory MOOP Limit
$0 - $4450 In-network $4451 - $7150 in-network $7151 - $9850 In-network

Standard Bid

Does this plan offer a standard Does this plan offer a standard Does this plan offer a standard

bid for In-Network service bid for plan-level deductible bid for Visitor Travel Program
categories? and maximum enrollee out-of-  V/T?
?
No pocket cost (MOOP)~ No
No
Benefit Offerings

Medicare Services

Showing all the service categories that are being offered under the plan

Services In Network (INN)

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Required
Inpatient Hospital Psychiatric(1b) Required
Skilled Nursing Facility (SNF)(2) Required
Cardiac and Pulmonary Rehabilitation Services(3)
Cardiac Rehabilitation Services(3-1) Required
Intensive Cardiac Rehabilitation Services(3-2) Required
Pulmonary Rehabilitation Services(3-3) Required
SET for PAD Services(3-4) Required
Emergency/Urgently Needed Services(4) L{m‘
Emergency Services(4a) Required N
Urgently Needed Services(4b) Required
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Services In Network (INN)

. Partial Hospitalization/Intensive Outpatient Program
: Services(d)
Partlal Hospltallzatron Program(Sa) 'Required
Intensrve Outpatrent Program Servrces(5b) Required
Home Health Servrces(6) Required

Health Care Professronal Servrces(?)

Prlmary Care Physrman Servrces(?a). - Required
N Chiropractic Serwces(?b) v Required
Occupational Therapy Services(7¢) Required
Physician Specialist Services(7d) Required

Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Specialty

Services(7e1) Required
g(rac;:ig ;e(a;:r;)ns for Mental Health Specialty Required
Podiatry Services(7f) Required
Other Health Care Professional(7g) Required
Psychiatric Services(7h)
Individual Sessions for Psychiatric Services(7h1) Required
Group Sessions for Psychiatric Services(7h2) Required
I;g)rlvsircc:::;('l;?)erapy and Speech-Language Pathology Required
Additional Telehealth Benefits(7j) Yes
Opioid Treatment Program Services(7k) Required
Outpatient Procedures, Tests, Labs and Radiology
Services(8)
Diagnostic Procedures/Tests/Lab Services(8a)
Diagnostic Procedures/Tests(8a1) Required
Lab Services(8a2) Required
Outpatient Diagnostic/Therapeutic Radiological
Services(8b) '
Diagnostic Radiological Services(8b1) Required
Therapeutic Radiological Services(8b2) Required
Outpatient X-Ray Services(8b3) Required
Outpatient Services(9)

Outpatient Hospital Services(9a)
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In Network (INN)

Services
Outpatient Hospital Services(9a1) Required
Observation Services(9a2) Required
Ambulatory Surgical Center (ASC) Services(9b) Required
Outpatient Substance Abuse(Sc)
'Iggividual Sessions for Outpatient Substance Required
use(8c1)
Sgoup Sessions for Qutpatient Substance Required
use(9c2)
Outpatient Blood Services(9d) Required
Ambulance/Transportation Services(10)
Ambulance Services(10a)
Ground Ambulance Services(10a1) Required
Air Ambulance Services(10a2) Required
DME, Prosthetics and Medical and Diabetic
Supplies(11)
Durable Medical Equipment (DME)(11a) Required
Prosthetics/Medical Supplies(11b)
Prosthetic Devices(11b1) Required
Medical Supplies(11b2) Required
Diabetic Supplies and Services(11c)
Diabetic Supplies(11c1) Required
Diabetic Therapeutic Shoes/Inserts(11c2) Required
Diabetic Monitors(11c3) Required
Dialysis Services(12) Required
Preventive and Other Defined Supplemental
Services(14)
gledi'care-covered Zero Dollar Preventive Required
ervices(14a)
Kidney Disease Education Services(14d) Required
Other Medicare-covered Preventive Services(14e)
Glaucoma Screening(14e1) Required
Diabetes Self-Management Training(14e2) Required
Digital Rectal Exams(14e4) Required
EKG following Welcome Visit(14e5) Required

Medicare Part B Rx Drugs(15)
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Services in Network (INN)
Medicare Part B Insulin Drugs(15-1) Required
g/l)edlcare Part B Chemotherapy/Radiation Drugs(15- Required
Other Medicare Part B Drugs(15-3) Required
Dental(16)
Medicare Dental Services(16a) Required

Eye Exams/Eyewear(17)
Eye Exams(17a) Required
Eyewear(17b) Required
Hearing Exams/Hearing Aids(18)
Hearing Exams(18a) Required

Non-Medicare Services

Showing all the service categories that are being offered under the plan

In Network (INN)
Services

Optional/Mandatory
/ Both

Inpatient Hospital Services(1)
Inpatient Hospital-Acute(1a)

Additional Days for Inpatient Hospital-
Acute(1al)

Non-Medicare-covered Stay for Inpatient
Hospital-Acute(1a2)

Upgrades for Inpatient Hospital-Acute(1a3)
Inpatient Hospital Psychiatric(1b)

Additional Days for Inpatient Hospital
Psychiatric(1b1)

Non-Medicare-covered Stay for Inpatient
Hospital Psychiatric(1b2)

Skilled Nursing Facility (SNF)(2)

Additional Days beyond Medicare-covered for
Skilled Nursing Facility (SNF)(2-1)

Cardiac and Pulmonary Rehabilitation Services(3)
Additional Cardiac Rehabilitation Services(3-1)

Additional Intensive Cardiac Rehabilitation
Services(3-2)
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Services

Additional Pulmonary Rehabilitation Services(3-
3)

Additional SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)

Worldwide Emergency/Urgent Coverage(4c)

Worldwide Emergency Coverage(4c1)

Worldwide Urgent Coverage(4¢2)

Worldwide Emergency Transportation(4c3)
Health Care Professional Services(7)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Other Chiropractic Services(7b2)

Podiatry Services: Routine Foot Care(7f)
Ambulance/Transportation Services(10)

Transportation Services(10b)

Transportation Services - Plan Approved
Health-related Location(10b1)

Transportation Services - Any Health-related
Location(10b2)

Other Supplemental Services(13)
Acupuncture Treatments(13a)
Over-the-Counter (OTC) ltems(13b)
Meal Benefit(13c)

Other 1(13d)
Other 2(13e)
Other 3(13f)

Dual Eligible SNPs with Highly Integrated
Services(13g)

Preventive and Other Defined Supplemental
Services(14)

Annual Physical Exam(14b)
Other Defined Supplemental Benefits(14c)
Health Education(14c1)
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Required
Required

Required

Required

Required

Required
Required
Required

Required

Optional/Mandatory

/ Both

Mandatory
Mandatory

Mandatory

Mandatory

Mandatory

Mandatory
Mandatory
Mandatory
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In Network (INN)

Servi
ervices Optional/Mandatory
/ Both
Nutritional/Dietary Benefit(14c2) Required Mandatory
Additional Sessions of Smoking and Tobacco Required Mandat
Cessation Counseling(14¢3) equire andatory
Fitness Benefit(14c4) Required Mandatory

Enhanced Disease Management(14c5)
Telemonitoring Services(14c6)

Remote Access Technologies (including
Web/Phone-based technologies and Nursing Required Mandatory
Hotline)(14c7)

Home and Bathroom Safety Devices and Required Mandat
Modifications(14c8) equirea andatory

Counseling Services(14c9)
In-Home Safety Assessment(14¢10)

Personal Emergency Response System
(PERS)(14c11)

Medical Nutrition Therapy (MNT)(14¢12)

Post discharge In-Home Medication
Reconciliation(14¢13)

Re-admission Prevention(14c14)

Wigs for Hair Loss Related to
Chemotherapy(14c15)

Weight Management Programs(14c¢16)
Alternative Therapies(14¢17) Required Mandatory
Therapeutic Massage(14c¢18)

Adult Day Health Services(14¢19)

Home-Based Palliative Care(14¢20)

In-Home Support Services(14¢21)

Support for Caregivers of Enrollees(14¢22)
Home infusion bundled services(15)
Dental(16)

Diagnostic and Preventive Dental(16b)

Oral Exams(16b1)

Dental X-Rays(16b2)

Other Diagnostic Dental Services(16b3)
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In Network (INN)

Services

Prophylaxis (cleaning)(16b4)
Fluoride Treatment(16b5)
Other Preventive Dental Services(16b6)

Comprehensive Dental(16c¢)

Restorative Services(16¢1) Required
Endodontics(16¢c2)
Periodontics(16¢3)
Prosthodontics, removable(16c4) Required

Maxillofacial Prosthetics(16¢5) ‘
Implant Services(16¢6) Required

Prosthodontics, fixed(16c¢7) Required

Oral and Maxillofacial Surgery(16¢8)

Orthodontics(16¢9)

Adjunctive General Services{16¢10) Required
Eye Exams/Eyewear(17)

Eye Exams(17a)
Routine Eye Exams(17a1)
Other Eye Exam Services(17a2)

Eyewear(17h)
Contact Lenses(17b1) Required
Eyeglasses (lenses and frames)(17b2) Required

Eyeglass lenses(17b3)
Eyeglass frames(17b4)
Upgrades(17b5)
Hearing Exams/Hearing Aids(18)
Hearing Exams(18a)
Routine Hearing Exams(18a1)
Fitting/Evaluation for Hearing Aid(18a2) Required
Prescription Hearing Aids(18b)
Prescription Hearing Aids (all types)(18b1) Required
Prescription Hearing Aids - Inner Ear(18b2)
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PBP Data Report

In Network (INN)
Services

Optional/Mandatory
! Both

Prescription Hearing Aids - Outer Ear(18b3)
‘Prescription Hearing Aids - Over the Ear(18b4)
OTC Hearing Aids(18c)

Plan Level Cost Sharing
Plan Level Cost Sharing
Tiered Cost Sharing

Does this plan have tiered cost sharing for Medicare covered services?
No

Does this plan have tiered cost sharing for Non-Medicare covered services?
No

Reductions in Cost Sharing

Does your plan offer Reductions in Cost Sharing?
No

Combined Supplemental Benefits

Do you offer Combined Supplemental Benefits?
Yes

Annual Plan Deductible

Does this plan have an In-Network plan deductible?
No

Max Enrollee Cost Limit

Does this plan have an In-Network MOOP?
Yes

What type of In-Network MOOP does your plan offer?

Lower

In Network MOOP Amount
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$3250.00
Select the Service Categories that apply to the In-Network Maximum Enrollee Qut-of-Pocket cost:

In-Network Medicare-covered benefits
In-Network Non-Medicare-covered benefits

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

Yes

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

Yes

Medicare Services
Select the Medicare service categories that are subject to each MOOP type:

Services In-Network

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Yes
Inpatient Hospital Psychiatric(1b) Yes
Skilled Nursing Facility (SNF)(2) Yes
Cardiac and Pulmonary Rehabilitation Services(3)

Cardiac Rehabilitation Services(3-1) Yes
Intensive Cardiac Rehabilitation Services(3-2) Yes
Pulmonary Rehabilitation Services(3-3) Yes
SET for PAD Services(3-4) Yes
Emergency/Urgently Needed Services(4)

Emergency Services(4a) Yes
Urgently Needed Services(4b) Yes
Partial Hospitalization/Intensive Outpatient Program
Services(5)

Partial Hospitalization Program(5a) Yes
Intensive Outpatient Program Services(5b) Yes
Home Health Services(6) Yes
Health Care Professional Services(7)

Primary Care Physician Services(7a) Yes kM‘
Chiropractic Services(7b) Yes
Occupational Therapy Services(7c) Yes
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Services In-Network

Physician Specialist Services(7d) Yes

Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Specialty

Services(7e1) Yes
" Group Sessions for Mental Health Specialy v

Services(7e2)

Podiatry Services(7f) Yes
: Other Health Care Professional(7g) . Yes

| Psychiatric Services(7h)

Individual Sessions for Psychiatrié-éé-rv\l/‘i‘c':ég('lfﬁi‘) Yes

Group Sessions for Psychiatric Services(7h2) Yes

Physjcal Therapy and Speech-Language Pathology Yes

Services(7i)

Additional Telehealth Benefits(7]) Yes

Opioid Treatment Program Services(7k) Yes

Outpatient Procedures, Tests, Labs and Radiology

Services(8)

Diagnostic Procedures/Tests/Lab Services(8a)

Diagnostic Procedures/Tests(8a1) Yes

Lab Services(8a2) Yes

Outpatient Diagnostic/Therapeutic Radiological

Services(8b)

Diagnostic Radiological Services(8b1) Yes

Therapeutic Radiological Services(8b2) Yes

Outpatient X-Ray Services(8b3) Yes

Outpatient Services(9) e

Outpatient Hospital Services(9a)

Outpatient Hospital Services(9a1) Yes

Observation Services(9a2) Yes

Ambulatory Surgical Center (ASC) Services(Sb) Yes

Outpatient Substance Abuse(Sc)

Individual Sessions for Qutpatient Substance Yes

Abuse(9c1)
Group Sessions for Outpatient Substance Abuse(8c2) Yes
Outpatient Blood Services(9d) Yes

Ambulance/Transportation Services(10)

file://IC:/Users/csotomayor/Downloads/PBP_Report_05292026032809.htrmi 11/85



5/29/26, 4:20 PM PBP Data Report
Services In-Network

Ambulance Services(10a)
Ground Ambulance Services(10a1) Yes
Air Ambulance Services(10a2) Yes

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Yes
Prosthetics/Medical Supplies(11b)

Prosthetic Devices(11b1) Yes
Medical Supplies(11b2) Yes
Diabetic Supplies and Services(11c)

Diabetic Supplies(11¢1) Yes
Diabetic Therapeutic Shoes/Inserts(11c2) Yes
Diabetic Monitors(11c3) Yes
Dialysis Services(12) Yes
Preventive and Other Defined Supplemental

Services(14)

Medi.care-covered Zero Dollar Preventive Yes
Services(14a)

Kidney Disease Education Services(14d) Yes
Other Medicare-covered Preventive Services(14e)

Glaucoma Screening(14e1) : Yes
Diabetes Self-Management Training(14e2) Yes
Digital Rectal Exams(14e4) Yes
EKG following Welcome Visit(14e5) Yes
Medicare Part B Rx Drugs(15)

Medicare Part B Insulin Drugs(15-1) Yes
Medicare Part B Chemotherapy/Radiation Drugs(15-2)  Yes
Other Medicare Part B Drugs(15-3) Yes
Dental(16)

Medicare Dental Services(16a) Yes
Eye Exams/Eyewear(17)

Eye Exams(17a) Yes %
Eyewear(17b) Yes

Hearing Exams/Hearing Aids(18)
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l

Services in-Network

Hearmg Exams(‘l 8a) Yes

Non-Medicare Services

Select the Non-Medicare service categories that are subject to each MOOP type

Worldwnde Emergency Coverage(4c1) o Yes
Worldwide Urgent Coverage(4c2) Yes
Health Care Professional Services(7)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1) Yes
Podiatry Services: Routine Foot Care(7f) Yes
Ambulance/Transportation Services(10)

Transportation Services(10b)

Transportation Services - Plan Approved Health-

related Location(10b1) Yes
Other Supplemental Services(13)

Acupuncture Treatments(13a) ‘ Yes
Over-the-Counter (OTC) ltems(13b) Yes
Meal Benefit(13c) Yes
Preventive and Other Defined Supplemental

Services(14)

Other Defined Supplemental Benefits(14c)

Health Education(14c1) Yes
Nutritional/Dietary Benefit(14c2) Yes
Additiopal Sessiong. of Smoking and Tobacco Yes
Cessation Counseling(14c3)

Fitness Benefit(14c4) Yes
Remote Access '_I'echnologies' (includi_ng Web/Phone- Yes
based technologies and Nursing Hotline)(14c¢7)

Home an_d Bathroom Safety Devices and Yes
Modifications(14c8)

Alternative Therapies(14¢17) Yes
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Services In-Network
Dental(16)

Comprehensive Dental(16¢)

Restorative Services(16c1) Yes
Prosthodontics, removable(16¢4) Yes

Implant Services(16¢6) Yes
Prosthodontics, fixed(16¢7) Yes
Adjunctive General Services(16¢10) Yes

Eye Exams/Eyewear(17)

Eyewear(17b)
Contact Lenses(17b1) Yes
Eyeglasses (lenses and frames)(17b2) Yes

Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

Fitting/Evaluation for Hearing Aid(18a2) Yes
Prescription Hearing Aids(18b)

Prescription Hearing Aids (all types)(18b1) Yes

Prior Authorization & Referral
Prior Authorization

Is prior authorization required for any In-Network service
categories?

Yes

Select the In-Network service categories that require prior authorization:

Inpatient Hospital-Acute(1a)

Inpatient Hospital Psychiatric(1b)

Skilled Nursing Facility (SNF)(2)

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)

Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Home Health Services(6)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7¢)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7¢2)
Podiatry Services(71)
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Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(79g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology Services(7i)
Additional Telehealth Benefits(7j)

Opioid Treatment Program Services(7k)

Diagnostic Procedures/Tests(8at)

Lab Services(8a2)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(8b)

Individual Sessions for Outpatient Substance Abuse(9¢1)
Group Sessions for Outpatient Substance Abuse(9c2)
Outpatient Blood Services(9d)

Ground Ambulance Services(10a1)

Air Ambulance Services(10a2)

Transportation Services - Plan Approved Health-related Location(10b1)
Durable Medical Equipment (DME)(11a)

Prosthetic Devices(11b1)

Medical Supplies(11b2)

Diabetic Supplies(11c1)

Diabetic Therapeutic Shoes/Inserts(11c2)

Diabetic Monitors(11¢3)

Dialysis Services(12)

Acupuncture Treatments(13a)

Meal Benefit(13c)

Medicare-covered Zero Dollar Preventive Services(14a)
Health Education(14c1)

Nutritional/Dietary Benefit(14c2)

Additional Sessions of Smoking and Tobacco Cessation Counseling(14c3)
Fitness Benefit(14c4)

Remote Access Technologies (including Web/Phone-based technologies and Nursing Hotline)
(14c7)

Home and Bathroom Safety Devices and Modifications(14¢8)
Alternative Therapies(14¢17)

Kidney Disease Education Services(14d)

Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)

Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)

Medicare Part B Insulin Drugs(15-1)

Medicare Part B Chemotherapy/Radiation Drugs(15-2)

Other Medicare Part B Drugs(15-3)

Medicare Dental Services(16a)

Restorative Services(16¢1)

Prosthodontics, removable(16c¢c4)
Implant Services(16¢6)
Prosthodontics, fixed(16¢7)

Adjunctive General Services(16¢10)
Eye Exams(17a)

Eyewear(17b)

Contact Lenses(17b1)

Eyeglasses (lenses and frames)(17b2)
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Hearing Exams(18a)
Fitting/Evaluation for Hearing Aid(18a2)
Prescription Hearing Aids (all types)(18b1)

Referral

Is referral required for any In-Network service categories?

Yes

Select the In-Network service categories that requires a referral:

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7¢c)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7¢2)
Podiatry Services(7f)

Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

individual Sessions for Outpatient Substance Abuse(9¢1)
Group Sessions for Outpatient Substance Abuse(9¢2)
Acupuncture Treatments(13a)

Meal Benefit(13c)

Visitor Travel

Does this plan offer the US
Visitor/Travel Program (V/T)?

No

Cost Share Groups
Combined Benefits Groups

Maximum
Mode of Plan Shared
Group Name delive Benefit Periodicity Visit/Trips Status
ry Coverage Limits

amount kw‘
OoTC
COMBINED gﬁ:i:fags‘f $45.00 i‘ﬁ%g mgfdted
PACKAGE
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Maximum
Plan ‘ Shared
Mode of . 9 . iy
Group Name delive Benefit Periodicity Visit/Trips Status
ry Coverage Limits
amount

Non-Medicare covered benefits that are included in your Combined Supplemental Benefit
Group:

Over-the-Counter (OTC) ltems(13b)
Fithess Benefit(14c4)

Home and Bathroom Safety Devices and Modifications(14c8)

Is the enrollee limited to one or more of the Combined Supplemental Benefits from the group
which they must select in advance?

No

Do you offer Combined Supplemental Benefits with a shared maximum plan benefit amount?
Yes

Do you offer Combined Supplemental Benefits with a shared visit/trips limits?
No -

Reduction in Cost Sharing Groups

No Data Saved for Selected Section, Incomplete or Not Started.

Optional Supplemental Packages

No Data Saved for Selected Section, Incomplete or Not Started.

MA Uniformity & SSBCI

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

Does this plan offer Special Supplemental Benefits for the Chronically 1lI?
Yes

MA UF/SSBCI Reduction in Cost Sharing Packages (19a)

Package ID Package Name Type of Package Status

1 ‘DEBIT CARD SSBCI ompleted

Chronic Conditions - Please choose one or more
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Package ID Package Name Type of Package Status

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description

Chronic Back Pain

Prerequisite for reduction of cost sharing for this package?
No

Does the plan reduce cost sharing to $0 for all covered benefits, up to a maximum
aggregate amount?

No

Select the Medicare benefits that apply to reduced cost sharing

Durable Medical Equipment (DME) (11a), s
Prosthetic Devices (11b1),
Medical Supplies (11b2)
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Package ID . Package Name Type of Package . Status

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

Is there a maximum aggregated amount of reduced cost sharing?

Yes

Specify the maximum aggregated amount of reduced cost sharing:
$185.00

Indicate mode of delivery for maximum coverage amount
Debit Card

Expected number of chronically ill enrollees eligible for SSBCI:
2148

Expected number of chronically ill enrollees that will utilize SSBCI:
1898

Notes

ELIGIBLE MEMBERS RECEIVE ALLOWANCE ADMINISTERED THROUGH A DEBIT
CARD. THE DEBIT CARD ALLOWS THE MEMBER TO REDUCE COST SHARING FOR
THE LISTED SERVICES. MEMBER IS RESPONSIBLE FOR COSTS THAT EXCEED THE
ALLOWANCE.

Reduced Coinsurance

Reduced Coinsurance?

Yes
Select the benefits that will receive reduced coinsurance

Durable Medical Equipment (DME) (11a) - Medicare
Min: 0% Max: 0%,

Prosthetic Devices (11b1) - Medicare

Min: 0% Max: 0%,

Medical Supplies (11b2) - Medicare

Min: 0% Max: 0%

Reduced Copayment

Reduced Copayment? %
No

Reduced Deductible
Reduced Deductible?
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Package ID Package Name Type of Package Status
No

MA UF/SSBCI Additional Benefits Packages (19b)

Package ID Package Name Type of Package Status
1 SSBCI Coverage SSBCI Completed

Chronic Conditions - Please choose one or more

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucase: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description
Chronic Back Pain
Prerequisite for any additional benefits for this package?
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PackageID = Package Name Type of Package Status
e B O ST

Select all the Non-Medicare-covered additional benefits offered in this package

Over-the-Counter (OTC) ltems (13b),

Food and Produce (13i1),

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14c¢8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16¢4),

Implant Services (16c6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1),
Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5)

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

Is there a package level maximum coverage amount?
Yes

Specify the maximum benefit amount
$185.00

Periodicity
Every Month

Indicate mode of delivery for maximum coverage amount

Debit Card \_W,

Select all the Non-Medicare-covered benefits that apply to the package level maximum
coverage

Over-the-Counter (OTC) ltems (13b),
Food and Produce (13i1),

file:///C:/Users/csotomayor/Downloads/PBP_Report_05292026032909.html 21/85



5/29/26, 4:20 PM PBP Data Report

Package ID Package Name Type of Package Status

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5),
Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14c8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16c2),

Periodontics (16¢3),

Prosthodontics, removable (16¢4),

Implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1)

Expected number of chronically ill enrollees eligible for SSBCI:
2148

Expected number of chronically ill enrollees that will utilize SSBCI:
1898

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO SSBC| PACKAGE BENEFITS THROUGH A
DEBIT CARD LOADED WITH THE COMBINED PACKAGE-LEVEL MAXIMUM
COVERAGE AMOUNT PLUS AN ADDITIONAL BENEFIT-SPECIFIC MAXIMUM
COVERAGE AMOUNT FOR SPECIFIC BENEFITS REFERENCED IN 13I-3, 13-4, 131-5,
AND 13I-10.

Package Selected Benefit Details

Over-the-Counter (OTC) ltems (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No k.( 2 !
Are you offering Nicotine Replacement Therapy (NRT) as a Part C OTQJbeneff{? M
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Package ID - Package Name * Type of Package Status
Ves L
The Nicotine Replacement Therapy (NRT) being offered does not duplicate any Part D
OTC or formulary drugs.
true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No -

Is there a copayment?
No

Is there a deductible?
No

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

No

Mode of delivery for the OTC ltems

Debit Card
Catalogue Purchase

Authorization required for this benefit?
No

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2)
FIRST AID SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE
MEDICAL INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5)
INCONTINENCE SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING
AND MONITORING SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS
WHO MEET MEDICAL CRITERIA FOR ON-GOING MONITORING OF BLOOD
PRESSURE, THE PLAN WILL PROVIDE ONE (1) BLOOD PRESSURE MONITOR UNIT
EVERY 5 YEARS. THIS BENEFIT MAY REQUIRE MEDICAL EVALUATION AND/OR
PREAUTHORIZATION. 7) FIBER SUPPLEMENTS 8) TOPICAL SUNSCREEN 9)
SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING, TENNIS ELBOW STRAP,
WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE SUPPORT, KNEE
ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT LIMITED
TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-18 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH

CATEGORY MAY APPLY.
Other Defined Supplemental Benefits (14c) - Non-Medicare &

Is there a deductible?
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Package ID Package Name Type of Package Status
No

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Physical Fitness
Fithess Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR FITNESS EQUIPMENT (EXERCISE
PEDALS AND STRETCH STRAPS) AND A GYM MEMBERSHIP VIA A DEBIT CARD. ITEM
QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Home and Bathroom Safety Devices and Modifications (14¢8) - Non-Medicare

Is there @ maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No % u /’ A
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Package ID . Package Name i ype of Package Status
Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR THE FOLLOWING ITEMS VIAA
DEBIT CARD: 1) MEDICAL BATHMAT 2) RAISED TOILET SEAT 3) HANDHELD SHOWER
HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Diagnostic and Preventive Dental (16b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a Coinsurance for combination of services included in a single cost per office visit?
No ‘

Is there a Copayment for combination of services included in a single cost per office visit?
No

|s there a deductible?
No

Oral Exams (16b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL EXAMS VIAA
DEBIT CARD.
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Dental X-Rays (16b2) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL X-RAYS
VIAA DEBIT CARD.

Other Diagnostic Dental Services (16b3) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL
DIAGNOSTIC SERVICES VIA A DEBIT CARD.

Comprehensive Dental (16¢) - Non-Medicare

Service maximum plan benefit coverage:
No k(m

Does this plan have a service specific maximum enrollee out-of-po 0s )?
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No

Is there a deductible?
No

Restorative Services (16c1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
‘No

Is there a copayment?

No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL RESTORATIVE

DENTAL SERVICES VIAA DEBIT CARD.
Endodontics (16¢2) - Non-Medicare

Is this benefit unlimited?

Yes

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

SERVICES VIA ADEBIT CARD.
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Periodontics (16¢3) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL PERIODONTIC
SERVICES VIAA DEBIT CARD.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL REMOVABLE
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Implant Services (16¢6) - Non-Medicare

Is this benefit unlimited?

Yes . %

Is there a coinsurance?
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Package ID . Package Name : Type of Package Status

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL IMPLANT
SERVICES VIAA DEBIT CARD.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL FIXED
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Oral and Maxillofacial Surgery (16¢c8) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment? L&q ‘Lf‘

No

Authorization required for this benefit?
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No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL AND
MAXILLOFACIAL SERVICES VIA A DEBIT CARD.

Adjunctive General Services (16¢10) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ADJUNCTIVE
DENTAL SERVICES VIA A DEBIT CARD.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment? %"
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Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL CONTACT LENSES
VIA A DEBIT CARD. :

Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
"No
Authorization required for this benefit?

No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR VIAA
DEBIT CARD.

Upgrades (17b5) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No.

Referral required for this benefit? /}l\’
No \‘(.&’ [ /4

Notes
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Package ID Package Name Type of Package Status

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR
UPGRADES VIAADEBIT CARD.

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AID
FITTING/EVALUATIONS VIA A DEBIT CARD.

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:
No

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
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i : : N .

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AIDS VIA
A DEBIT CARD.

Food and Produce (13i1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Mode of delivery for Food and Produce
Debit Card

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

" ELIGIBLE MEMBERS HAVE ACCESS TO FOOD AND PRODUCE THROUGH A DEBIT
CARD.

Meals (beyond limited basis) {13i2) - Non-Medicare

Is this benefit unlimited?
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Package ID Package Name Type of Package Status

Yes

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PREPARED MEALS THROUGH A DEBIT
CARD.

Pest Control (13i3) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

: -
Authorization required for this benefit? .

No

Referral required for this benefit?
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Notes

ELIGIBLE MEMBERS RECEIVE PEST CONTROL/ERADICATION TREATMENTS (12
EVENTS COMBINED WITH ROADSIDE ASSISTANCE, IN-HOME MINOR REPAIRS, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES) LIMITED TO 2 EVENTS
(1/SEMESTER). ADDITIONALLY, MEMBERS RECEIVE AN ALLOWANCE THROUGH A
DEBIT CARD WHICH PROVIDES ACCESS TO CLEANING PRODUCTS FOR PEST
CONTROL AND FOR ADDITIONAL SERVICES OF PEST CONTROL/ERADICATION
TREATMENTS.

Transportation for Non-Medical Needs (13i4) - Non-Medicare

Enhanced benefit

Any Location

Is this benefit unlimited?

Yes

Type of transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Select Mode of Transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
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No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE ROADSIDE ASSISTANCE (12 EVENTS COMBINED
WITH IN-HOME MINOR REPAIRS (UP TO $300 PER EVENT), PEST CONTROL, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES.) ADDITIONALLY, MEMBERS RECEIVE
AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES ACCESS TO
ADDITIONAL ROADSIDE ASSISTANCE SERVICES TO SUPPORT PERSONAL
TRANSPORTATION AND AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION
NEEDS TO MAINTAIN THE ENROLLEE'S HEALTH.

Indoor Air Quality Equipment Services (13i5) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE UP TO 2 A/C CLEANING SERVICES PER YEAR
(1/SEMESTER) (12 EVENTS COMBINED WITH IN-HOME MINOR REPAIRS (UP TO $300
PER EVENT), PEST CONTROL, AND ROADSIDE ASSISTANCE). ADDITIONALLY,
MEMBERS RECEIVE AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES
ACCESS TO ADDITIONAL A/C CLEANING SERVICES TO SUPPORT HEALTHY INDOOR
AIR QUALITY, REDUCE EXPOSURE TO ALLERGENS AND ENVIRONMENTAL
IRRITANTS, AND PROMOTE SAFE TEMPERATURE REGULATION IN THE HOME.

Social Needs Benefit (13i6) - Non-Medicare
Is there a maximum plan benefit coverage amount? %
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No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE TICKETS TO ATTEND
ENTERTAINMENT EVENTS (CONCERT, THEATER, MOVIE) AND PERSONAL
GROOMING SERVICES (BARBER OR SALON VISITS) THROUGH A DEBIT CARD.
ENGAGING IN ENTERTAINMENT CAN BE BENEFICIAL FOR DEALING WITH SOCIAL
ISOLATION AND IMPROVING MENTAL HEALTH AND WELLBEING. BY PROVIDING
OPPORTUNITIES FOR RELAXATION, SOCIAL INTERACTION, AND ENJOYABLE
EXPERIENCES, THESE ACTIVITIES CONTRIBUTE TO THE OVERALL
PSYCHOLOGICAL RESILIENCE AND HAPPINESS OF ENROLLEES.

General Supports for Living {13i10) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No
Is there a copayment? \W

No

Are you offering housing support such as rent or mortgage assistancgfas a gov benefit
under General Supports for Living?

No

Are you offering utilities assistance as a covered benefit under General Supports for Living?
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Yes

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS UTILITIES,
TOWELS/LINENS/CLOTHING (TO SUPPORT BASIC NEEDS),
GARDENING/HARDWARE TOOLS (FOR HOME MAINTENANCE) AND IN-HOME MINOR
REPAIRS, INCLUDING REPAIRS FOR HOME APPLIANCES AND HANDYMAN
SERVICES (12 EVENTS COMBINED WITH ROADSIDE ASSISTANCE ($300 LIMIT PER
EACH EVENT, $200 LIMIT FOR EACH REPAIR OF HOME APPLIANCES), PEST
CONTROL, AND INDOOR AIR QUALITY EQUIPMENT SERVICES). LIMIT OF 2 EVENTS
FOR PEST CONTROL, HOME APPLIANCE REPAIRS, AND A/C CLEANING SERVICES
(1/SEMESTER) AND 1 EVENT (UP TO 2 HOURS) FOR HANDYMAN SERVICES.
ALLOWANCE FOR ADDITIONAL IN-HOME MINOR REPAIRS VIA THE DEBIT CARD.
POOR-QUALITY HOUSING IS ASSOCIATED WITH VARIOUS NEGATIVE HEALTH
OUTCOMES, INCLUDING CHRONIC DISEASE AND INJURY AND POOR MENTAL
HEALTH. LACK OF HOUSING MAINTENANCE MAY LEAD TO POOR HOUSING
CONDITIONS INSIDE AND OUTSIDE THE HOME. PROVIDING THE TOOLS FOR THE
MEMBER TO MAINTAIN THEIR HOMES IN GOOD CONDITIONS iIMPROVES THEIR
PHYSICAL, MENTAL, AND SOCIAL WELLBEING.

Other 1 (13i11) - Non-Medicare

Service Name
PET CARE

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

|s there a deductible?
No

Autharization required for this benefit?
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N A ;

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE PET FOOD, PET SUPPLIES
(LEASH, COLLAR, GROOMING SUPPLIES), AND PET SERVICES (VET VISITS AND
‘GROOMING SERVICES) THROUGH A DEBIT CARD TO SUPPORT ELIGIBLE
ENROLLEES' MENTAL HEALTH NEEDS. PROVIDING ELIGIBLE MEMBERS WITH THE
MEANS TO RESPONSIBLY CARE FOR THEIR PETS WILL HAVE ADIRECT IMPACT ON
THEIR HEALTH. PET OWNERS ARE LESS LIKELY TO SUFFER DEPRESSION, HAVE
LOWER BLOOD PRESSURE, DISPLAY REDUCED LEVELS OF TRIGLYCERIDE AND
CHOLESTEROL (HIGH LEVELS CAN BE INDICATORS OF HEART DISEASE), SURVIVE
LONGER AFTER HAVING A HEART ATTACK, MAKE FEWER VISITS TO THE DOCTOR,
AND TEND TO LIVE LONGER. OFFERING ACCESS TO PET CARE SUPPLIES ALLOWS
OUR BENEFICIARIES TO ACCESS THE ITEMS NEEDED FOR PET OWNERSHIP AND
WILL THEREFORE RESULT IN IMPROVED OR MAINTAINED HEALTH.

Other 3 (13i13) - Non-Medicare

Service Name
MEMORY AND COGNITIVE FUNCTION SUPPORT ITEMS

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

|s there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
- b
Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TO PURCHASE MEMORY FITNESS ITEMS
SUCH AS: MEMORY CARDS, BOARD GAMES, SUDOKU OR OTHERJITEM& T
HELP THE MEMBER EXERCISE THEIR MEMORY. STUDIES HAVE ND'T
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Type of Package Status

INDIVIDUALS WHO ENGAGED IN WORD PUZZLES HAD CONSISTENTLY BETTER
SHORT-TERM MEMORY, REASONING, AND ATTENTIVENESS THAN THOSE WHO DID
NOT ENGAGE IN SUCH ACTIVITIES. THIS SUPPORTS THE THEORY THAT KEEPING
THE MIND ACTIVE, IN ADDITION TO REGULAR PHYSICAL EXERCISE, MAY HELP

SLOW THE ONSET OF DEMENTIA.

Benefit Details
Inpatient Hospital-Acute (1a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

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

obtains care?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?

No

Autharization required for this benefit?

Yes

Referral required for this benefit?
No

Inpatient Hospital Psychiatric (1b) - Medicare

No

file:///C:/Users/csatomayor/Dawnloads/PBP_Report_05292026032909.html

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)? %

40/85



5/29/26, 4:20 PM PBP Data Report

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

No

Is there a coinsurance?
No

[s there a copayment?
No

Is there a deductible?

No

What is your Inpatient Hospital- Acute benefit period?
Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Skilled Nursing Facility (SNF) (2) - Medicare

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

Yes
Days
0

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

No

Is there a coinsurance?
No

Is there a copayment?

file:/1/C:/Users/csotamayer/Downloads/PBP_Report_05292026032909.html 41/85



5§/29/26, 4:20 PM PBP Data Report
No

What is your SNF period?
Periodicity
Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Cardiac and Pulmonary Rehabilitation Services (3) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Cardiac Rehabilitation Services (3-1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Cardiac Rehabilitation Services (3-2) - Medicare

Is there a coinsurance?
No

Is there a copayment? %‘
No

Authorization required for this benefit?
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| Yes

Referral required for this benefit?
Yes

Pulmonary Rehabilitation Services (3-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

SET for PAD Services (3-4) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

Yes

Emergency Services (4a) - Medicare
Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Urgently Needed Services (4b) - Medicare
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Partial Hospitalization Program (5a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Outpatient Program Services (5b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes
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Referral required for this benefit?
Yes

Home Health Services (6) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

|s there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Primary Care Physician Services (7a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurarice?
No

Is there a copayment?
No

|s there a deductible?
No

Chiropractic Services (7b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

: Y-

Is there a medicare covered coinsurance?
‘No

Is there a medicare covered copayment?
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No

Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Occupational Therapy Services (7¢) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Physician Specialist Services (7d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No ( 5 2 S
Authorization required for this benefit?

Yes
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Referral required for this benefit?

Yes

Mental Health Specialty Services (7e) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Individual Sessions for Mental Health Specialty Services (7e1) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

Yes

Group Sessions for Mental Health Specialty Services (7e2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Podiatry Services (7f) - Medicare l f 2 5

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?

file://IC:/1Users/csotomayor/Downloads/PBP_Report_05292026032909.html 47185



5/29/26, 4:20 PM PBP Data Report
No
Is there a copayment?
No

Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Other Health Care Professional (7g) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Psychiatric Services (7h) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Individual Sessions for Psychiatric Services (7h1) - Medicare

Is there a coinsurance? W

No
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Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

Yes

Group Sessions for Psychiatric Services (7h2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Physical Therapy and Speech-Language Pathology Services (7i) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

|s there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No . 1 " 2 ZL

Additional Telehealth Benefits (7j) - Medicare

Medicare-covered benefits that may have Additional Telehealth Benefits av e
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Physician Specialist Services(7d)

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ADDITIONAL TELEHEALTH SERVICES COVERED FOR SPECIALIST SERVICES PROVIDED
IN THE MULTI SPECIALTY CLINICS.

Opioid Treatment Program Services (7k) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diagnostic Procedures/Tests/Lab Services (8a) - Medicare L‘M‘

Does this plan have a service specific maximum enrollee out-of-pocket ?
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| No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Procedures/Tests (8a1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Lab Services (8a2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

A
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Outpatient Diagnostic/Therapeutic Radiological Services (8b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Radiological Services (8b1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Therapeutic Radiological Services (8b2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient X-Ray Services (8b3) - Medicare
Is there a coinsurance?
- /)8
Is there a copayment?

No
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Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Outpatient Hospital Services (9a1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Observation Services (9a2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

|s there a deductible?
No

Authorization required for this benefit?

Yes : %

Referral required for this benefit?
No
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Ambulatory Surgical Center (ASC) Services (3b) - Medicare
Daoes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Outpatient Substance Abuse (9¢) - Medicare
Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Individual Sessions for Outpatient Substance Abuse (9¢1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Group Sessions for Outpatient Substance Abuse (9¢2) - Medicare g 2 Z !

Is there a coinsurance?

No
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Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Outpatient Blood Services (9d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Do you waive the deductible for the first three pints of blood?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Ambulance Services (10a) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

e e \ Q E ,,,,,
Ground Ambulance Services (10a1) - Medicare

Does this plan have a ground ambulance services maximum enrollee out of pocket cost (MOOP)?
No
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Air Ambulance Services (10a2) - Medicare

Does this plan have an air ambulance services maximum enrollee out of pocket(MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Durable Medical Equipment (DME) (11a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

Yes with a min & max

Minimum coinsurance Maximum coinsurance
0% 10% M‘
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| s there a copayment?
No

Is there a deductible?
No

Are there preferred vendors/imanufacturers for Durable Medical Equipment (DME)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

MINIMUM COINSURANCE FOR DME SUPPLIES, WHEELCHAIR, DME POWER WHEELCHAIR
AND ALL OTHER DME. MAXIMUM COINSURANCE FOR DME HOSP BED.

Prosthetics/Medical Supplies (11b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a deductible?
No

Prosthetic Devices (11b1) - Medicare
Is there a coinsurance?
Yes
Coinsurance percentage
20%
Is there a copayment?

No

Authorization required for this benefit?

Yes

Referral required for this benefit? %
No

Medical Supplies (11b2) - Medicare
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Is there a coinsurance?

Yes

Coinsurance percentage
20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Supplies and Services (11c) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Do you limit Diabetic supplies and services to those from specified manufacturers?
No

Diabetic Supplies (11c1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Therapeutic Shoes/Inserts (11¢2) - Medicare

Is there a coinsurance?
No
3

Is there a copayment?
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No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Diabetic Monitors (11c3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No -

Dialysis Services (12) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Medicare-covered Zero Dollar Preventive Services (14a) - Medicare

| attest that there is no coinsurance ,copayment or deductible for all Original Megfcare prevgfjtive
services that are offered at zero dollar cost sharing
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true

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Kidney Disease Education Services (14d) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Glaucoma Screening (14e1) ~ Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?

Yes @ g Z [
Referral required for this benefit? & ;

No
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Diabetes Self-Management Training (14e2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Digital Rectal Exams (14e4) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

EKG following Welcome Visit (14e5) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cos (MOOP)?
No
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Part B Rx Drugs (15) - Medicare
| attest that the MA enrollee cost sharing for a Part B rebatable drug will not exceed the
coinsurance amount of the original Medicare adjusted beneficiary coinsurance for that Part B

rebatable drug. In applying this effective coinsurance percentage, MA plans may continue to base
enrollee cost sharing off of the total MA plan financial liability for that Part B drug.

true

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Does the plan offer step therapy?

Yes

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

Part B to Part B
Part D to Part B

Medicare Part B Insulin Drugs (15-1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No .~

Authorization required for this benefit? (M‘
Yes i
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Referral required for this benefit?
No

Medicare Part B Chemotherapy/Radiation Drugs (15-2) - Medicare
[s there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Other Medicare Part B Drugs (15-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Dental Services (16a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?

; -
Is there a deductible?

No

Authorization required for this benefit?
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Yes

Referral required for this benefit?
No

Eye Exams (17a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Eyewear (17b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
: /8

Hearing Exams (18a) - Medicare
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‘ Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Worldwide Emergency/Urgent Coverage (4c) - Non-Medicare

Is there a maximum plan benefit coverage?

Yes

Is the maximum plan benefit coverage amount unlimited?
No

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Worldwide Emergency Coverage (4c1) - Non-Medicare

Is there a coinsurance?

No

Is there a copayment?
Yes LW»

Copayment amount
$75.00
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Is this Copayment waived if admitted to hospital?

Yes

Worldwide Urgent Coverage (4¢c2) - Non-Medicare
Is there a coinsurance?

No

Is there a copayment?

Yes

Copayment amount
$75.00

Is this Copayment waived if admitted to hospital?

Yes

Chiropractic Services (7b) - Non-Medicare

Is there a maximum plan benefit coverage amount?

Yes

Maximum amount
$750.00

Periodicity
Every Year

Routine Chiropractic Care (7b1) - Non-Medicare

Is this benefit unlimited?
No

Visits

6
Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
- )

Authorization required for this benefit?
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Yes
Referral required for this benefit?
Yes

Podiatry Services: Routine Foot Care (7f) - Non-Medicare
Is this benefit unlimited?
No
Visits
6
Periodicity
Every Year

Is there a maximum plan benefit coverage amount?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Transportation Services - Plan Approved Health-related Location (10b1) - Non-Medicare
Is this benefit unlimited?

No

Indicate number of visits
24

Periodicity

Every Year

Type of transportation
One-Way

Select Mode of Transportation
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Taxi

RideShare services
Bus/Subway

Van

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a service specific maximum plan benefit coverage amount?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UNLIMITED TRIPS APPLY TO AND FROM THE MULTI SPECIALTY CLINICS. LIMITED TRIPS
PER THE DATA ENTRY APPLY TO ALL OTHER PLAN APPROVED HEALTH RELATED
LOCATIONS.

Acupuncture Treatments (13a) - Non-Medicare
Periodicity
Every Year

Is there a maximum plan benefit coverage?

Yes

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is this benefit unlimited for Number of Treatments?
No
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Indicate limit for Number of Treatments
6

Periodicity

Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Over-the-Counter (OTC) Items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

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

Yes

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

formulary drugs.

true

Are you offering Naloxone coverage as a Part C OTC benefit?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No
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Does this cover all of the drugs on the CMS OTC list which may be found in Chapter 4 of the
Medicare Managed Care Manual?

No

Mode of delivery for the OTC ltems

Catalogue Purchase

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2) FIRST AID
SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE MEDICAL
INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5) INCONTINENCE
SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING AND MONITORING
SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS WHO MEET MEDICAL
CRITERIA FOR ON-GOING MONITORING OF BLOOD PRESSURE, THE PLAN WILL PROVIDE
ONE (1) BLOOD PRESSURE MONITOR UNIT EVERY 5 YEARS. THIS BENEFIT MAY
REQUIRE MEDICAL EVALUATION AND/OR PREAUTHORIZATION. 7) FIBER SUPPLEMENTS
8) TOPICAL SUNSCREEN 9) SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING,
TENNIS ELBOW STRAP, WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE :
SUPPORT, KNEE ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT
LIMITED TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Meal Benefit (13c) - Non-Medicare

Select the type of primarily health related meals benefit offered(Check all that apply):

Immediately following surgery or inpatient hospitalization

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
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Yes
Notes

POST DISCHARGE 2 MEALS PER DAY FOR 5 DAYS UP TO 2 TIMES PER YEAR FOR 20
MEALS MAX PER YEAR.

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
No

Health Education (14c1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No ‘

Authotrization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

THE HEALTH EDUCATION PROGRAM DEVELOPS AND IMPLEMENTS EDUCATIONAL
INTERVENTIONS BASED ON DIAGNOSIS SUCH AS DIABETES, HYPERTENSION
MANAGEMENT AND PROVIDES NUTRITIONAL EDUCATION TO PROVIDE HEALTH
INFORMATION ENCOURAGING MEMBERS TO ADOPT A HEALTHIER LIFESTYLE AND
DEVELOP SELF CARE CAPABILITIES TO IMPROVE THE MEMBER'S HEALTH. SCOPE:
IDENTIFY THE POPULATION WITH EDUCATIONAL NEEDS, PLAN EDUCATIONAL
STRATEGIES, PROMOTION OF HEALTHY LIFESTYLE AND PREVENTION OF
COMPLICATIONS.IMPLEMENT AND CARRY OUT EDUCATIONAL STRATEGIES, EVALUATE
THE RESULTS AND CREATE FUTURE GOALS.INTERVENTIONS MIGHT
INCLUDE:EDUCATIONAL CAMPAIGNS, MEMBER EDUCATIONAL ACTIVITIES INCLUDING
GROUP SESSIONS WHERE EDUCATORS PROVIDE INFORMATION TO IMPROVE THE
MEMBER'S SKILL SETS.THE HEP HAS ALSO INDIVIDUAL INTERVENTIONS BASED FOR
HIGH RISK CASES. THE PROGRAM DISTRIBUTES NEWSLETTERS WITH HEALTH RELATED
INFORMATION, AND HAS PHYSICAL ACTIVITY AWARENESS AND ONLINE ACCESS TO
EDUCATIONAL LITERATURE AS PART OF THE EDUCATIONAL INTERVENTIONS. ’

Nutritional/Dietary Benefit (14c2) - Non-Medicare
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Is this benefit unlimited?

No

Indicate number of visits
8

Setting

Both Sessions (Individual and Group)

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enroliee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Sessions of Smoking and Tobacco Cessation Counseling (14c3) - Non-
Medicare

Number of visits
9

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No \

Authorization required for this benefit?
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‘ Yes

Referral required for this benefit?
No

Notes

THE SMOKING CESSATION PROGRAM ROMPE EL HABITO HAS THE PURPOSE OF
IMPACTING MEMBERS WHO USE SOCME FORM OF TOBACCO BASED ON THE CLIENT
APPROACHED MODEL AND THE TRANSTHEORETICAL MODEL THAT DESCRIBES HOW
PEOPLE MODIFY A PROBLEM BEHAVIOR OR ACQUIRE A POSITIVE BEHAVIOR.
OBJECTIVE: TO DIMINISH THE RISK FACTORS TO PREVENT ASSOCIATED ILLNESSES
UPON SMOKING. IS AVAILABLE FOR MEMBERS WHO USE OR SMOKE TOBACCO AND/OR
STOP SMOKING DURING THE LAST 12 MONTHS. THE MAIN GOAL IS TO EMPOWER THEM
TO QUIT THE PROCESS BY PROVIDING INF AND SUPPORT SERVICES TO HELP THEM
ESTABLISH A QUIT DATE, REDUCE QUANTITY OF CIGARETTE USE PER DAY, AND/OR
STOP SMOKING. THE MAIN INTERVENTIONS ARE: ASSESSMENT CALLS, TEL
INTERVENTIONS REGARDING QUIT AND/OR RELAPSE PREVENTION, EDUCATIONAL
MATERIALS, AVAILABILITY OF THE SUPPORT GROUP, MED EDUCATION, F/UP
INTERVENTIONS, AMONG OTHERS. TO PREVENT A RELAPSE PHASE, INTERVENTIONS
TO IMPROVE THE PARTICIPANT’S COMPLIANCE WITH THEIR PHYSICIAN'S
PHARMACOLOGICAL TREATMENT PLAN ARE OFFERED.

Fitness Benefit (14c4) - Non-Medicare

indicate the type(s) of fitness benefits offered(check all that apply):

Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes %
THE FOLLOWING ITEMS WILL BE COVERED: 1) PHYSICAL EXERCISE PEDALS 2)
STRETCH STRAPS. ITEM QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.
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Remote Access Technologies (including Web/Phone-based technologies and Nursing
Hotline) (14c7) - Non-Medicare

Select the type of Remote Access Technologies offered

Nursing Hotline

Nursing Hotline Notes

THE NURSE TRIAGE LINE IS AVAILABLE 24/7 TO THE MEMBERS. HEALTH
PROFESSIONALS ANSWER MEMBER CALLS AND DETERMINE THE SEVERITY OF THE
CALLER'S COMPLAINT USING A SERIES OF ALGORITHMS BASED BY THE AMERICAN
MEDICAL ASSOCIATION AND CLINICAL GUIDELINES. THE HEALTH PROFESSIONALS WILL
RECOMMEND ACTIONS TO THE CALLER BASED ON TRIAGE PROTOCOLS THAT CAN
INCLUDE: 1. DIRECT THE CALLER TO THE APPROPRIATE USE OF MEDICAL RESOURCES
AS: INITIAL TREATMENT AT HOME, VISIT TO THE PRIMARY CARE PHYSICIAN IN THE NEXT
FEW DAYS OR VISIT TO EMERGENCY ROOM IF NECESSARY, ACCORDING WITH THE
SIGN AND SYMPTOMS PRESENTED. 2. CHANNELING OF THE OTHER SERVICES AS:
MENTAL HEALTH, POISON CONTROL AMONG OTHERS. 3. DIRECT ACCESS TO THE 911
EMERGENCY LINES, CRISIS MANAGEMENT LINES, EMERGENCY ROOMS, OR HMO'S
SYSTEMS. 4. PROVIDE EDUCATION REGARDING THE SYMPTOMS AND MANAGEMENT OF
MEDICAL EMERGENCIES, LABORATORY TEST, MEDICAL PRESCRIPTIONS, MEDICATION
USE, CHRONIC CONDITIONS, NUTRITION, PSYCOLOGIC HELP AND OTHERS CLINICAL
AREAS.

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Is there a coinsurance Nursing Hotline?
No

Is there a copayment Nursing Hotline?
No

Home and Bathroom Safety Devices and Modifications (14¢8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance? LW‘
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! No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) MEDICAL BATHMAT 2) RAISED TOILET
SEAT 3) HANDHELD SHOWER HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS
IN EACH CATEGORY MAY APPLY.

Alternative Therapies (14c17) - Non-Medicare
Is this benefit unlimited?

No

Indicate number of visits
12

s there a maximum plan benefit coverage amount?
No

Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes
UNDER THIS CATEGORY WE WILL COVER NATUROPATH VISITS.

Comprehensive Dental (16¢) - Non-Medicare
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Service maximum plan benefit coverage:

Yes

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$2000.00

Periodicity
Every Year

Is the maximum plan benefit coverage amount entered exclusively part of a Combined
Supplemental Benefits (CSB) group?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No s

Is there a deductible?
No

Notes

THE MAXIMUM PLAN BENEFIT COVERAGE AMOUNT WILL APPLY FOR ALL
COMPREHENSIVE SERVICES.

Restorative Services (16¢1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
QOther, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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Yes |

Referral required for this benefit?
No

Notes

CORE BUILDUP AND PIN RETENTION PER TOOTH, PER SURFACE, ONCE EVERY 24
MONTHS. POST AND CORE IN ADDITION TO CROWN COVERED ONE PER TOOTH PER
LIFE. SINGLE CROWNS COVERED UP TO ONE PER YEAR. REPLACEMENT CROWNS
COVERED EVERY 5 YEARS PER TOOTH, BY REPORT IF REPLACEMENT IS NEEDED.
SINGLE CROWNS REQUIRE PRE AUTHORIZATION. PROVISIONAL CROWNS ARE
COVERED ONE (1) PER TOOTH EVERY FIVE (5) YEARS. LABIAL VENEER ARE COVERED
ONE (1) PER TOOTH EVERY FIVE (5) YEARS.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

REMOVABLE COMPLETE OR PARTIAL DENTURES IN RESIN AND METAL BASE, COVERED
EVERY 5 YEARS. DENTURE REPAIR SERVICES, INCLUDING SERVICES RELATED TO THE
REPAIR OF EXISTING COMPLETE OR PARTIAL DENTURES ARE COVERED. REMOVABLE
PARTIAL FLEXIBLE BASE DENTURES (SUCH AS: VALPLAST) COVERED EVERY 5 YEARS.
RELINE OR REBASE ARE NOT COVERED N FLEXIBLE BASE DENTURES AND/OR
FLEXIBLE BASE ARE NOT COVERED IN COMPLETE OR FULL DENTURES.
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Implant Services (16c6) - Non-Medicare
Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Naotes

UP TO 1 IMPLANT AYEAR. SURGICAL PLACEMENT OF IMPLANT BODY, ENDOSTEAL
IMPLANT, COVERED ONE PER TOOTH PER LIFE. ABUTMENT SUPPORTED PORCELAIN
(METAL AND/OR HIGH NOBLE METAL), ABUTMENT SUPPORTED PORCELAIN/CERAMIC
CROWN, IMPLANT SUPPORTED PORCELAIN CROWN(CERAMIC) COVERED. CROWNS ON
IMPLANTS ARE COVERED 1 PER TOOTH EVERY 5 YEARS WITH APPROPRIATE
JUSTIFICATION. IMPLANT SERVICES WILL ONLY BE COVERED WHEN PERFORMED BY A
CERTIFIED PROVIDER. ALL OTHER PROSTHODONTIC SERVICES ARE NOT COVERED.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description - %‘
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PERIODICITY VARIES BY SERVICE
is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

UP TO 4 UNITS PER YEAR. RETAINER CROWN PORCELAIN FUSED TO HIGH NOBLE
METAL, RETAINER CROWN PORCELAIN/CERAMIC, PONTIC PORCELAIN FUSED TO NOBLE
AND/OR HIGH NOBLE METAL, PONTIC PORCELAIN/ CERAMIC. PONTICS AND RETAINERS
ARE COVERED 1 PER TOOTH PER LIFE.

Adjunctive General Services (16c10) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity

Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

file:///C:/Users/csotomayor/Downloads/PBP_Report_05292026032909.html 79/85



5/29/26, 4:20 PM PBP Data Report

ANESTHESIA UNDER DEEP SEDATION IS COVERED. THE FIRST 15 MINUTES AND 3
ADDITIONAL 15 MINUTE INCREMENTS ARE COVERED FOR A TOTAL OF 60 MINUTES
COMBINED PER DAY OF SERVICE. DEEP SEDATION SERVICES ARE APPLICABLE FOR
PAYMENT WHEN THE FOLLOWING SERVICES ARE PERFORMED: SURGICAL PLACEMENT
OF THE IMPLANT BODY, ENDOSSEOUS IMPLANT, SURGICAL EXTRACTION OF
PROTRUDING TOOTH OR RESIDUAL ROOT, REMOVAL OF IMPACTED TEETH - IN SOFT
TISSUE, REMOVAL OF PARTIALLY OR COMPLETELY IMPACTED TEETH IN BONE,
REMOVAL OF RESIDUAL TOOTH ROOTS, REMOVAL OF THE PALATINE TORUS,
MANDIBULAR TORUS AND REMOVAL OF EXOSTOSIS. AUTHORIZATION RULES APPLY TO
DEEP SEDATION SERVICES. SERVICES AND MATERIALS NOT LISTED ABOVE ARE NOT
COVERED BY THE PLAN.

Eyewear (17b) - Non-Medicare
Is there a maximum plan benefit coverage?

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

Combined maximum amount
$600.00

Periodicity
Every Year

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes q 5 2 E
Referral required for this benefit? :

No
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Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

PBF Data Report

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity

Every Year

Is there a coinsurance?
No '

Is there a copayment?
No

Authorization required for this benefit?
Yes
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Referral required for this benefit?
No

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:

Yes

Select Coverage

Both ears combined

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$600.00
Periodicity

Every 3 Years

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Rx

Rx Characteristics
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Medicare-defined Part D Medicare-defined Part D
Deductible amount Coinsurance amount
$700.00 25%

. Cap for one-month supply of
each Part D-covered insulin

$35

Rx Setup

Select the type of drug benefit
Defined Standard

Retail
Standard Retail

Mail-Order
Standard Mail-Order

Long-Term Care
Yes

Ovut-of-N etwork

Yes

Sponsor attests that it will comply with 42 CFR 423.154
Yes

PBP Data Report

Medicare-defined Part D
Annual Out-of-Pocket cost
threshold

$2400.00

Does this plan pay for over-the-counter-medications (OTCs) under the utilization management
program? If you select "Yes" you must upload a supplemental file through the Formulary
Submission Module by Friday, June 5, 2028, at 11:59 am Eastern Time.

No

Defined Standard - Locations and Location Supply
Standard Retail

Select days for 1-month supply
30

Select days for 3-month supply
90

Standard Mail-Order

Select days for 3-month supply
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a0

Long-Term Care

Select days for long-term care supply
31

Out-of-Network

Select days for out of network 1-month supply
30

Are all of the drugs on your formulary available with an extended day supply?
No

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

No

| attest that there is no deductible and no cost sharing for an adult vaccine recommended by the
Advisory Committee on Immunization Practices (ACIP). There is no enrollee cast sharing on the
ingredient cost of the vaccine submitted on the prescription drug event (PDE) record, or any
associated sales tax, dispensing fee, or vaccine administration fee, regardless of tier placement
or benefit phase. The applicable vaccines will be designated as such on the beneficiary-facing
formulary model documents.

Yes

Rx Notes
No Data Saved for Selected Section, Incomplete or Not Started.

DS Insulin Cost Share

The enrollee cost sharing for each prescription fill up to a one-month supply for a covered insulin
product, consistent with § § 423.100 and 423.120(h), will not exceed the lesser of (1) $35; (2) an

. amount equal to 25 percent of the maximum fair price established for the covered insulin product
in accordance with part E of subchapter XI, or (3) an amount equal to 25 percent of the
negotiated price, as defined in § 423.100, of the covered insulin product under the prescription
drug plan or MA-PD plan. If submitted insulin cost sharing is less than either $35 or 25%, | attest
that enrollee cost sharing will not exceed the lesser of those cost sharing values.

Yes

Standard Retail

Enter 1-month copayment Enter 3-month copayment

$35.00 $105.00 ‘7 ,é
=

Coinsurance 1-month supply Coinsurance g-month s Iy

25% - 25%
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Standard Mail-Order

Enter 3-month copayment
$105.00

Coinsurance 3-month supply
25%

Long-Term Care

Enter 1-month copayment Long-Term Care Coinsurance
$35.00 25%

Out-of-Network

Qut-of-network 1-month Qut-of-Network Coinsurance
copayment 25%,
$35.00

-
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PLAN BENEFIT PACKAGE (PBP) DATA ENTRY SYSTEM REPORT

Contract Year; 2027
Requested By: CHRISTIAN SOTOMAYOR

H4004
076 - 2 MMM HEALTHCARE, LLC - Data Report

ADMINISTRACION DE SEGUROS DE SALUD

Plan Characteristics 277000 02
General Information NUMERO DE CONTRATO
Organization Legal Name Organization Marketing Name  Organization Type

MMM HEALTHCARE, LLC Medicare y Mucho Mas (MMM) Local CCP

Plan Name Plan Geographic Name
MMM Preciso Platino (HMO D- Puerto Rico
SNP)

Plan Details

Plan Type Is this a network plan? Is this an Employer-Only Plan?
HMO Not Applicable No

Does this plan offer Does this plan offer Point of Does this plan offer Out-of-
Prescription drugs (Rx)? Service (POS)? Network Services (OON)?

Yes No No

Does this plan participate in
the Better Approaches to
Lifestyle and Nutrition for
Comprehensive hEalth
(BALANCE) Model?

Not Available
Special Needs Plan
Is this a SNP? SNP Type SNP Institutional Type
Yes Dual-Eligible Not Applicable
Does this D-SNP offer Under this D-SNP, has the This DSNP:
Medicare zero-dollar cost state agreed to cover all N fthe ab .
sharing (not applicable to Part  Medicare Part C premiums b onz_o e d I,O‘ée (ie. no
D)? and Part C cost sharing for uy-down applied)
No enrollees in your D-SNP?
No
Plan Attributes
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Select Enrollee type:
PartA& Part B

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

Does this plan intend to participate in the Platino program?

Yes

Contract Year 2027 Medicare-defined MOOP Limits (HMO Plan)

Lower MOOP Limit Intermediate MOOP Limit Mandatory MOQP Limit
$0 - $4450 In-network $4451 - $7150 In-network $7151 - $9850 In-network

Standard Bid

Does this plan offer a standard Does this plan offer a standard Does this plan offer a standard

bid for In-Network service bid for plan-level deductible bid for Visitor Travel Program
categories? and maximum enrollee out-of-  V/T?
?
No pocket cost (MOOP)” No
No
Benefit Offerings

Medicare Services

Showing all the service categories that are being offered under the plan

Services In Network (INN)

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Required
Inpatient Hospital Psychiatric(1b) Required
Skilled Nursing Facility (SNF)(2) Required
Cardiac and Pulmonary Rehabilitation Services(3)
Cardiac Rehabilitation Services(3-1) Required
Intensive Cardiac Rehabilitation Services(3-2) Required
Pulmonary Rehabilitation Services(3-3) Required
SET for PAD Services(3-4) Required
Emergency/Urgently Needed Services(4) W
Emergency Services(4a) Required
Urgently Needed Services(4b) Required
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Services

Partial Hospitalization/Intensive Outpatient Program
Services(5)

Part|al Hospltallzatlon Program(Sa)
| lntenswe Outpatlent Program Servnces(5b) -
.Home Health Services(B8)
: Health Care Professnonal Servnces(?)
Prlmary Care Phy3|c1an Serwces(?a)l -
Chiropractic Services(7b)
Occupational Therapy Servloes(7c)
Physician Specialist Services(7d)

Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Spemalty
Services(7e1)

Group Sessions for Mental Health Specialty
Services(7e2)

Podiatry Services(7f) _
Other Health Care Professional(7g)

Psychiatric Services(7h)

Individual Sessions for Psychlatrlc Servnces(?h‘l)

Physical Therapy and Speech-Language Pathology
Services(7i)

Additional Telehealth Benef ts(7])
Opioid Treatment Program Serwces(?k)

Outpatient Procedures, Tests, Labs and Radlology
Services(8)

Diagnostic Procedures/Tests/Lab Services(8a)
Diagnostic Procedures/Tests(8a1)
Lab Serwc:es(8a2)

Outpatient Dlagnostlc/T herapeutlc Radlologlcal
Services(8b)

Diagnostic Radiological Serwces(Sb'l)

Therapeutic Radlologlcal Serwces(8b2)

Outpatient X-Ray Services(8b3) R
Outpatient Services(9) s

Outpatient Hospital Serwces(Qa)
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In Network (INN)

Required
Required
Required

Required
Required
Required
Required

Required

Required

Required
Required

Required
Required

Required

Yes

Required

Required
Required

Required
Required

Required

3/85



5/29/26, 4:20 PM

PBP Data Report

Services

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(9b)
Outpatient Substance Abuse(9c¢)

Individual Sessions for Outpatient Substance
Abuse(9c1)

Group Sessions for Outpatient Substance
Abuse(9¢2)

Outpatient Blood Services(9d)

Ambulance/Transportation Services(10)

Ambulance Services(10a)

Ground Ambulance Services(10a1)

Air Ambulance Services(10a2)

DME, Prosthetics and Medical and Diabetic

Su

pplies(11)

Durable Medical Equipment (DME)(11a)
Prosthetics/Medical Supplies(11b)
Prosthetic Devices(11b1)

Medical Supplies(11b2)

Diabetic Supplies and Services(11c)
Diabetic Supplies(11c1)

Diabetic Therapeutic Shoes/Inserts(11¢2)
Diabetic Monitors(11¢c3)

Dialysis Services(12)

Preventive and Other Defined Supplemental
Services(14)

Medicare-covered Zero Dollar Preventive
Services(14a)

Kidney Disease Education Services(14d) .

Other Medicare-covered Preventive Services(14e)
Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)

Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)

Medicare Part B Rx Drugs(15)

file:///C:/Users/cs

otomayor/Downloads/PBP_Report_05292026032918.html

In Network (INN)

Required
Required
Required

Required

Required

Required

Required
Required

Required

Required
Required

Required

Required
Required
Required

Required

Required

Required
Required
Required
Required
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Medicare Part B Insulin Drugs(15-1)

Medicare Part B Chemotherapy/Radiation Drugs(15-
2)

Other Medlcare Part B Drugs(15 3)
Dental(16)

Medlcare Dental Serwces(‘l Ga)
Eye Exams/Eyewear(1 7)
‘ Eye Exams(1 7a)
Eyewear(17b)
In-.learlng Exams/Heérlng A|ds(1 8)

Hearmg Exams(18a)

5/29/26, 4:20 PM PBP Data Repor’(

In Network (INN)

Required
Required

Required
Required

Required
Required

Required

Non-Medicare Services

Showing all the service categories that are belng offered under the plan

Services

Inpatient Hospital Services(1)
Inpatient Hospital-Acute(1a)

Additional Days for Inpatient Hospital-
Acute(1al)

Non-Medicare-covered Stay for Inpatient
Hospital-Acute(1a2)

Upgrades for Inpatient Hospital-Acute(1 a3)
Inpatient Hospital Psychlatrlc(1 b)

Additional Days for Inpatient Hospltal
Psychiatric(1b1)

Non-Medicare-covered Stay for Inpatient
Hospital Psychiatric(1b2)

Skilled Nursing Facility (SNF)(2)

Additional Days beyond Medicare-covered for
Skilled Nursing Facility (SNF)(2-1)
Cardiac and Pulmonary Rehabilitation Services(3)

Additional Cardiac Rehabilitation Services(3-1)

Additional Intensive Cardiac Rehabilitation
Services(3-2)
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In Network (INN)

Optional/Mandatory
/ Both
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Services

Additional Pulmonary Rehabilitation Services(3-
3)

Additional SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)

Worldwide Emergency/Urgent Coverage(4c)

Worldwide Emergency Coverage(4c1)

Worldwide Urgent Coverage(4c2)

Worldwide Emergency Transportation(4c3)
Health Care Professional Services(7)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Other Chiropractic Services(7b2)

Podiatry Services: Routine Foot Care(7f)
Ambulance/Transportation Services(10)

Transportation Services(10b)

Transportation Services - Plan Approved
Health-related Location(10b1)

Transportation Services - Any Health-related
Location(10b2)

Other Supplemental Services(13)
Acupuncture Treatments(13a)
Over-the-Counter (OTC) Items(13b)
Meal Benefit(13c)

Other 1(13d)
Other 2(13e)
Other 3(13f)

Dual Eligible SNPs with Highly Integrated
Services(13g)

Preventive and Other Defined Supplemental
Services(14)

Annual Physical Exam(14b)
Other Defined Supplemental Benefits(14c)
Health Education(14c¢1)
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In Network (INN)

Required
Required

Required

Required

Required

Required
Required
Required

Required

Optional/Mandatory

/ Both

Mandatory
Mandatory

Mandatory

Mandatory

Mandatory

Mandatory
Mandatory
Mandatory

Manfiat
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In Network (INN)

Services Optional/Mandatory
/ Both :
Nutritional/Dietary Benefit(14c¢2) Required Mandatory
Additional Sessions of Smoking and Tobacco Required Mandat
Cessation Counseling(14c3) equire andatory
Fitness Benefit(14c4) Required Mandatory

Enhanced Disease Management(14c5)
Telemonitoring Services(14c¢6)

Remote Access Technologies (including
Web/Phone-based technologies and Nursing Required Mandatory
Hotline)(14c7)

Home and Bathroom Safety Devices and Required Mandat
Modifications(14c8) quire naatory

Counseling Services(14c9)
In-Home Safety Assessment(14c10)

Personal Emergency Response System
(PERS)(14c11)

Medical Nutrition Therapy (MNT)(14¢12)

Post discharge In-Home Medication
Reconciliation(14¢13)

Re-admission Prevention(14c14)

Wigs for Hair Loss Related to
Chemotherapy(14c15)

Weight Management Programs(14¢16)
Alternative Therapies(14¢17) Required Mandatory
Therapeutic Massage(14¢18)

Adult Day Health Services(14¢19)

Home-Based Palliative Care(14c20)

In-Home Support Services(14c21)

Support for Caregivers of Enrollees(14c22)
Home infusion bundled services(15)
Dental(16)

Diagnostic and Preventive Dental(16b)

Oral Exams(16b1)

Dental X-Rays(16b2)

Other Diagnostic Dental Services(16b3)
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In Network (INN)
Services

Optional/Mandatory
/ Both

Prophylaxis (cleaning)(16b4)
Fluoride Treatment(16b5)
Other Preventive Dental Services(16b6)
Comprehensive Dental(16c)
Restorative Services(16¢c1) Required Mandatory
Endodontics(16¢2)
Periodontics(16¢3)
Prosthodontics, removable(16¢c4) Required Mandatory
Maxillofacial Prosthetics(16¢5)
Implant Services(16¢6) Required Mandatory
Prosthodontics, fixed(16¢7) Required Mandatory
Oral and Maxillofacial Surgery(16¢8)
Orthodontics(16¢9)
Adjunctive General Services(16¢10) Required Mandatory
Eye Exams/Eyewear(17)
Eye Exams(17a)
Routine Eye Exams(17a1)
Other Eye Exam Services(17a2)
Eyewear(17hb)
Contact Lenses(17b1) Required Mandatory
Eyeglasses (lenses and frames)(17b2) Required Mandatory
Eyeglass lenses(17b3)
Eyeglass frames(17b4)
Upgrades(17b5)
Hearing Exams/Hearing Aids(18)
Hearing Exams(18a)
Routine Hearing Exams(18a1)

Fitting/Evaluation for Hearing Aid(18a2) Required Mandatory

Prescription Hearing Aids(18b)
Prescription Hearing Aids (all types)(18b1) Required andgfory W

Prescription Hearing Aids - Inner Ear(18b2)
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in Network (INN)

Services OptlonallMandatory

/ Both

Prescrlptlon Hearlng AldS Outer Ear(1 8b3)
Prescription Hearing AIdS Over the Ear(1 8b4)
OTC Hearing Aids(18c)

Plan Level Cost Sharing
Plan Level Cost Sharing
Tiered Cost Sharing

Does this plan have tiered cost sharing for Medicare covered services?
No

Does this plan have tiered cost sharing for Non-Medicare covered. services?
No

Reductions in Cost Sharing

Does your plan offer Reductions in Cost Sharing?
No

Combined Supplemental Benefits

Do you offer Combined Supplemental Benefits?
Yes

Annual Plan Deductible

Does this plan have an In-Network plan deductible?
No

Max Enrollee Cost Limit

Does this plan have an In-Network MOOP?
Yes

What type of In-Network MOOP does your plan offer?

Lower %

In Network MOOP Amount
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$3250.00

Select the Service Categories that apply to the In-Network Maximum Enrollee Out-of-Pocket cost:

In-Network Medicare-covered benefits
In-Network Non-Medicare-covered benefits

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

Yes

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

Yes

Medicare Services

Select the Medicare service categories that are subject to each MOOP type:

Services In-Network

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Yes
Inpatient Hospital Psychiatric(1b) Yes
Skilled Nursing Facility (SNF)(2) Yes
Cardiac and Pulmonary Rehabilitation Services(3)

Cardiac Rehabilitation Services(3-1) Yes
Intensive Cardiac Rehabilitation Services(3-2) Yes
Pulmonary Rehabilitation Services(3-3) Yes
SET for PAD Services(3-4) Yes
Emergency/Urgently Needed Services(4)

Emergency Services(4a) Yes
Urgently Needed Services(4b) Yes
Partial Hospitalization/Intensive Outpatient Program
Services(5)

Partial Hospitalization Program(5a) Yes
Intensive Outpatient Program Services(5b) Yes
Home Health Services(6) Yes
Health Care Professional Services(7)

Primary Care Physician Services(7a) Yes %’
Chiropractic Services(7b) Yes
Occupational Therapy Services(7¢) Yes
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Services In-Network

Physician Specialist Services(7d) Yes

Mental Health Specialty Services(7e)

Individual Sessions for Mental Health Specialty

Services(7e1) Yes

Group Sessions for Mental Health Specialty Yes

Services(7e2)

Podiatry Services(7f) - Yes

Other Health Care Professional(7g) Yes
Psychiatric Services(7h) U “

Individual Sessions for Psychiatric Sewices(7h1j .......... Yes

Group Sessions for Psychiatric Services(7h2) Yes

Physjcal Therapy and Speech-Language Pathology Yes

Services(7i)

Additional Telehealth Benefits(7))  Yes

Opicid Treatment Program Services(7K) Yes

Outpatient Procedures, Tests, Labs and Radiology

Services(8)

Diagnostic Procedures/Tests/L.ab Services(8a)

Diagnostic Procedures/Tests(8a1) Yes

Lab Services(8a2) R ves

Outpatient Diagnostic/Therapeutic Radiological

Services(8b)

Diagnostic Radiological Services(8b1) Yes
Therapeutic Radiological Services(862) Yes

Outpatient X-Ray Services(8b3) o I Yes

Outpatient Services®) |

Outpatient Hospital Services(9a)

Outpatient Hospital Services(@at) Yes
Observation Services(@a2) Yes

Ambulatory Surgical Center (ASC) Servnces(gb) Yes

Outpatient Substance Abuse(9c) S
Individual Sessions for Outpatient-éﬁ-‘b‘s-t”a'r{cgé ---------------- Yes

Abuse(9c¢1)

Group Sessions for Outpatient Substance Abuse(9c2) Yes
Outpatient Blood Services(9d) Yes

Ambulance/Transportation Services(10)
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Services In-Network

Ambulance Services(10a)
Ground Ambulance Services(10a1) Yes
Air Ambulance Services(10a2) Yes

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Yes
Prosthetics/Medical Supplies(11b)

Prosthetic Devices(11b1) Yes
Medical Supplies(11b2) ‘ Yes
Diabetic Supplies and Services(11c¢)

Diabetic Supplies(11c1) Yes
Diabetic Therapeutic Shoes/inserts(11¢2) Yes
Diabetic Monitors(11c3) Yes
Dialysis Services(12) Yes
Preventive and Other Defined Supplemental

Services(14)

Medi_care—covéred Zero Dollar Preventive Yes
Services(14a)

Kidney Disease Education Services(14d) Yes
Other Medicare-covered Preventive Services(14e)

Glaucoma Screening(14e1) Yes
Diabetes Self-Management Training(14e2) Yes
Digitél Rectal Exams(14e4) Yes
EKG following Welcome Visit(14e5) Yes
Medicare Part B Rx Drugs(15)

Medicare Part B Insulin Drugs(15-1) Yes
Medicare Part B Chemotherapy/Radiation Drugs(15-2)  Yes
Other Medicare Part B Drugs(15-3) Yes
Dental(16)

Medicare Dental Services(16a) Yes
Eye Exams/Eyewear(17)

Eye Exams(17a) Yes LMA‘
Eyewear(17b) Yes

Hearing Exams/Hearing Aids(18)
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Services . In-Network

Hearing Exams(18a) " Yes

Non-Medicare Services

Select the Non-Medicare service categones that are subject to each MOOP type:

Services In-Network

Emergency/Urgently Needed Services(4)

Worldwide Emergency Coverage(4c1) Yes

Worldwide Urgent Coverage(4c2) Yes
Health Care Professional Services(7)
Chiropractic Services(7b)

Routine Chiropractic Care(7b1) - Yes
Podiatry Services: Routine Foot Care(7f) Yes
Ambulance/Transportation Services(10)
Transportation Services(10b)

Transportation Services - Plan Approved Health-

related Location(10b1) Yes
Other Supplemental Services(13)

Acupuncture Treatments(13a) .
Over-the-Counter (OTC) Items(13b) - Ves
Meal Benefit(13c) AT T T -
Preventive anc.j. Other I‘De\.‘ieed‘éﬁeelemental ‘

Services(14)

Other Defined Supplemental Beneflts(14c) -

Health Education(14c1) T e
Nutritional/Dietary Beneﬁt(McZ) e e

Additional Sessions of Smoking and Tobacco

Cessation Counseling(14c3) es
Fitness Benefit(14c4) Yes
Remote Access Technologies (including Web/Phone- Yes

based technologies and Nursing Hotline)(14c7)

Home and Bathroom Safety Devices and Yes
Modifications(14c8)

Alternative Therapies(14¢17) Yes
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Services

Dental(16)

Comprehensive Dental(16c)
Restorative Services(16¢1)
Prosthodontics, removable(16c4)
Implant Services(16c6)

Prosthodontics, fixed(16¢7)

Adjunctive General Services(16¢10)
Eye Exams./Eyewear(1 7)
Eyewear(17b)

Contact Lenses(17b1)

Eyeglasses (lenses and frames)(17b2)
Hearing Exams/Hearing Aids(18)
Hearing Exams(18a)
Fitting/Evaluation for Hearing Aid(18a2)
Prescription Hearing Aids(18b)
Prescription Hearing Aids (all types)(18b1)

Prior Authorization & Referral
Prior Authorization

Is prior authorization required for any In-Network service
categories?

Yes

In-Network

Yes
Yes
Yes
Yes

Yes

Yes

Yes

Yes

Yes

Select the In-Network service categories that require prior authorization:

Inpatient Hospital-Acute(1a)

Inpatient Hospital Psychiatric(1b)

Skilled Nursing Facility (SNF)(2)

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)

Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Home Health Services(6)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7¢)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f)
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é

Podiatry Services: Routine Foot Care(71)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology Services(7i)
Additional Telehealth Benefits(7})

Opioid Treatment Program Services(7k)

Diagnostic Procedures/Tests(8a1)

Lab Services(8a2)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(8b)

Individual Sessions for Outpatient Substance Abuse(8c1)

Group Sessions for Outpatient Substance Abuse(9¢2)

Outpatient Blood Services(9d)

Ground Ambulance Services(10at1)

Air Ambulance Services(10a2)

Transportation Services - Plan Approved Health-related Location{10b1)
Durable Medical Equipment (DME)(11a)

Prosthetic Devices(11b1)

Medical Supplies(11b2)

Diabetic Supplies(11c1)

Diabetic Therapeutic Shoes/Inserts(11¢2)

Diabetic Monitors(11c3)

Dialysis Services(12)

Acupuncture Treatments(13a)

Meal Benefit(13c) _

Medicare-covered Zero Dollar Preventive Services(14a)

Health Education(14c1)

Nutritional/Dietary Benefit(14¢2)

Additional Sessions of Smoking and Tobacco Cessation Counseling(14c3)
Fitness Benefit(14c4)

Remote Access Technologies (including Web/Phone-based technologies and Nursing Hotline)
(14c7)

Home and Bathroom Safety Devices and Modifications(14c¢8)
Alternative Therapies(14¢17)

Kidney Disease Education Services(14d)
Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)
Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)
Medicare Part B Insulin Drugs(15-1)
Medicare Part B Chemotherapy/Radiation Drugs(15-2)
Other Medicare Part B Drugs(15-3)
Medicare Dental Services(16a)
Restorative Services(16¢1)
Prosthodontics, removable(16¢4)
Implant Services(16¢6)

Prosthodontics, fixed(16¢7)

Adjunctive General Services(16¢10)

Eye Exams(173a)

Eyewear(17b)

Contact Lenses(17b1)

Eyeglasses (lenses and frames)(17b2)
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Hearing Exams(18a)
Fitting/Evaluation for Hearing Aid(18a2)
Prescription Hearing Aids (all types)(18b1)

Referral

Is referral required for any In-Network service categories?

Yes

Select the In-Network service categories that requires a referral:

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7c¢)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f)

Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Individual Sessions for Outpatient Substance Abuse(9c1)
Group Sessions for Outpatient Substance Abuse(9¢2)
Acupuncture Treatments(13a)

Meal Benefit(13c)

Visitor Travel

Does this plan offer the US
Visitor/Travel Program (V/T)?

No
Cost Share Groups

Combined Benefits Groups

Maximum
Mode of Plan _ o S!‘lz?red.
Group Name delive Benefit Periodicity Visit/Trips Status
ry Coverage Limits

amount
oTC &
COMBINED satalodie 545,00 cvery 3 ompleted
PACKAGE
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Maximum
Mode of Plan Shared ;
Group Name delive Benefit Periodicity Visit/Trips : Status
ry Coverage Limits
amount

Non-Medicare covered benefits that are included in your Combined Supplemental Benefit
Group:

Over-the-Counter (OTC) ltems(13b)
Fitness Benefit(14c4)

Home and Bathroom Safety Devices and Modifications(14¢8)

Is the enrollee limited to one or more of the Combined Supplemental Benefits from the group
which they must select in advance?

No

Do you offer Combined Supplemental Benefits with a shared maximum plan benefit amount?

Yes

Do you offer Combined Supplemental Benefits with a shared visit/trips limits?

No

Reduction in Cost Sharing Groups

No Data Saved for Selected Section, Incomplete or Not Started.

Optional Supplemental Packages

No Data Saved for Selected Section, Incomplete or Not Started.

MA Uniformity & SSBCI

Daes this plan include MA Uniformity Flexibility with reductions in cost or additional benefits?

No

Does this plan offer Special Supplemental Benefits for the Chronically 1lI?

Yes

MA UF/SSBCI Reduction in Cost Sharing Packages (19a)

Package ID Package Name | Type of Package Status
o DEBIT CARD SSBCI Comgple

" Chronic Conditions - Please choose one or more
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Package ID Package Name Type of Package Status

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/di or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description

Chronic Back Pain

Prerequisite for reduction of cost sharing for this package?
No

Does the plan reduce cost sharing to $0 for all covered benefits, up to a maximum
aggregate amount?

No

Select the Medicare benefits that apply to reduced cost sharing k‘wﬂ

Durable Medical Equipment (DME) (11a),
Prosthetic Devices (11b1),
Medical Supplies (11b2)
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Package ID . Package Name Type of Package Status

Are any benefits exempt from the blénéiévéi deductible?
No

Is there a maximum aggregated amount of reduced cost sharing?

Yes

Specify the maximum aggregated amount of reduced cost sharing:
$155.00

Indicate mode of delivery for maximum coverage amount
Debit Card

Expected number of chronically ill enrollees eligible for SSBCI:
4085

Expected number of chronically ill enrollees that will utilize SSBCI:
3610

Notes

ELIGIBLE MEMBERS RECEIVE ALLOWANCE ADMINISTERED THROUGH A DEBIT
CARD. THE DEBIT CARD ALLOWS THE MEMBER TO REDUCE COST SHARING FOR
THE LISTED SERVICES. MEMBER IS RESPONSIBLE FOR COSTS THAT EXCEED THE
ALLOWANCE.

Reduced Coinsurance

Reduced Coinsurance?
Yes

Select the benefits that will receive reduced coinsurance

Durable Medical Equipment (DME) (11a) - Medicare
Min: 0% Max: 0%,

Prosthetic Devices (11b1) - Medicare

Min: 0% Max: 0%,

Medical Supplies (11b2) - Medicare

Min: 0% Max: 0%

Reduced Copayment

Reduced Copayment?
No

Reduced Deductible

Reduced Deductible?
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Package ID Package Name Type of Package Status
No

MA UF/SSBCI Additional Benefits Packages (19b)

Package ID Package Name Type of Package Status
1 SSBCI Coverage SSBCI Completed

Chronic Conditions - Please choose one or more

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/di or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description
Chronic Back Pain %A
Prerequisite for any additional benefits for this package?
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1

Package ID . Package Name Type of Package Status
. .

Select all the Non-Medicare-covered additional benefits offered in this package

Over-the-Counter (OTC) ltems (13b),

Food and Produce (13i1),

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Social Needs Benefit (13i6), _

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14¢8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16c¢2),

Periodontics (16¢3),

Prosthodontics, removable (16¢4),

Implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1),
Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5)

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

Is there a package level maximum coverage amount?

Yes

Specify the maximum benefit amount
$155.00

Periodicity
Every Month

Indicate mode of delivery for maximum coverage amount
Debit Card

Select all the Non-Medicare-covered benefits that apply to the package level maximum
coverage

Over-the-Counter (OTC) ltems (13b),
Food and Produce (13i1),
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Package ID Package Name , Type of Package Status

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5),
Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14¢8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16c¢1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16c4),

Implant Services (16c6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1)

Expected number of chronically ill enrollees eligible for SSBCI:
4085

Expected number of chronically ill enrollees that will utilize SSBCI:
3610

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO SSBC| PACKAGE BENEFITS THROUGH A
DEBIT CARD LOADED WITH THE COMBINED PACKAGE-LEVEL MAXIMUM
COVERAGE AMOUNT PLUS AN ADDITIONAL BENEFIT-SPECIFIC MAXIMUM
COVERAGE AMOUNT FOR SPECIFIC BENEFITS REFERENCED IN 13I-3, 13I-4, 131-5,
AND 13I-10.

Package Selected Benefit Details

Over-the-Counter (OTC) Items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No
Are you offering Nicotine Replacement Therapy (NRT) as a Part C OT& benéfit?
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Package ID . Package Name Type of Package :  Status

Yes

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

true

Are you offering Naloxone coverage as a Part G OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

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

No

Mode of delivery for the OTC ltems

Debit Card
Catalogue Purchase

Authorization required for this benefit?
No

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2)
FIRST AID SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE
MEDICAL INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5)
INCONTINENCE SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING
AND MONITORING SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS
WHO MEET MEDICAL CRITERIA FOR ON-GOING MONITORING OF BLOOD
PRESSURE, THE PLAN WILL PROVIDE ONE (1) BLOOD PRESSURE MONITOR UNIT
EVERY 5 YEARS. THIS BENEFIT MAY REQUIRE MEDICAL EVALUATION AND/OR
PREAUTHORIZATION. 7) FIBER SUPPLEMENTS 8) TOPICAL SUNSCREEN 9)
SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING, TENNIS ELBOW STRAP,
WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE SUPPORT, KNEE
ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT LIMITED
TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH
CATEGORY MAY APPLY.

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
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Package ID Package Name Type of Package Status
No

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Physical Fitness
Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR FITNESS EQUIPMENT (EXERCISE
PEDALS AND STRETCH STRAPS) AND A GYM MEMBERSHIP VIA A DEBIT CARD. ITEM
QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Home and Bathroom Safety Devices and Modifications (14c8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?

No
Authorization required for this benefit? %

No
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Package ID - Package Name Type of Package Status

Referral required for this benefit?
No
Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR THE FOLLOWING ITEMS VIAA
DEBIT CARD: 1) MEDICAL BATHMAT 2) RAISED TOILET SEAT 3) HANDHELD SHOWER
HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Diagnostic and Preventive Dental (16b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a Coinsurance for combination of services included in a single cost per office visit?
No

Is there a Copayment for combination of services included in a single cost per office visit?
No

Is there a deductible?
No

Oral Exams (16b1) - Non-Medicare

Is this benefit unlimited?

Yes

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?

No LW‘

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL E SVIAA
DEBIT CARD.
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Dental X-Rays (16b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL X-RAYS
VIA A DEBIT CARD.

Other Diagnostic Dental Services (16b3) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL
DIAGNOSTIC SERVICES VIAA DEBIT CARD.

C“bmprehenswe Dental (16¢) - Non-Medicare

Service maximum plan benefit coverage: ‘ Z 2 !
No

Does this plan have a service specific maximum enrollee out-of- et (MOOP)?
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Package ID Package Name
No .

Is there a deductible?
No

Restorative Services (16¢1) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit? .
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL RESTORATIVE

DENTAL SERVICES VIAA DEBIT CARD.
Endodontics (16¢2) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL NDODONZIC

SERVICES VIAA DEBIT CARD.
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Package ID Package Name Type of Package Status

Periodontics (16¢3) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL PERIODONTIC
SERVICES VIAA DEBIT CARD.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL REMOVABLE
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Implant Services (16¢6) - Non-Medicare

Is this benefit unlimited?

Is there a coinsurance?
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Package ID . Package Name Type of Package Status
0 o

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL IMPLANT
SERVICES VIAA DEBIT CARD.

Prosthodontics, fixed (16¢7) - Non-Medicare

|s this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL FIXED
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Oral and Maxillofacial Surgery (16¢8) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance? %
No

Is there a copayment?
No

Authorization required for this benefit?
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Package ID Package Name Type of Package Status
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL AND
MAXILLOFACIAL SERVICES VIAA DEBIT CARD.

Adjunctive General Services (16c10) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ADJUNCTIVE
DENTAL SERVICES VIA A DEBIT CARD.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No ‘ z 2 !
Is there a copayment?
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Package ID Package Name Type of Package * Status
No ................... : . . PR

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL CONTACT LENSES
VIA A DEBIT CARD.

Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR VIAA
DEBIT CARD.

Upgrades (17b5) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit? \W
No :

Notes
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Package ID Package Name Type of Package - Status
ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR
UPGRADES VIA A DEBIT CARD.

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AID
FITTING/EVALUATIONS VIAA DEBIT CARD.

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:
No

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?
Yes %

Is there a coinsurance?
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Package ID . Package Name Type of Package ©  Status
— e e e A

Is there a copayment?

No

Authorization required for this benefit?

No

Referral required for this benefit?

No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AIDS VIA
A DEBIT CARD.

Food and Produce (13i1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Mode of delivery for Food and Produce
Debit Card

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO FOOD AND PRODUCE THROUGH A DEBIT
CARD. \_W

Meals (beyond limited basis) (13i2) - Non-Medicare

Is this benefit unlimited?
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Package ID Package Name Type of Package Status

Yes

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PREPARED MEALS THROUGH A DEBIT
CARD.

Pest Control (13i3) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit? LW‘
No

Referral required for this benefit?
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Package ID Package Name Type of Package . Status
o L T
Notes

ELIGIBLE MEMBERS RECEIVE PEST CONTROL/ERADICATION TREATMENTS (12
EVENTS COMBINED WITH ROADSIDE ASSISTANCE, IN-HOME MINOR REPAIRS, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES) LIMITED TO 2 EVENTS
(1/SEMESTER). ADDITIONALLY, MEMBERS RECEIVE AN ALLOWANCE THROUGH A
DEBIT CARD WHICH PROVIDES ACCESS TO CLEANING PRODUCTS FOR PEST
CONTROL AND FOR ADDITIONAL SERVICES OF PEST CONTROL/ERADICATION
TREATMENTS.

Transportation for Non-Medical Needs (13i4) - Non-Medicare

Enhanced benefit

Any Location

Is this benefit unlimited?
Yes -

Type of transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Select Mode of Transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH..

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

is there a deductible? %
No

Authorization required for this benefit?
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Package ID Package Name Type of Package Status
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE ROADSIDE ASSISTANCE (12 EVENTS COMBINED
WITH IN-HOME MINOR REPAIRS (UP TO $300 PER EVENT), PEST CONTROL, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES.) ADDITIONALLY, MEMBERS RECEIVE
AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES ACCESS TO
ADDITIONAL ROADSIDE ASSISTANCE SERVICES TO SUPPORT PERSONAL
TRANSPORTATION AND AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION
NEEDS TO MAINTAIN THE ENROLLEE'S HEALTH.

Indoor Air Quality Equipment Services (13i5) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE UP TO 2 A/C CLEANING SERVICES PER YEAR
(1/SEMESTER) (12 EVENTS COMBINED WITH IN-HOME MINOR REPAIRS (UP TO $300
PER EVENT), PEST CONTROL, AND ROADSIDE ASSISTANCE). ADDITIONALLY,
MEMBERS RECEIVE AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES
ACCESS TO ADDITIONAL A/C CLEANING SERVICES TO SUPPORT HEALTHY INDOOR
AIR QUALITY, REDUCE EXPOSURE TO ALLERGENS AND ENVIRONMENTAL
IRRITANTS, AND PROMOTE SAFE TEMPERATURE REGULATION IN THE HOME.

Social Needs Benefit (13i6) - Non-Medicare LM

Is there a maximum plan benefit coverage amount?
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Package ID . Package Name Type of Package Status

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE TICKETS TO ATTEND
ENTERTAINMENT EVENTS (CONCERT, THEATER, MOVIE) AND PERSONAL
GROOMING SERVICES (BARBER OR SALON VISITS) THROUGH A DEBIT CARD.
ENGAGING IN ENTERTAINMENT CAN BE BENEFICIAL FOR DEALING WITH SOCIAL
ISOLATION AND IMPROVING MENTAL HEALTH AND WELLBEING. BY PROVIDING
OPPORTUNITIES FOR RELAXATION, SOCIAL INTERACTION, AND ENJOYABLE
EXPERIENCES, THESE ACTIVITIES CONTRIBUTE TO THE OVERALL
PSYCHOLOGICAL RESILIENCE AND HAPPINESS OF ENROLLEES.

General Supports for Living (13i10) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Are you offering housing support such as rent or mortgage assistance as a covered benefit
under General Supports for Living?

No

Are you offering utilities assistance as a covered benefit under Gen up fof Living?
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Package ID Package Name Type of Package Status

Yes

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS UTILITIES,
TOWELS/LINENS/CLOTHING (TO SUPPORT BASIC NEEDS),
GARDENING/HARDWARE TOOLS (FOR HOME MAINTENANCE) AND IN-HOME MINOR
REPAIRS, INCLUDING REPAIRS FOR HOME APPLIANCES AND HANDYMAN
SERVICES (12 EVENTS COMBINED WITH ROADSIDE ASSISTANCE ($300 LIMIT PER
EACH EVENT, $200 LIMIT FOR EACH REPAIR OF HOME APPLIANCES), PEST
CONTROL, AND INDOOR AIR QUALITY EQUIPMENT SERVICES). LIMIT OF 2 EVENTS
FOR PEST CONTROL, HOME APPLIANCE REPAIRS, AND A/C CLEANING SERVICES
(1/SEMESTER) AND 1 EVENT (UP TO 2 HOURS) FOR HANDYMAN SERVICES.
ALLOWANCE FOR ADDITIONAL IN-HOME MINOR REPAIRS VIA THE DEBIT CARD.
POOR-QUALITY HOUSING IS ASSOCIATED WITH VARIOUS NEGATIVE HEALTH
OUTCOMES, INCLUDING CHRONIC DISEASE AND INJURY AND POOR MENTAL
HEALTH. LACK OF HOUSING MAINTENANCE MAY LEAD TO POOR HOUSING
CONDITIONS INSIDE AND OUTSIDE THE HOME. PROVIDING THE TOOLS FOR THE
MEMBER TO MAINTAIN THEIR HOMES IN GOOD CONDITIONS IMPROVES THEIR
PHYSICAL, MENTAL, AND SOCIAL WELLBEING.

Other 1 (13i11) - Non-Medicare

Service Name
PET CARE

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible? W
No

Authorization required for this benefit?
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Package ID . Package Name : Type of Package Status
- IR i

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE PET FOOD, PET SUPPLIES
(LEASH, COLLAR, GROOMING SUPPLIES), AND PET SERVICES (VET VISITS AND
GROOMING SERVICES) THROUGH A DEBIT CARD TO SUPPORT ELIGIBLE .
ENROLLEES' MENTAL HEALTH NEEDS. PROVIDING ELIGIBLE MEMBERS WITH THE
MEANS TO RESPONSIBLY CARE FOR THEIR PETS WILL HAVE A DIRECT IMPACT ON
THEIR HEALTH. PET OWNERS ARE LESS LIKELY TO SUFFER DEPRESSION, HAVE
LOWER BLOOD PRESSURE, DISPLAY REDUCED LEVELS OF TRIGLYCERIDE AND
CHOLESTEROL (HIGH LEVELS CAN BE INDICATORS OF HEART DISEASE), SURVIVE
LONGER AFTER HAVING A HEART ATTACK, MAKE FEWER VISITS TO THE DOCTOR,
AND TEND TO LIVE LONGER. OFFERING ACCESS TO PET CARE SUPPLIES ALLOWS
OUR BENEFICIARIES TO ACCESS THE ITEMS NEEDED FOR PET OWNERSHIP AND
WILL THEREFORE RESULT IN IMPROVED OR MAINTAINED HEALTH.

Other 3 (13i13) - Non-Medicare

Service Name
MEMORY AND COGNITIVE FUNCTION SUPPORT ITEMS

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductibie?
No

Authorization required for this benefit?
No

Referral required for this benefit? \.( ﬂ E
NO b

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TO PURCHASE MEMORY FITNESS I[TEMS
SUCH AS: MEMORY CARDS, BOARD GAMES, SUDOKU OR OTHERJITEM T,
HELP THE MEMBER EXERCISE THEIR MEMORY. STUDIES HAV,
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Package ID Package Name Type of Package Status

INDIVIDUALS WHO ENGAGED IN WORD PUZZLES HAD CONSISTENTLY BETTER
SHORT-TERM MEMORY, REASONING, AND ATTENTIVENESS THAN THOSE WHO DID
NOT ENGAGE IN SUCH ACTIVITIES. THIS SUPPORTS THE THEORY THAT KEEPING
THE MIND ACTIVE, IN ADDITION TO REGULAR PHYSICAL EXERCISE, MAY HELP
SLOW THE ONSET OF DEMENTIA.

Benefit Details
Inpatient Hospital-Acute (1a) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOQOP)?

No

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

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?
Periodicity
Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Inpatient Hospital Psychiatric (1b) - Medicare

Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)? Q Z 2 !
No
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Does this plan's Medicare-covered benefit cost sharing vary by hospital(s) in which an enrollee
obtains care?

No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Skilled Nursing Facility (SNF) (2) - Medicare

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

Days
0

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

No

Is there a coinsurance?
No

Is there a copayment?
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No

What is your SNF period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Cardiac and Pulmonary Rehabilitation Services (3) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Cardiac Rehabilitation Services (3-1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Cardiac Rehabilitation Services (3-2) - Medicare

Is there a coinsurance?
No

Is there a copayment? \-M

No

Authorization required for this benefit?
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Yes

Referral required for this benefit?

Yes

Pulmonary Rehabilitation Services (3-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

SET for PAD Services (3-4) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Emergency Services (4a) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?

No

Is there a copayment?
No

Urgently Needed Services (4b) - Medicare
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Partial Hospitalization Program (5a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Outpatient Program Services (5b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit? %

Yes
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Referral required for this benefit?

Yes

Home Health Services (6) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Primary Care Physician Services (7a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Chiropractic Services (7b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a medicare covered coinsurance?

No i E 2 ;
Is there a medicare covered copayment?
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No
Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Occupational Therapy Services (7¢) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

Yes

Physician Specialist Services (7d) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No ﬂ Z 2 E
Authorization required for this benefit? '

Yes
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Referral required for this benefit?
Yes

Mental Health Specialty Services (7e) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Individual Sessions for Mental Health Specialty Services (7e1) - Medicare

Is there a coinsurance?
No

Is there a copayment?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Group Sessions for Mental Health Specialty Services (7e2) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Podiatry Services (7f) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOPR)?
No %

Is there a coinsurance?
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No

Is there a copayment?
No

Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Other Health Care Professional (7g) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Autharization required for this benefit?

Yes

Referral required for this benefit?

Yes

Psychiatric Services (7h) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a deductible?
No

Individual Sessions for Psychiatric Services (7h1) - Medicare %

Is there a coinsurance?
No
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Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

Yes

Group Sessions for Psychiatric Services (7h2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Physical Therapy and Speech-Language Pathology Services (7i) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQOP)?

No

Is there a coinsurance?
No

Is there a co_payment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Telehealth Benefits (7]j) - Medicare

Medicare-covered benefits that may have Additional Telehealth Benefits ay, le
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Physician Specialist Services(7d)

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOF’)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ADDITIONAL TELEHEALTH SERVICES COVERED FOR SPECIALIST SERVICES PROVIDED
IN THE MULTI SPECIALTY CLINICS.

Opioid Treatment Program Services (7k) - Medicare
Does this plan have a service specific maximurn enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diagnostic Procedures/Tests/Lab Services (8a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
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No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Procedures/Tests (8a1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Lab Services (8a2) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Autharization required for this benefit?

Yes

Referral required for this benefit?
No
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Outpatient Diagnostic/Therapeutic Radiological Services (8b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Radiological Services (8b1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Therapeutic Radiological Services (8b2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Outpatient X-Ray Services (8b3) - Medicare

Is there a coinsurance?

- -

Is there a copayment?

No
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Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Hospital Services (9a1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Observation Services (9a2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No
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Ambulatory Surgical Center (ASC) Services (9b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Outpatient Substance Abuse (9¢c) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Individual Sessions for Outpatient Substance Abuse (9¢1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Group Sessions for Outpatient Substance Abuse (9¢2) - Medicare

Is there a coinsurance?

No
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Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Outpatient Blood Services (9d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Do you waive the deductible for the first three pints of blood?
No

Is-there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Ambulance Services (10a) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Ground Ambulance Services (10a1) - Medicare

Does this plan have a ground ambulance services maximum enrollee out of pocket cost (MOOP)?
No
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Air Ambulance Services (10a2) - Medicare

Does this plan have an air ambulance services maximum enrollee out of pocket(MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Durable Medical Equipment (DME) (11a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

Yes with a min & max

Minimum coinsurance Maximum coinsurance
0% 10%
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i

[s there a copayment?
No

Is there a deductible?
No

Are there preferred vendors/manufacturers for Durable Medical Equipment (DME)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

MINIMUM COINSURANCE FOR DME SUPPLIES, WHEELCHAIR, DME POWER WHEELCHAIR
AND ALL OTHER DME. MAXIMUM COINSURANCE FOR DME HOSP BED.

Prosthetics/Medical Supplies (11b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

|s there a deductible?
No

Prosthetic Devices (11b1) - Medicare

Is there a coinsurance?
Yes

Coinsurance percentage
20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Medical Supplies (11b2) - Medicare
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Is there a coinsurance?
Yes

Coinsurance percentage
20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Supplies and Services (11¢) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Do you limit Diabetic supplies and services to those from specified manufacturers?
No ‘

Diabetic Supplies (11c1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Therapeutic Shoes/Inserts (11¢2) - Medicare

Is there a coinsurance? %

No

Is there a copayment?
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No
Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Monitors (11¢3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Dialysis Services (12) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare-covered Zero Dollar Preventive Services (14a) - Medicare

| attest that there is no coinsurance ,copayment or deductible for all Original Medicap preyentive
services that are offered at zero dollar cost sharing
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frue

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Kidney Disease Education Services (14d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Glaucoma Screening (14e1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit? %

Yes

Referral required for this benefit?

No
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Diabetes Self-Management Training (14e2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Digital Rectal Exams (14e4) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No.

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

EKG following Welcome Visit (14e5) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket co (MOGP)?
No
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Medicare Part B Rx Drugs (15) - Medicare

| attest that the MA enrollee cost sharing for a Part B rebatable drug will not exceed the
coinsurance amount of the original Medicare adjusted beneficiary coinsurance for that Part B
rebatable drug. In applying this effective coinsurance percentage, MA plans may continue to base
enrollee cost sharing off of the total MA plan financial liability for that Part B drug.

true

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Does the plan offer step therapy?

Yes

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

Part B to Part B
Part D to Part B

Medicare Part B Insulin Drugs (15-1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes 1
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Referral required for this benefit?
No

Medicare Part B Chemotherapy/Radiation Drugs (15-2) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Other Medicare Part B Drugs (15-3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Dental Services (16a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
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Yes

Referral required for this benefit?
No

Eye Exams (17a) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Eyewear (17b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Hearing Exams (18a) - Medicare %

file:///C:/Users/csotomayor/Downloads/PBP_Report_05292026032919.html 64/85



5/29/26, 4:20 PM PBP Data Report
' Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Worldwide Emergency/Urgent Coverage (4c) - Non-Medicare

Is there a maximum plan benefit coverage?
Yes

Is the maximum plan benefit coverage amount unlimited?
No

Maximum amount
$500.00

Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Worldwide Emergency Coverage (4c1) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?

Yes
Copayment amount ‘ %
$75.00
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Is this Copayment waived if admitted to hospital?

Yes

Worldwide Urgent Coverage (4¢c2) - Non-Medicare
Is there a coinsurance?

No

Is there a copayment?

Yes

Copayment amount
$75.00

Is this Copayment waived if admitted to hospital?

Yes

Chiropractic Services (7b) - Non-Medicare

Is there a maximum plan benefit coverage amount?

Yes

Maximum amount
$750.00

Periodicity
Every Year

Routine Chiropractic Care (7b1) - Non-Medicare

Is this benefit unlimited?
No

Visits

6
Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

file:///C:/Users/csotomayor/Downloads/PBP_Report_05292026032919.html 66/85



5/29/26, 4:20 PM PBP Data Repart
Yes
Referral required for this benefit?

Yes

Podiatry Services: Routine Foot Care (7f) - Non-Medicare
Is this benefit unlimited?

No

Visits
6

Periodicity
Every Year

Is there a maximum plan benefit coverage amount?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Transportation Services - Plan Approved Health-related Location ('i 0b1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
24

Periodicity

Every Year

Type of transportation
One-Way

Select Mode of Transportation
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Taxi

RideShare services
Bus/Subway

Van

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQOP)?
No

Is there a service specific maximum plan benefit coverage amount?

No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Naotes-

UNLIMITED TRIPS APPLY TO AND FROM THE MULTI SPECIALTY CLINICS. LIMITED TRIPS
PER THE DATA ENTRY APPLY TO ALL OTHER PLAN APPROVED HEALTH RELATED
LOCATIONS.

Acupuncture Treatments (13a) - Non-Medicare

Periodicity
Every Year

Is there a maximum plan benefit coverage?

Yes

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No
Is this benefit unlimited for Number of Treatments? Lw*

No
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: Indicate limit for Number of Treatments
6

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Over-the-Counter (OTC) ltems (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?

No
Is there a deductible?

No
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Does this cover all of the drugs on the CMS OTC list which may be found in Chapter 4 of the
Medicare Managed Care Manual?

No

Mode of delivery for the OTC Items

Catalogue Purchase

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2) FIRST AiD
SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE MEDICAL
INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5) INCONTINENCE
SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING AND MONITORING
SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS WHO MEET MEDICAL
CRITERIA FOR ON-GOING MONITORING OF BLOOD PRESSURE, THE PLAN WILL PROVIDE
ONE (1) BLOOD PRESSURE MONITOR UNIT EVERY 5 YEARS. THIS BENEFIT MAY
REQUIRE MEDICAL EVALUATION AND/OR PREAUTHORIZATION. 7) FIBER SUPPLEMENTS
8) TOPICAL SUNSCREEN 9) SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING,
TENNIS ELBOW STRAP, WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE
SUPPORT, KNEE ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT
LIMITED TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Meal Benefit (13c) - Non-Medicare

Select the type of primarily health related meals benefit offered(Check ali that apply):

Immediately following surgery or inpatient hospitalization

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Referral required for this benefit? :
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Yes

Notes

POST DISCHARGE 2 MEALS PER DAY FOR 5 DAYS UP TO 2 TIMES PER YEAR FOR 20
MEALS MAX PER YEAR.

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
No

Health Education (14c1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

THE HEALTH EDUCATION PROGRAM DEVELOPS AND IMPLEMENTS EDUCATIONAL
INTERVENTIONS BASED ON DIAGNOSIS SUCH AS DIABETES, HYPERTENSION
MANAGEMENT AND PROVIDES NUTRITIONAL EDUCATION TO PROVIDE HEALTH
INFORMATION ENCOURAGING MEMBERS TO ADOPT A HEALTHIER LIFESTYLE AND
DEVELOP SELF CARE CAPABILITIES TO IMPROVE THE MEMBER'S HEALTH. SCOPE:
IDENTIFY THE POPULATION WITH EDUCATIONAL NEEDS, PLAN EDUCATIONAL
STRATEGIES, PROMOTION OF HEALTHY LIFESTYLE AND PREVENTION OF
COMPLICATIONS.IMPLEMENT AND CARRY OUT EDUCATIONAL STRATEGIES, EVALUATE
THE RESULTS AND CREATE FUTURE GOALS.INTERVENTIONS MIGHT
INCLUDE:EDUCATIONAL CAMPAIGNS, MEMBER EDUCATIONAL ACTIVITIES INCLUDING
GROUP SESSIONS WHERE EDUCATORS PROVIDE INFORMATION TO IMPROVE THE
MEMBER'S SKILL SETS.THE HEP HAS ALSO INDIVIDUAL INTERVENTIONS BASED FOR
HIGH RISK CASES. THE PROGRAM DISTRIBUTES NEWSLETTERS WITH HEALTH RELATED
INFORMATION, AND HAS PHYSICAL ACTIVITY AWARENESS AND ONLINE ACCESS TO
EDUCATIONAL LITERATURE AS PART OF THE EDUCATIONAL INTERVENTIONS.

Nutritional/Dietary Benefit (14c2) - Non-Medicare
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Is this benefit unlimited?

No

Indicate number of visits
6

Setting

Both Sessions (individual and Group)

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Sessions of Smoking and Tobacco Cessation Counseling (14c3) - Non-
Medicare

Number of visits
9

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
- Y-

Authorization required for this benefit?
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Yes

Referral required for this benefit?
No

Notes

THE SMOKING CESSATION PROGRAM ROMPE EL HABITO HAS THE PURPOSE OF
IMPACTING MEMBERS WHO USE SOME FORM OF TOBACCO BASED ON THE CLIENT
APPROACHED MODEL AND THE TRANSTHEORETICAL MODEL THAT DESCRIBES HOW
PEOPLE MODIFY A PROBLEM BEHAVIOR OR ACQUIRE A POSITIVE BEHAVIOR.
OBJECTIVE: TO DIMINISH THE RISK FACTORS TO PREVENT ASSOCIATED ILLNESSES
UPON SMOKING. IS AVAILABLE FOR MEMBERS WHO USE OR SMOKE TOBACCO AND/OR
STOP SMOKING DURING THE LAST 12 MONTHS. THE MAIN GOAL IS TO EMPOWER THEM
TO QUIT THE PROCESS BY PROVIDING INF AND SUPPORT SERVICES TO HELP THEM
ESTABLISH A QUIT DATE, REDUCE QUANTITY OF CIGARETTE USE PER DAY, AND/OR
STOP SMOKING. THE MAIN INTERVENTIONS ARE: ASSESSMENT CALLS, TEL
INTERVENTIONS REGARDING QUIT AND/OR RELAPSE PREVENTION, EDUCATIONAL
MATERIALS, AVAILABILITY OF THE SUPPORT GROUP, MED EDUCATION, F/UP
INTERVENTIONS, AMONG OTHERS. TO PREVENT A RELAPSE PHASE, INTERVENTIONS
TO IMPROVE THE PARTICIPANT'S COMPLIANCE WiTH THEIR PHYSICIAN'S
PHARMACOLOGICAL TREATMENT PLAN ARE OFFERED.

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) PHYSICAL EXERCISE PEDALS 2)
STRETCH STRAPS. ITEM QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.
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Remote Access Technologies (including Web/Phone-based technologies and Nursing

Hotline) (14c7) - Non-Medicare
Select the type of Remote Access Technologies offered

Nursing Hotline

Nursing Hotline Notes

THE NURSE TRIAGE LINE IS AVAILABLE 24/7 TO THE MEMBERS. HEALTH
PROFESSIONALS ANSWER MEMBER CALLS AND DETERMINE THE SEVERITY OF THE
CALLER'S COMPLAINT USING A SERIES OF ALGORITHMS BASED BY THE AMERICAN
MEDICAL ASSOCIATION AND CLINICAL GUIDELINES. THE HEALTH PROFESSIONALS WILL
RECOMMEND ACTIONS TO THE CALLER BASED ON TRIAGE PROTOCOLS THAT CAN
INCLUDE: 1. DIRECT THE CALLER TO THE APPROPRIATE USE OF MEDICAL RESOURCES
AS: INITIAL TREATMENT AT HOME, VISIT TO THE PRIMARY CARE PHYSICIAN IN THE NEXT
FEW DAYS OR VISIT TO EMERGENCY ROOM IF NECESSARY, ACCORDING WITH THE
SIGN AND SYMPTOMS PRESENTED. 2. CHANNELING OF THE OTHER SERVICES AS:
MENTAL HEALTH, POISON CONTROL AMONG OTHERS. 3. DIRECT ACCESS TO THE 911
EMERGENCY LINES, CRISIS MANAGEMENT LINES, EMERGENCY ROOMS, OR HMO'S
SYSTEMS. 4. PROVIDE EDUCATION REGARDING THE SYMPTOMS AND MANAGEMENT OF
MEDICAL EMERGENCIES, LABORATORY TEST, MEDICAL PRESCRIPTIONS, MEDICATION
USE, CHRONIC CONDITIONS, NUTRITION, PSYCOLOGIC HELP AND OTHERS CLINICAL
AREAS.

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Is there a coinsurance Nursing Hotline?
No

Is there a copayment Nursing Hotline?
No

Home and Bathroom Safety Devices and Modifications (14¢8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No %

Is there a coinsurance?
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i No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) MEDICAL BATHMAT 2) RAISED TOILET
SEAT 3) HANDHELD SHOWER HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS
IN EACH CATEGORY MAY APPLY.

Alternative Therapies (14c17) - Non-Medicare
Is this benefit unlimited?

No

Indicate number of visits
12

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes
UNDER THIS CATEGORY WE WILL COVER NATUROPATH VISITS.

Comprehensive Dental (16¢) - Non-Medicare
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Service maximum plan benefit coverage:

Yes

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$2000.00

Periodicity
Every Year

Is the maximum plan benefit coverage amount entered exclusively part of a Combined
Supplemental Benefits (CSB) group?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Notes

THE MAXIMUM PLAN BENEFIT COVERAGE AMOUNT WILL APPLY FOR ALL
COMPREHENSIVE SERVICES.

Restorative Services (16c1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periadicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
- S/

Authorization required for this benefit?
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; Yes

Referral required for this benefit?
No

Notes

CORE BUILDUP AND PIN RETENTION PER TOOTH, PER SURFACE, ONCE EVERY 24
MONTHS. POST AND CORE IN ADDITION TO CROWN COVERED ONE PER TOOTH PER
LIFE. SINGLE CROWNS COVERED UP TO ONE PER YEAR. REPLACEMENT CROWNS
COVERED EVERY 5 YEARS PER TOOTH, BY REPORT IF REPLACEMENT IS NEEDED.
SINGLE CROWNS REQUIRE PRE AUTHORIZATION. PROVISIONAL CROWNS ARE
COVERED ONE (1) PER TOOTH EVERY FIVE (5) YEARS. LABIAL VENEER ARE COVERED
ONE (1) PER TOOTH EVERY FIVE (5) YEARS.

Prosthodontics, removable (16c4) - Non-Medicare

|s this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

REMOVABLE COMPLETE OR PARTIAL DENTURES IN RESIN AND METAL BASE, COVERED
EVERY 5 YEARS. DENTURE REPAIR SERVICES, INCLUDING SERVICES RELATED TO THE
REPAIR OF EXISTING COMPLETE OR PARTIAL DENTURES ARE COVERED. REMOVABLE
PARTIAL FLEXIBLE BASE DENTURES (SUCH AS: VALPLAST) COVERED EVERY 5 YEARS
RELINE OR REBASE ARE NOT COVERED IN FLEXIBLE BASE DENTURES AND/OR
FLEXIBLE BASE ARE NOT COVERED IN COMPLETE OR FULL DENTURES.
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Implant Services (16¢6) - Non-Medicare
Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UP TO 1 IMPLANT AYEAR. SURGICAL PLACEMENT OF IMPLANT BODY, ENDOSTEAL
IMPLANT, COVERED ONE PER TOOTH PER LIFE. ABUTMENT SUPPORTED PORCELAIN
(METAL AND/OR HIGH NOBLE METAL), ABUTMENT SUPPORTED PORCELAIN/CERAMIC
CROWN, IMPLANT SUPPORTED PORCELAIN CROWN(CERAMIC) COVERED. CROWNS ON
IMPLANTS ARE COVERED 1 PER TOOTH EVERY 5 YEARS WITH APPROPRIATE
JUSTIFICATION. IMPLANT SERVICES WILL ONLY BE COVERED WHEN PERFORMED BY A
CERTIFIED PROVIDER. ALL OTHER PROSTHODONTIC SERVICES ARE NOT COVERED.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity

Other, Describe %

Description
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PERIODICITY VARIES BY SERVICE
Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes

UP TO 4 UNITS PER YEAR. RETAINER CROWN PORCELAIN FUSED TO HIGH NOBLE
METAL, RETAINER CROWN PORCELAIN/CERAMIC, PONTIC PORCELAIN FUSED TO NOBLE
AND/OR HIGH NOBLE METAL, PONTIC PORCELAIN/ CERAMIC. PONTICS AND RETAINERS
ARE COVERED 1 PER TOOTH PER LIFE.

Adjunctive General Services (16¢10) - Non-Medicare
Is this benefit unlimited?

No

Indicate number of visits
1

Periodicity

Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes %
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ANESTHESIA UNDER DEEP SEDATION IS COVERED. THE FIRST 15 MINUTES AND 3
ADDITIONAL 15 MINUTE INCREMENTS ARE COVERED FOR ATOTAL OF 60 MINUTES
COMBINED PER DAY OF SERVICE. DEEP SEDATION SERVICES ARE APPLICABLE FOR
PAYMENT WHEN THE FOLLOWING SERVICES ARE PERFORMED: SURGICAL PLACEMENT
OF THE IMPLANT BODY, ENDOSSEOUS IMPLANT, SURGICAL EXTRACTION OF
PROTRUDING TOOTH OR RESIDUAL ROOT, REMOVAL OF IMPACTED TEETH - IN SOFT
TISSUE, REMOVAL OF PARTIALLY OR COMPLETELY IMPACTED TEETH IN BONE,
REMOVAL OF RESIDUAL TOOTH ROOTS, REMOVAL OF THE PALATINE TORUS,
MANDIBULAR TORUS AND REMOVAL OF EXOSTOSIS. AUTHORIZATION RULES APPLY TO
DEEP SEDATION SERVICES. SERVICES AND MATERIALS NOT LISTED ABOVE ARE NOT
COVERED BY THE PLAN.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?

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

Combined maximum amount
$600.00

Periodicity
Every Year

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Referral required for this benefit?

No
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Eyeglasses (lenses and frames) {17b2) - Non-Medicare
Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes . \-W@
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Referral required for this benefit?
No

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:

Yes

Select Coverage

Both ears combined

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$600.00
Periodicity

Every 3 Years

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Rx

Rx Characteristics
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Medicare-defined Part D Medicare-defined Part D Medicare-defined Part D
Deductible amount Coinsurance amount Annual Out-of-Pocket cost
$700.00 25% threshold

$2400.00

Cap for one-month supply of
each Part D-covered insulin

$35

Rx Setup

Select the type of drug benefit
Defined Standard

Retail
Standard Retail

Mail-Order
Standard Mail-Order

Long-Term Care

Yes

Out-of-Network

Yes

Sponsor attests that it will comply with 42 CFR 423.154
Yes

Does this plan pay for over-the-counter-medications (OTCs) under the utilization management
program? If you select "Yes" you must upload a supplemental file through the Formulary
Submission Module by Friday, June 5, 2026, at 11:59 am Eastern Time.

No

Defined Standard - Locations and Location Supply

Standard Retail

Seléct days for 1-month supply
30

Select days for 3-month supply
90

Standard Mail-Order \_W‘

Select days for 3-month supply
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a0

Long-Term Care

Select days for long-term care supply
31

Qut-of-Network

Select days for out of network 1-month supply
30

Are all of the drugs on your formulary available with an extended day supply?
No

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

No

| attest that there is no deductible and no cost sharing for an adult vaccine recommended by the
Advisory Committee on Immunization Practices (ACIP). There is no enrollee cost sharing on the
ingredient cost of the vaccine submitted on the prescription drug event (PDE) record, or any
associated sales tax, dispensing fee, or vaccine administration fee, regardless of tier placement
or benefit phase. The applicable vaccines will be designated as such on the beneficiary-facing
formulary model documents.

Yes

Rx Notes

No Data Saved for Selected Section, Incomplete or Not Started.

DS Insulin Cost Share

The enrollee cost sharing for each prescription fill up to a one-month supply for a covered insulin
product, consistent with § § 423.100 and 423.120(h), will not exceed the lesser of (1) $35; (2) an
amount equal to 25 percent of the maximum fair price established for the covered insulin product
in accordance with part E of subchapter XI, or (3) an amount equal to 25 percent of the
negotiated price, as defined in § 423.100, of the covered insulin product under the prescription
drug plan or MA-PD plan. If submitted insulin cost sharing is less than either $35 or 25%, | attest
that enrollee cost sharing will not exceed the lesser of those cost sharing values.

Yes

Standard Retail

Enter 1-month copayment Enter 3-month copayment
$35.00 $105.00 %

Coinsurance 1-month supply Coinsurgnce 3zmonth supply
25% 25%

file:///C:/Users/csotomayor/Downloads/PBP_Report_05292026032919.html 84/85



5/29/26, 4:20 PM
Standard Mail-Order

Long-Term Care

Enter 1-month copayment
$35.00

Qut-of-Network

Out-of-network 1-month
copayment

$35.00

PBP Data Report

Long-Term Care Coinsurance
25%

Out-of-Network Coinsurance
25%
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Enter 3-month copayment
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Coinsurance 3-month supply
25%
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PLAN BENEFIT PACKAGE (PBP) DATA ENTRY SYSTEM REPORT

Contract Year: 2027
Requested By: CHRISTIAN SOTOMAYOR

H4004
076 - 3 MMM HEALTHCARE, LLC - Data Report

ADMINISTRACION DE SEGUROQS DE SALUD

Plan Characteristics 27 -00002
General Information \
NUMERO DE CONTRATO
Organization Legal Name Organization Marketing Name  Organization Type

MMM HEALTHCARE, LLC

Plan Name

MMM Preciso Platino (HMO D-
SNP)

Medicare y Mucho Mas (MMM) Local CCP

Plan Geographic Name

Puerto Rico

‘Plan Details

Plan Type

HMO

Does this plan offer
Prescription drugs (Rx)?
Yes

Does this plan participate in
the Better Approaches to
Lifestyle and Nutrition for

Comprehensive hEalth
(BALANCE) Model?

Not Available

Is this a network plan?

Not Applicable

Does this plan offer Point of
Service (POS)?

No

Is this an Employer-Only Plan?
No

Does this plan offer Out-of-
Network Services (OON)?

No

Special Needs Plan
Is this a SNP?

Yes

Does this D-SNP offer
Medicare zero-dollar cost
sharing (not applicable to Part
D)?

No

SNP Type
Dual-Eligible

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

No

Plan Attributes
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SNP Institutional Type
Not Applicable

This DSNP:

None of the above (i.e., no
buy-down applied)
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Select Enrollee type:
PartA& PartB

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

Does this plan intend to participate in the Platino program?

Yes

Contract Year 2027 Medicare-defined MOOP Limits (HMO Plan)

Lower MOOP Limit Intermediate MOOP Limit Mandatory MOOP Limit
$0 - $4450 In-network $4451 - $7150 In-network $7151 - $8850 In-network

Standard Bid

Does this plan offer a standard Does this plan offer a standard Does this plan offer a standard

bid for In-Network service bid for plan-level deductible bid for Visitor Travel Program
categories? and maximum enrollee out-of-  V/T?
?
No pocket cost (MOOP)? No
No
Benefit Offerings

Medicare Services

Showing all the service categories that are being offered under the plan

Services In Network (INN)

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Required
Inpatient Hospital Psychiatric(1b) Required
Skilled Nursing Facility (SNF)(2) Required
Cardiac and Pulmonary Rehabilitation Services(3)
Cardiac Rehabilitation Services(3-1) Required
Intensive Cardiac Rehabilitation Services(3-2) Required
Pulmonary Rehabilitation Services(3-3) Required
SET for PAD Services(3-4) Required
Emergency/Urgently Needed Services(4) %
Emergency Services(4a) Required
Urgently Needed Services(4b) Required
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' Services

Partial Hospitalization/Intensive Outpatient Program
: Servnces(5)

Partial Hoépltahzatlon Program(Sa)
Intensive Outpatient Program Services(5b)
: Home Health Services(6)
] Health Care Professional Services(7)
Primary Care Physician Services(7a)
Chlropractlc Servnces(?b)
Occupatlonal Therapy Servllwces(7c)
N .PhySIClan Specialist Services(7d)

Mental Health Specialty Services(7¢e)

Individual Sessions for Mental Health Specialfy |
Services(7e1)

Group Sessions for Mental Health Specialty |
Services(7e2)

Podiatry Services(7f)
Other Health Care Professional(7g)

Psychiatric Services(?h) |

Physical Therapy and Speech-Language Pathology
Services(71)

Additional Telehealth Benefits(7j)
Opioid Treatment Program Serwces(?k)

Outpatient Procedures, Tests, Labs and Radlology
Services(8)

Diagnostic Procedures/Tests/Lab Services(8a)
Diagnostic Procedures/Tests(8a1)

Lab Services(8a2)

Outpatient Diagnostic/Therapeutic Radiological
Services(8b)

Diagnostic Radiological Services(gbt)
Therapeutic Radiological Services(8b2)
Outpatient X-Ray Serwces(8b3) o

Outpatient Services(8)
Outpatient Hospltal Serwces(Qa)
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In Network (INN)

Required
Required
Required

Required
Required
Required
Required

Required

Required

Required
Required

Required
Required

Required

Yes

Required

Required
Required

Required
Required
Required
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Services In Network (INN)
Outpatient Hospital Services(9a1) ' Required
Observation Services(9a2) Required
Ambulatory Surgical Center (ASC) Services(9b) Required

Outpatient Substance Abuse(9c)

Individual Sessions for Outpatient Substance

Abuse(9c1) Required
Group Sessions for Outpatient Substance Required
Abuse(Sc2) equire

Outpatient Blood Services(9d) Required

Ambulance/Transportation Services(10)
Ambulance Services(10a)
Ground Ambulance Services(10a1) Required
Air Ambulance Services(10a2) Required

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11a) Required
Prosthetics/Medical Supplies(11b)
Prosthetic Devices(11b1) Required
Medical Supplies(11b2) Required
Diabetic Supplies and Services(11c)
Diabetic Supplies(11¢1) Required
Diabetic Therapeutic Shoes/Inserts(11¢2) Required
Diabetic Monitors(11c3) Required
Dialysis Services(12) Required
Preventive and Other Defined Supplemental
Services(14)
g/ledi_care-covered Zero Dollar Preventive Required
ervices(14a)
Kidﬁey Disease Education Services(14d) Required
Other Medicare-covered Preventive Services(14e)
Glaucoma Screening(14e1) Required
Diabetes Self-Management Training(14e2) Required
Digital Rectal Exams(14e4) Required %
EKG following Welcome Visit(14e5) Required

Medicare Part B Rx Drugs(15)
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Services

Medicare Part B Insulin Drugs(15-1)

Medicare Part B Chemotherapy/Radiation Drugs(15-
2)

Other Medlcare Part B Drugs(15 3)
Denta|(1 8)

Medicare Dental Servic‘ésA(‘1“6Ha‘.)
Eye Exams/Eyewear(17)

Eye Exams(17a)

Eyewear(17b)
Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

Non-Medicare Services

In Network (INN)

Required
Required

Required
Required

Required
Required

Required

Showrng all the service categories that are being offered under the plan

In Network (INN)

Services

Inpatient Hospital Services(1)
Inpatient Hospital-Acute(1a)

Additional Days for Inpatient Hospital-
Acute(1a1)

Non-Medicare-covered Stay for Inpatient
Hospital-Acute(1a2)

Upgrades for Inpatient Hospital-Acute(1a3)
Inpatient Hospital Psychiatric(1b)

Additional Days for Inpatient Hospital
Psychiatric(1b1)

Non-Medicare-covered Stay for Inpatient
Hospital Psychiatric(1b2)

Skilled Nursing Facility (SNF)(2)

Additional Days beyond Medlcare-covered for
Skilled Nursing Facility (SNF)(2-1)

Cardiac and Pulmonary Rehabllltatlon Servrces(3)

Additional Intensive Cardiac Rehabilitation
Services(3-2)
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Services

Additional Pulmonary Rehabilitation Services(3-
3)

Additional SET for PAD Services(3-4)
Emergency/Urgently Needed Services(4)

Worldwide Emergency/Urgent Coverage(4c)

Worldwide Emergency Coverage(4c1)

Worldwide Urgent Coverage(4¢2)

Worldwide Emergency Transportation(4c3)
Health Care Professional Services(7)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Other Chiropractic Services(7b2)

Podiatry Services: Routine Foot Care(7f)
Ambulance/Transportation Services(10)

Transportation Services(10b)

Transportation Services - Plan Approved
Health-related Location(10b1)

Transportation Services - Any Health-related
LLocation(10b2)

Other Supplemental Services(13)
Acupuncture Treatments(13a)
Over-the-Counter (OTC) ltems(13b)
Meal Benefit(13c)

Other 1(13d)
Other 2(13e)
Other 3(13f)

Dual Eligible SNPs with Highly Integrated
Services(13g)

Preventive and Other Defined Supplemental
Services(14)

Annual Physical Exam(14b)
Other Defined Supplemental Benefits(14c)
Health Education(14c1)
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In Network (INN)

Required
Required

Required

Required

Required

Required
Required
Required

Required

Optional/Mandatory
/ Both

Mandatory
Mandatory

Mandatory

Mandatory

Mandatory

Mandatory
Mandatory
Mandatory

anda
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In Network (INN)

Services Optional/Mandatory

/ Both

Nutntlonal/Dletary Beneflt(1402) Required Mandatory

Additional Sessions of Smoking and Tobacco
Cessation Counseling(14c3)

Fitness Benefit(14c4) Required Mandatory

Required Mandatory

Enhanced Disease Management(14c5)

Telemonitoring Serv1ces(1406)

Remote Access Technologies (including
Web/Phone-based technologies and Nursing Required Mandatory
Hotline)(14c7)

Home and Bathroom Safety l-)ev”ic.as and H ” Required Mandat
Modifications(14¢8) equir andatory

Personal Emergency Response Systern
(PERS)(14c11)

Medical Nutrition Therapy (MNT)(1 4c1 2)

Post discharge In-Home Medlcatlon
Reconcullatlon(14c13)

Wigs for Hair Loss Related to
Chemotherapy(14c15)

Weight Management Prdérams(14c1 6)

Alternative Theraples(14c1 7) S Required Mandatory
Therapeutic Massage(14c1 8) B
Adult Day Health Servnces(14c1m9) -
Home-Based Palllatlve Care(1 4c205 o

in-Home Support Serwces(1 4c21)
Support for Careglvers of Enrollees(14c22)
Home infusion bundled serwces(15)
Dental(16)
Diagnostic and Preventive Dental(166)
Oral Exams(16b1) R G AP
Dental X-Rays(16b2)
Other Diagnostic Dental Services(1 6b3)
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Prophylaxis (cleaning)(16b4)

Fluoride Treatment(16b5)
Other Preventive Dental Services(16b6)
Comprehensive Dental(16c)

Restorative Services(16¢1)

Endodontics(16¢2)

Periodontics(16¢3)

Prosthodontics, removable(16¢4)
Maxillofacial Prosthetics(16¢5)
Implant Services(16¢6)
Prdéfhodontics, fixed(16c7)

Oral and Maxillofacial Surgery(16c8)
Orthodontics(16¢9)

Adjunctive General Services(16¢10)

Eye Exams/Eyewear(17)

Eye Exams(17a)

Routine Eye Exams(17a1)

Other Eye Exam Services(17a2)
Eyewear(17b)

Contact Lenses(17b1)

Eyeglasses (lenses and frames)(17b2)
Eyeglass Iense§(1 7b3)

Eyeglass frames(17b4)
Upgrades(17b5)

Hearing Exams/Hearing Aids(18)

ﬁle:l//C:/Users/csotomayor/DovmIoads/PBP_Repon__05292026033020.html

Hearing Exams(18a)

Routine Hearing Exams(18a1)
Fitting/Evaluation fbr Hearing Aid(18a2)
Prescription Hearing Aids(18b)

Prescription Hearing Aids (all types)(18b1)
Prescription Hearing Aids - Inner Ear(18b2)

PBP Data Report

In Network (INN)

Required
Required
Required

Required

Required

Required
Required

Required

Required

Optional/Mandatory
{ Both

Mandatory

Mandatory

Mandatory

Mandatory

Mandatory

Mandatory
Mandatory

Mandatory

Manpdato

YA
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5/29/26, 4:21 PM PBP Data Report

In Network (INN)

Servi
ervices Optional/Mandatory .

/ Both

Prescription Hearing Aids - Outer Ear(18b3)

Prescription Hearing Aids - Over the Ear(1 8b4)
OTC Hearing Aids(18c)

Plan Level Cost Sharing
Plan Level Cost Sharing
Tiered Cost Sharing

Does this plan have tiered cost sharing for Medicare covered services?
No

Does this plan have tiered cost sharing for Non-Medicare covered services?
No

Reductions in Cost Sharing

Does your plan offer Reductions in Cost Sharing?
No

Combined Supplemental Benefits

Do you offer Combined Supplemental Benefits?
Yes

Annual Plan Deductible

"Does this plan have an In-Network plan deductible?
No

Max Enrollee Cost Limit
Does this plan have an In-Network MOOP?
Yes

What type of In-Network MOOP does your plan offer?

Lower

In Network MOOP Amount

ﬁle://IC:/Users/csotomayorlDownloads/PBP_Report_05292026033020.html a/85



5/29/26, 4:21 PM PBP Data Report
$3250.00

Select the Service Categories that apply to the In-Network Maximum Enrollee Out-of-Pocket cost:

In-Network Medicare-covered benefits
In-Network Non-Medicare-covered benefits

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

Yes

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

Yes

Medicare Services
Select the Medicare service categories that are subject to each MOOP type:

Services In-Network

Inpatient Hospital Services(1)

Inpatient Hospital-Acute(1a) Yes
Inpatient Hosﬁital Psychiatric(1b) Yes
Skilled Nursing Facility (SNF)(2) Yes
Cardiac and Pulmonary Rehabilitation Services(3)

Cardiac Rehabilitation Services(3-1) Yes
Intensive Cardiac Rehabilitation Services(3-2) Yes
Pulmonary Rehabilitation Services(3-3) Yes
SET for PAD Services(3-4) Yes
Emergency/Urgently Needed Services(4)

Emergency Services(4a) Yes
Urgently Needed Services(4b) Yes
Partial Hospitalization/Intensive Outpatient Program
Services(5)

Partial Hospitalization Program(5a) -Yes
Intensive Outpatient Program Services(5b) Yés
Home Health Services(6) Yes

Health Care Professional Services(7)
Primary Care Physician Services(7a) Yes %
Chiropractic Services(7b) Yes
Occupational Therapy Services(7c) Yes

file://iC:/Users/csotomayor/Downloads/PBP_Report_05292026033020.htmi 10/85



5/29/26, 4:21 PM PBP Data Report
Services In-Network

Physician Specialist Services(7d) Yes '
Mental Health Specialty Services(7€) 3
Individual Sessions for Mental Health Specialty '

Services(7e1) Yes

: mGroup Sessmné tor Mental Health Spemalty . w

: Services(7e2)

| Podiaty Senvices(y ves
. Other Health Care Professional(7g) - IV
' psychiatric Services(7h) Amerops ow SEEERememmew

Individual Sessions for Psychlatrlc Sewlé'e”s.(-?trl) Yes
Group Sessions for Psychlatrlc SerV|ces(7h2) o Yes
Physical Therapy and Speech-Language Pathology Ves
Services(7i)
Addional Telehealth Benefits) ves
Opioid Treatment Program Serwces(?k) S Yes
Outpatient ProceduresTestsLabsand Radlology -------
Services(8)
Diagnostic Procedures/T estleab Serwces(Ba) """""
Diagnostic Procedures/T ests(831) T Yes
Lab SeNlces(Ba2) .
Outpatient Dlagnostlc/T herapeutlc Radlologlcal e T
Services(8b)
Diagnostic Radiolo-c;;'it:ét Serv1ces(8b1) .......................... Yes
Therapeutic Radiological Services(8b2) - Yes
Outpatient X-Ray Services(8b3) o Yes T
Outpatient Services(9) ) S
Outpatient Hospital Serwces(ga) ----------------
Outpatient Hospital Serv1ces(931) --------------------- Yes
Observation Sewlces(9a2) --------------- T Yes
Ambulatory Surgical Center (ASC) Sewlcéé(ébj ----------- -
Outpatient Substance Abuse(9c) L
Individual Sessions for Outpatient Substance .

Abuse(9¢1)
Group Sessions for Outpatlent Substance Abuse(9c2) Yes

Outpatient Blood Serwces(gd) Yes

Ambulance/T ransportatlon Ser\nces(1 0)

file://IC: -/Users/esatomayor/Downloads/PBP_Report 05292026033020 html 11/85



5/29/26, 4:21 PM PBP Data Report
Services In-Network

Ambulance Services(10a)
Ground Ambulance Services(1 0at) Yes
Air Ambulance Services(10a2) Yes

DME, Prosthetics and Medical and Diabetic
Supplies(11)

Durable Medical Equipment (DME)(11 a) Yes
Prosthetics/Medical Supplies(11b)

“ Prosthetic Devices(11b1) Yes “
Medical Supplies(11b2) - Yés -
Diabetic Supplies and Services(11c)

Diabetic Supplies(11¢1) Yes
Diabetic Therapeutic Shoes/Inserts(11¢2) “ Yes
Diabetic Monitors(11c3) Yes
Dialysis Services”(1 2) Yes
Preventive and Other Defined Supplemental

Services(14)

Medi_care-covered Zero Dollar Preventive Yes
Services(14a)

Kidney Disease Education Services(14d) Yes
Other Medicare-covered Preventive Services(14e)

Glaucoma Screening(14e1) Yes
Diabetes Self-Management Tréining(14e2) Yes
Digital Rectal Exams(14e4) Yes
EKG following Welcome Visit(14e5) Yes
Medicare Part B Rx Drugs(15)

Médicare Part B Insulin Drugs(15-1) Yes
Medicare Part B Chemotherapy/Radiation Drugs(15-2)  Yes
Other Medicare Part B Drugs(15-3) Yes
Dental(16) |

Medicare Dental Services(16a) Yes

Eye Exams/Eyewear(17)

Eye Exams(17a) Yes
Eyewear(17b) Yes %

Hearing Exams/Hearing Aids(18)
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5/29/26, 4:21 PM

Services

Hearlng Exams(1 8a)

Non-Medicare Services

Services

Emergency/Urgently Needed Services(4)
Woridwide Emergency/Urgent Coverage(4c)

Worldwide Urgent Coverage(402)
Health Care Professional Serwces(7)
Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Podiatry Services: Routine Foot Care(7f)

Ambulance/Transportation Services(10)

Transportation Services(10b)

Transportation Services - Plan Approved Health-

related Location(10b1)

Other Supplemental Services(13)
Acupuncture Treatfﬁéﬁ"(—é'(iééj ..................
Over-the-Counter (OTC) Items(13b)

Meal Benefit(13c)

Preventive and Other Defined Supplemental
Services(14)

Other Defined Supplemental Benefits(14c)

Health Education(14c1)
Nutritional/Dietary Beneﬂt(1 4c2)

Additional Sessions of Smoking and Tobacco

Cessation Counseling(14c3)

Fithess Benefit(14c4)

PBP Data Report

Remote Access Technologies (including Web/Phone-
based technologies and Nursing Hotline)(14c¢7)

Home and Bathroom Safety Devices and
Modifications(14c8)

Alternative Therapies(14¢17)

ﬂle:/llC:/Userslcsotomayor/Downloads/PBP_Report__05292026033020.html

Yes

In-Network

In-Network

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Select the Non-Medicare service categories that are subject to each MOOP type:
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5129/26, 4:21 PM PBP Data Report

Services In-Network
Dental(16)

Comprehensive Dental(16¢)

Restorative Services(16¢1) Yes
Prosthodontics, removable(16¢4) Yes
Implant Services(16¢6) Yes
Prosthodontics, fixed(16¢7) Yes
Adjunctive General Services(16¢10) N Yes
Eye Exams/Eyewear(17)

Eyewear(17b)

Contact Lenses(17b1) Yes
Eyeglasses (lenses and frames)(17b2) Yes

Hearing Exams/Hearing Aids(18)

Hearing Exams(18a)

Fitting/Evaluation for Hearing Aid(18a2) Yes
Prescription Hearing Aids(18b)

Préséription Hearing Aids (all types)(18b1) Yes

Prior Authorization & Referral
Prior Authorization

Is prior authorization required for any In-Network service
categories?

Yes

Select the In-Network service categories that require prior authorization:

Inpatient Hospital-Acute(1a)

Inpatient Hospital Psychiatric(1b)

Skilled Nursing Facility (SNF)(2)

Cardiac Rehabilitation Services(3-1)
Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)
SET for PAD Services(3-4)

Partial Hospitalization Program(5a)
Intensive Outpatient Program Services(5b)
Home Health Services(6)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)
Occupational Therapy Services(7c)
Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f)

file:///C:/Users/csotomayor/Downloads/PBP_Report_05292026033020.htmi 14/85



5/29/26, 4:21 PM PBP Data Report

Podiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individua! Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Physical Therapy and Speech-Language Pathology Services(7i)
Additional Telehealth Benefits(7)

Opioid Treatment Program Services(7k)

Diagnostic Procedures/Tests(8a1)

Lab Services(8a2)

Diagnostic Radiological Services(8b1)

Therapeutic Radiological Services(8b2)

Outpatient X-Ray Services(8b3)

Outpatient Hospital Services(9a1)

Observation Services(9a2)

Ambulatory Surgical Center (ASC) Services(Sb)

Individual Sessions for Outpatient Substance Abuse(9c1)

Group Sessions for Outpatient Substance Abuse(9c2)

Outpatient Blood Services(8d)

Ground Ambulance Services(10a1)

Air Ambulance Services(10a2)

Transportation Services - Plan Approved Health-related Location(10b1)
Durable Medical Equipment (DME)(11a)

Prosthetic Devices(11b1)

Medical Supplies(11b2)

Diabetic Supplies(11c1)

Diabetic Therapeutic Shoes/Inserts(11c2)

Diabetic Monitors(11¢3)

Dialysis Services(12)

Acupuncture Treatments(13a)

Meal Benefit(13c)

Medicare-covered Zero Dollar Preventive Services(14a)

Health Education(14c1)

Nutritional/Dietary Benefit(14¢2)

Additional Sessions of Smoking and Tobacco Cessation Counseling(14c3)
Fitness Benefit(14c4) '

Remote Access Technologies (including Web/Phone-based technologies and Nursing Hotline)
(14c7)

Home and Bathroom Safety Devices and Modifications(14c8)
Alternative Therapies(14c¢17)

Kidney Disease Education Services(14d)
Glaucoma Screening(14e1)

Diabetes Self-Management Training(14e2)
Digital Rectal Exams(14e4)

EKG following Welcome Visit(14e5)
Medicare Part B Insulin Drugs(15-1)
Medicare Part B Chemotherapy/Radiation Drugs(15-2)
Other Medicare Part B Drugs(15-3)
Medicare Dental Services(16a)
Restorative Services(16c¢1)
Prosthodontics, removable(16c4)
Implant Services(16¢6)

Prosthodontics, fixed(16¢7)

Adjunctive General Services(16¢10)

Eye Exams(17a)

Eyewear(17b)

Contact Lenses(17b1)

Eyeglasses (lenses and frames)(17b2)
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5/29/26, 4:21 PM PBP Data Report

Hearing Exams(18a)
Fitting/Evaluation for Hearing Aid(18a2)
Prescription Hearing Aids (all types)(18b1)

Referral

Is referral required for any In-Network service categories?

Yes

Select the In-Network service categories that requires a referral:

Cardiac Rehabilitation Services(3-1)

Intensive Cardiac Rehabilitation Services(3-2)
Pulmonary Rehabilitation Services(3-3)

SET for PAD Services(3-4)

Partial Hospitalization Program(5a)

Intensive Outpatient Program Services(5b)

Chiropractic Services(7b)

Routine Chiropractic Care(7b1)

Occupational Therapy Services(7¢)

Physician Specialist Services(7d)

Individual Sessions for Mental Health Specialty Services(7e1)
Group Sessions for Mental Health Specialty Services(7e2)
Podiatry Services(7f)

Padiatry Services: Routine Foot Care(7f)

Other Health Care Professional(7g)

Individual Sessions for Psychiatric Services(7h1)

Group Sessions for Psychiatric Services(7h2)

Individual Sessions for Outpatient Substance Abuse(9c1)
Group Sessions for Outpatient Substance Abuse(Sc2)
Acupuncture Treatments(13a)

Meal Benefit(13c)

Visitor Travel

Does this plan offer the US
Visitor/Travel Program (V/T)?

No

Cost Share Groups
Combined Benefits Groups

Maximum
Mode of Plan . s S!u}red.
Group Name delive Benefit Periodicity Visit/Trips Status
ry Coverage Limits .

amount %
OTC
COMBINED Satalogue 54500 Every 3 mpleted
PACKAGE
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5/29/26, 4:21 PM PBF Data Report

Maximum
Mode of  Lian o Shared
Group Name delive Benefit Periodicity Visit/Trips . Status
y Coverage Limits :
amount

Non-Medicare covered benefits that are included in your Combined Supplemental Benefit
Group:

Over-the-Counter (OTC) ltems(13b)
Fitness Benefit(14c4)

Home and Bathroom Safety Devices and Modifications(14c8)

Is the enrollee limited to one or more of the Combined Supplemental Benefits from the group
which they must select in advance?

No

Do you offer Combined Supplemental Benefits with a shared maximum plan benefit amount?

Yes

Do you offer Combined Supplemental Benefits with a shared visit/trips limits?
No

Reduction in Cost Sharing Groups

No Data Saved for Selected Section, Incomplete or Not Started.

Optional Supplemental Packages

No Data Saved for Selected Section, Incomplete or Not Started.

MA Uniformity & SSBCI

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

Does this plan offer Special Supplemental Benefits for the Chronically.lil?

Yes

MA UF/SSBCI Reduction in Cost Sharing Packages (19a)

Package ID Package Name Type of Package Status
1 DEBIT CARD SSBCI Complete

Chronic Conditions - Please choase one or more

ﬂle://lC:/Userslcsotomayor/Downloads/PBP_Report_05292026033020.html



5/29/26, 4:21 PM PBP Data Report

Package ID Package Name Type of Package Status

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity, and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,
.Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C.5.7-6.4%

Other 3 Description

Osteoporosis

Other 4 Description

Chronic Back Pain

Prerequisite for reduction of cost sharing for this package?
No

Does the plan reduce cost sharing to $0 for all covered benefits, up to a maximum
aggregate amount?

No
Select the Medicare benefits that apply to reduced cost sharing k‘W‘

Durable Medical Equipment (DME) (11a),
Prosthetic Devices (11b1),
Medical Supplies (11b2)
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Package ID :  Package Name . Type of Package Status
Are any benefits exempt from the 'F')AI”ari-'Ivevél deductible?
No

Is there a maximum aggregated amount of reduced cost sharing?
Yes

Specify the maximum aggregated amount of reduced cost sharing:
$175.00

Indicate mode of delivery for maximum coverage amount
Debit Card

Expected number of chronically ill enrollees eligible for SSBCI:
10789 '

Expected number of chronicaily ill enrollees that will utilize SSBCI:
9535

Notes

ELIGIBLE MEMBERS RECEIVE ALLOWANCE ADMINISTERED THROUGH A DEBIT
CARD. THE DEBIT CARD ALLOWS THE MEMBER TO REDUCE COST SHARING FOR
THE LISTED SERVICES. MEMBER IS RESPONSIBLE FOR COSTS THAT EXCEED THE
ALLOWANCE.

Reduced Coinsurance

Reduced Coinsurance?

Yes

Select the benefits that will receive reduced coinsurance
Durable Medical Equipment (DME) (11a) - Medicare

Min: 0% Max: 0%,

Prosthetic Devices (11b1) - Medicare

Min: 0% Max: 0%,

Medical Supplies (11b2) - Medicare

Min: 0% Max: 0%

Reduced Copayment

Reduced Copayment?
No

Reduced Deductible

Reduced Deductible?
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Package ID Package Name Type of Package Status
No

MA UF/SSBCI Additional Benefits Packages (19b)

Package ID Package Name Type of Package Status
1 SSBCI Coverage SSBCI Completed

Chronic Conditions - Please choose one or more

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,

Dementia,

Diabetes mellitus,

Overweight, obesity,.and metabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disabling mental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive disorders,

Conditions associated with cognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain or
retain functioning,

Other 1,

Other 2,

Other 3,

Other 4

Other 1 Description

Chronic Hypertension

Other 2 Description
Pre-diabetes: Fasting blood glucose: 100-125 mg/dl or Hgb A1C:5.7-6.4%

Other 3 Description

Osteoporosis W

Other 4 Description
Chronic Back Pain

Prerequisite for any additional benefits for this package?
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Package ID - Package Name Type of Package - Status

Select all the Non-Medicare-covered additional benefits offered in this package

Over-the-Counter (OTC) ltems (13b),

Food and Produce (13i1),

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14c8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16¢4),

Implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1),
Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5)

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

Is there a package level maximum coverage amount?

Yes

Specify the maximum benefit amount
$175.00

Periodicity

Every Month

Indicate mode of delivery for maximum coverage amount

Debit Card

Select all the Non-Medicare-covered benefits that apply to the package level maximum
coverage

Over-the-Counter (OTC) ltems (13b),
Food and Produce (13i1),
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Package ID Package Name Type of Package Status

Meals (beyond limited basis) (13i2),

Pest Control (13i3),

Transportation for Non-Medical Needs (13i4),
Indoor Air Quality Equipment Services (13i5),
Social Needs Benefit (13i6),

General Supports for Living (13i10),

Other 1 (13i11),

Other 3 (13i13),

Fitness Benefit (14c4),

Home and Bathroom Safety Devices and Modifications (14c8),
Oral Exams (16b1),

Dental X-Rays (16b2),

Other Diagnostic Dental Services (16b3),
Restorative Services (16¢1),

Endodontics (16¢2),

Periodontics (16¢3),

Prosthodontics, removable (16c4),

Implant Services (16¢6),

Prosthodontics, fixed (16¢7),

Oral and Maxillofacial Surgery (16¢8),
Adjunctive General Services (16¢10),
Contact Lenses (17b1),

Eyeglasses (lenses and frames) (17b2),
Upgrades (17b5),

Fitting/Evaluation for Hearing Aid (18a2),
Prescription Hearing Aids (all types) (18b1)

Expected number of chronically ill enrollees eligible for SSBCI:
10789

Expected number of chronically ill enrollees that will utilize SSBCI:
9535

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO SSBCI PACKAGE BENEFITS THROUGH A
DEBIT CARD LOADED WITH THE COMBINED PACKAGE-LEVEL MAXIMUM
COVERAGE AMOUNT PLUS AN ADDITIONAL BENEFIT-SPECIFIC MAXIMUM
COVERAGE AMOUNT FOR SPECIFIC BENEFITS REFERENCED IN 13I-3, 13-4, 131-5,
AND 13[-10.

Package Selected Benefit Details

Over-the-Counter (OTC) items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
- k-

Are you offering Nicotine Replacement Therapy (NRT) as a Part C OTC bEnefit
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Package ID Package Name : Type of Package Status

Yes

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

frue

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

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

No

Mode of delivery for the OTC ltems

Debit Card
Catalogue Purchase

Authorization required for this benefit?
No

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2)
FIRST AID SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE
MEDICAL INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5)
INCONTINENCE SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING
AND MONITORING SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS
WHO MEET-MEDICAL CRITERIA FOR ON-GOING MONITORING OF BLOOD
PRESSURE, THE PLAN WILL PROVIDE ONE (1) BLOOD PRESSURE MONITOR UNIT
EVERY 5 YEARS. THIS BENEFIT MAY REQUIRE MEDICAL EVALUATION AND/OR
PREAUTHORIZATION. 7) FIBER SUPPLEMENTS 8) TOPICAL SUNSCREEN 9)
SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING, TENNIS ELBOW STRAP,
WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE SUPPORT, KNEE
ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT LIMITED
TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH
CATEGORY MAY APPLY.

Other Defined Supplemental Benefits (14c) - Non-Medicare

Is there a deductible?
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Package ID Package Name Type of Package Status
No

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fithess benefits offered(check all that apply):

Physical Fitness
Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR FITNESS EQUIPMENT (EXERCISE
PEDALS AND STRETCH STRAPS) AND A GYM MEMBERSHIP VIA A DEBIT CARD. ITEM
QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.

Home and Bathroom Safety Devices and Modifications (14¢8) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?

No
Authorization required for this benefit? LW’

No
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Package ID . Package Name Type of Package Status
Referral required for this benefit? o -
No
Notes

ELIGIBLE MEMBERS HAVE AN ALLOWANCE FOR THE FOLLOWING ITEMS VIAA
DEBIT CARD: 1) MEDICAL BATHMAT 2) RAISED TOILET SEAT 3) HANDHELD SHOWER
HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Diagnostic and Preventive Dental (16b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a Coinsurance for combination of services included in a single cost per office visit?
No

Is there a Copayment for combination of services included in a single cost per office visit?
No

ls there a deductible?
No

Oral Exams (16b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL E SVIAA
DEBIT CARD.
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Dental X-Rays (16b2) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL X-RAYS
VIAA DEBIT CARD.

Other Diagnostic Dental Services (16b3) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
- No
Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL
DIAGNOSTIC SERVICES VIA A DEBIT CARD.

Comprehensive Dental (16¢) - Non-Medicare

Service maximum plan benefit coverage: W
No d

Does this plan have a service specific maximum enrollee out-of-pocke ?
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Package ID Package Name Type of Package

No

Is there a deductible?
No

Restorative Services (16c1) - Non-Medicare

Is this benefit unlimited?

Yes

|s there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL RESTORATIVE

DENTAL SERVICES VIA A DEBIT CARD.
Endodontics {16¢2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ENDODONTIC

SERVICES VIAA DEBIT CARD.
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Package ID Package Name Type of Package Status

Periodontics (16¢3) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL PERIODONTIC
SERVICES VIAA DEBIT CARD.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL REMOVABLE
PROSTHODONTIC SERVICES VIA A DEBIT CARD.

Implant Services (16¢6) - Non-Medicare \W

Is this benefit unlimited?
Yes

Is there a coinsurance?
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Package ID Package Name Type of Package Status

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL DENTAL IMPLANT
SERVICES VIAA DEBIT CARD.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL FIXED
PROSTHODONTIC SERVICES VIAA DEBIT CARD.

Oral and Maxillofacial Surgery (16c8) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

is there a copayment?
No

Authorization required for this benefit?
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Package ID Package Name Type of Package Status
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ORAL AND
MAXILLOFACIAL SERVICES VIA A DEBIT CARD.

Adjunctive General Services (16¢10) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL ADJUNCTIVE
DENTAL SERVICES VIA A DEBIT CARD.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?

No
Is there a copayment?
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Package ID Package Name Type of Package Status
= . . . .

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL CONTACT LENSES
VIA A DEBIT CARD.

Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR VIAA
DEBIT CARD.

Upgrades (17b5) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes
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ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL EYEWEAR
UPGRADES VIA A DEBIT CARD.

Hearing Exams (18a) - Non-Medicare

Is there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (1 8a2) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AID
FITTING/EVALUATIONS VIA A DEBIT CARD.

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:
No

Service maximum enrollee out-of-pocket cost (MOOP):
No

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?
Yes

Is there a coinsurance?
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Is there a copayment?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS ADDITIONAL HEARING AIDS VIA
A DEBIT CARD.

Food and Produce (13i1) - Non-Medicare

ls there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Mode of delivery for Food and Produce
Debit Card

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO FOOD AND PRODUCE THROUGH A DEBIT
CARD.

Meals (beyond limited basis) (13i2) - Non-Medicare |
Is this benefit unlimited? . A
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Yes

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PREPARED MEALS THROUGH A DEBIT
CARD.

Pest Control (13i3) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No
Authorization required for this benefit? y

No

Referral required for this benefit?
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Notes

ELIGIBLE MEMBERS RECEIVE PEST CONTROL/ERADICATION TREATMENTS (12
EVENTS COMBINED WITH ROADSIDE ASSISTANCE, IN-HOME MINOR REPAIRS, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES) LIMITED TO 2 EVENTS
(1/SEMESTER). ADDITIONALLY, MEMBERS RECEIVE AN ALLOWANCE THROUGH A
DEBIT CARD WHICH PROVIDES ACCESS TO CLEANING PRODUCTS FOR PEST
CONTROL AND FOR ADDITIONAL SERVICES OF PEST CONTROL/ERADICATION
TREATMENTS.

Transportation for Non-Medical Needs (13i4) - Non-Medicare

Enhanced benefit

Any Location

Is this benefit unlimited?
Yes

Type of transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Select Mode of Transportation
Other, Describe

Description

AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION NEEDS TO MAINTAIN
THE ENROLLEE'S HEALTH.

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?
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Package ID Package Name Type of Package Status
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE ROADSIDE ASSISTANCE (12 EVENTS COMBINED
WITH IN-HOME MINOR REPAIRS (UP TO $300 PER EVENT), PEST CONTROL, AND
INDOOR AIR QUALITY EQUIPMENT SERVICES.) ADDITIONALLY, MEMBERS RECEIVE
AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES ACCESS TO
ADDITIONAL ROADSIDE ASSISTANCE SERVICES TO SUPPORT PERSONAL
TRANSPORTATION AND AUTOMOBILE GASOLINE TO FACILITATE TRANSPORTATION
NEEDS TO MAINTAIN THE ENROLLEE'S HEALTH.

Indoor Air Quality Equipment Services (13i5) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-packet cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS RECEIVE UP TO 2 A/C CLEANING SERVICES PER YEAR

(1/SEMESTER) (12 EVENTS COMBINED WITH IN-HOME MINOR REPAIRS (UP TO $300

PER EVENT), PEST CONTROL, AND ROADSIDE ASSISTANCE). ADDITIONALLY,

MEMBERS RECEIVE AN ALLOWANCE THROUGH A DEBIT CARD WHICH PROVIDES

ACCESS TO ADDITIONAL A/C CLEANING SERVICES TO SUPPORT HEALTHY INDOOR

AIR QUALITY, REDUCE EXPOSURE TO ALLERGENS AND ENVIRONMENTAL

IRRITANTS, AND PROMOTE SAFE TEMPERATURE REGULATION IN THE HOME. \_W

Social Needs Benefit (13i6) - Non-Medicare

Is there a maximum plan benefit coverage amount?
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Package ID Package Name Type of Package Status

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOQOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE TICKETS TO ATTEND
ENTERTAINMENT EVENTS (CONCERT, THEATER, MOVIE) AND PERSONAL
GROOMING SERVICES (BARBER OR SALON VISITS) THROUGH A DEBIT CARD.
ENGAGING IN ENTERTAINMENT CAN BE BENEFICIAL FOR DEALING WITH SOCIAL
ISOLATION AND IMPROVING MENTAL HEALTH AND WELLBEING. BY PROVIDING
OPPORTUNITIES FOR RELAXATION, SOCIAL INTERACTION, AND ENJOYABLE
EXPERIENCES, THESE ACTIVITIES CONTRIBUTE TO THE OVERALL
PSYCHOLOGICAL RESILIENCE AND HAPPINESS OF ENROLLEES.

General Supports for Living (13i10) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Are you offering housing support such as rent or mortgage assistance as a covered benefit

under General Supports for Living? _
. Y-

Are you offering utilities assistance as a covered benefit under General 0 r Living?
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Package ID Package Name Type of Package Status

Yes

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TOWARDS UTILITIES,
TOWELS/LINENS/CLOTHING (TO SUPPORT BASIC NEEDS),
GARDENING/HARDWARE TOOLS (FOR HOME MAINTENANCE) AND IN-HOME MINOR
REPAIRS, INCLUDING REPAIRS FOR HOME APPLIANCES AND HANDYMAN
SERVICES (12 EVENTS COMBINED WITH ROADSIDE ASSISTANCE ($300 LIMIT PER
EACH EVENT, $200 LIMIT FOR EACH REPAIR OF HOME APPLIANCES), PEST
CONTROL, AND INDOOR AIR QUALITY EQUIPMENT SERVICES). LIMIT OF 2 EVENTS
FOR PEST CONTROL, HOME APPLIANCE REPAIRS, AND A/C CLEANING SERVICES
(1/SEMESTER) AND 1 EVENT (UP TO 2 HOURS) FOR HANDYMAN SERVICES.
ALLOWANCE FOR ADDITIONAL IN-HOME MINOR REPAIRS VIA THE DEBIT CARD.
POOR-QUALITY HOUSING IS ASSOCIATED WITH VARIOUS NEGATIVE HEALTH
OUTCOMES, INCLUDING CHRONIC DISEASE AND INJURY AND POOR MENTAL
HEALTH. LACK OF HOUSING MAINTENANCE MAY LEAD TO POOR HOUSING
CONDITIONS INSIDE AND OUTSIDE THE HOME. PROVIDING THE TOOLS FOR THE
MEMBER TO MAINTAIN THEIR HOMES IN GOOD CONDITIONS IMPROVES THEIR
PHYSICAL, MENTAL, AND SOCIAL WELLBEING.

Other 1 (13i11) - Non-Medicare

Service Name
PET CARE

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

. Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
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Package ID Package Name Type of Package Status
NO .. . . L ce - B L.

Referral required for this benefit?
No

Notes

ELIGIBLE MEMBERS HAVE ACCESS TO PURCHASE PET FOOD, PET SUPPLIES
(LEASH, COLLAR, GROOMING SUPPLIES), AND PET SERVICES (VET VISITS AND
GROOMING SERVICES) THROUGH A DEBIT CARD TO SUPPORT ELIGIBLE
ENROLLEES' MENTAL HEALTH NEEDS. PROVIDING ELIGIBLE MEMBERS WITH THE
MEANS TO RESPONSIBLY CARE FOR THEIR PETS WILL HAVE A DIRECT IMPACT ON
THEIR HEALTH. PET OWNERS ARE LESS LIKELY TO SUFFER DEPRESSION, HAVE
LOWER BLOOD PRESSURE, DISPLAY REDUCED LEVELS OF TRIGLYCERIDE AND
CHOLESTEROL (HIGH LEVELS CAN BE INDICATORS OF HEART DISEASE), SURVIVE
LONGER AFTER HAVING A HEART ATTACK, MAKE FEWER VISITS TO THE DOCTOR,
AND TEND TO LIVE LONGER. OFFERING ACCESS TO PET CARE SUPPLIES ALLOWS
OUR BENEFICIARIES TO ACCESS THE ITEMS NEEDED FOR PET OWNERSHIP AND
WILL THEREFORE RESULT IN IMPROVED OR MAINTAINED HEALTH.

Other 3 (13i13) - Non-Medicare

Service Name
MEMORY AND COGNITIVE FUNCTION SUPPORT ITEMS

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
No

Referral required for this benefit? \ g 2 !
No '

Notes

ELIGIBLE MEMBERS HAVE ALLOWANCE TO PURCHASE MEMORY FITNESS IFEMS
SUCH AS: MEMORY CARDS, BOARD GAMES, SUDOKU OR OTHERITEMS T
HELP THE MEMBER EXERCISE THEIR MEMORY. STUDIES HAVE N
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Package ID Package Name Type of Package Status

INDIVIDUALS WHO ENGAGED IN WORD PUZZLES HAD CONSISTENTLY BETTER
SHORT-TERM MEMORY, REASONING, AND ATTENTIVENESS THAN THOSE WHO DID
NOT ENGAGE IN SUCH ACTIVITIES. THIS SUPPORTS THE THEORY THAT KEEPING
THE MIND ACTIVE, IN ADDITION TO REGULAR PHYSICAL EXERCISE, MAY HELP
SLOW THE ONSET OF DEMENTIA.

Benefit Details
Inpatient Hospital-Acute (1a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Inpatient Hospital Psychiatric (1b) - Medicare \ y
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

ﬁIe://IC:/Users/csotomayor/DownIoads/PBP_Report_05292026033020.html P 40/85



5/29/26, 4:21 PM PBP Data Report
i
Does this plan's Medicare-covered benefit cost sharing vary by hospital(s) in which an enrcllee

obtains care?

No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

What is your Inpatient Hospital- Acute benefit period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Skilled Nursing Facility (SNF) (2) - Medicare

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

Yes

Days
0

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

No

Is there a coinsurance?
No

Is there a copayment?
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No

What is your SNF period?

Periodicity

Per Admission or Per Stay

Do you charge cost sharing on the day of discharge?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Cardiac and Pulmonary Rehabilitation Services (3) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Cardiac Rehabilitation Services (3-1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Cardiac Rehabilitation Services (3-2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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Yes

Referral required for this benefit?

Yes

Pulmonary Rehabilitation Services (3-3) - Medicare

is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

SET for PAD Services (3-4) - Medicare

Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Emergency Services (4a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No -

Is there a coinsurance?

No

Is there a copayment?

No

Urgently Needed Services (4b) - Medicare
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Partial Hospitalization Program (5a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Intensive Outpatient Program Services (5b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

Authorization required for this benefit?

Yes
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Referral required for this benefit?
Yes

Home Health Services (6) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Primary Care Physician Services (7a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Chiropractic Services (7b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a medicare covered coinsurance?
No

Is there a medicare covered copayment?
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No
Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Occupational Therapy Services (7¢c) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Physician Specialist Services (7d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductiple?
No

Authorization required for this benefit?

Yes
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Referral required for this benefit?

Yes

Mental Health Specialty Services (7e) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Individual Sessions for Mental Health Specialty Services (7e1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
Yes

Group Sessions for Mental Health Specialty Services (7e2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Podiatry Services (7f) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)
No

Is there a coinsurance?
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No
Is there a copayment?
No

Is there a medicare covered deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Other Health Care Professional (79) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Psychiatric Services (7h) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Individual Sessions for Psychiatric Services (7h1) - Medicare W 5
AV '
Is there a coinsurance? '
No
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{s there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Group Sessions for Psychiatric Services (7h2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Physical Therapy and Speech-Language Pathology Services (7i) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

|s there a coinsurance?
No

Is there a copayment?
No
Is there a deductible?

No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Telehealth Benefits (7]j) - Medicare

Medicare-covered benefits that may have Additional Telehealth Benefits available
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Physician Specialist Services(7d)

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

ADDITIONAL TELEHEALTH SERVICES COVERED FOR SPECIALIST SERVICES PROVIDED
IN THE MULTI SPECIALTY CLINICS.

Opioid Treatment Program Services (7k) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diagnostic Procedures/Tests/Lab Services (8a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost OHy?
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i No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Procedures/Tests (8a1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Lab Services (8a2) - Medicare

|s there a coinsurance?
No

ls there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No
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Outpatient Diagnostic/T herapeutic Radiological Services (8b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a copayment?
No

Is there a deductible?
No

Diagnostic Radiological Services (8b1) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Therapeutic Radiological Services (8b2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Outpatient X-Ray Services (8b3) - Medicare
Is there a coinsurance?
. /)8
Is there a copayment?

No
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Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Hospital Services (9a1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Observation Services (9a2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit? % %
No
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Ambulatory Surgical Center (ASC) Services (9b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Outpatient Substance Abuse (9¢) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Individual Sessions for Outpatient Substance Abuse (9¢1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Group Sessions for Outpatient Substance Abuse (9¢2) - Medicare kw 6
Is there a coinsurance? St
No
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Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Outpatient Blood Services (9d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?

No

Do you waive the deductible for the first three pints of blood?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Ambulance Services (10a) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Ground Ambulance Services (10a1) - Medicare

Does this plan have a ground ambulance services maximum enrollee out of pocket cost{MOOP)?
No
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Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?
Yes

Referral required for this benefit?
No

Air Ambulance Services (10a2) - Medicare

Does this plan have an air ambulance services maximum enrollee out of pocket(MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for non-emergency Medicare services?

Yes

Referral required for this benefit?
No

Durable Medical Equipment (DME) (11a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cast (MOOP)?
No

Is there a coinsurance?

Yes with a min & max

Minimum coinsurance Maximum coinsurance
0% 10%
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' Is there a copayment?
No

|s there a deductible?

No

Are there preferred vendors/manufacturers for Durable Medical Equipment (DME)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

MINIMUM COINSURANCE FOR DME SUPPLIES, WHEELCHAIR, DME POWER WHEELCHAIR
AND ALL OTHER DME. MAXIMUM COINSURANCE FOR DME HOSP BED.

Prosthetics/Medical Supplies {11b) - Medicare
Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?

’No

Is there a deductible?
No

Prosthetic Devices (11b1) - Medicare

|s there a coinsurance?
Yes

Coinsurance percentage
20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medical Supplies (11b2) - Medicare
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Is there a coinsurance?

Yes

Coinsurance percentage
20%

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Supplies and Services (11¢) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
i
No

Do you limit Diabetic supplies and services to those from specified manufacturers?
No

Diabetic Supplies (11c1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Diabetic Therapeutic Shoes/Inserts (11c2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
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No
Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Diabetic Monitors (11¢3) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Dialysis Services (12) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Medicare-covered Zero Dollar Preventive Services (14a) - Medicare

| attest that there is no coinsurance ,copayment or deductible for all Origingl Megfcarg preventive
services that are offered at zero dollar cost sharing
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true

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Kidney Disease Education Services (14d) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Glaucoma Screening (14e1) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes
Referral required for this benefit? {M/

No
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Diabetes Self-Management Training (14e2) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Digital Rectal Exams (14e4) - Medicare

Does this plan have a sefvice specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?

No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

EKG following Welcome Visit (14e5) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket capt (MOQPOP ). \_W,

No
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Is there a coinsurahnce?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Part B Rx Drugs (15) - Medicare

| attest that the MA enrollee cost sharing for a Part B rebatable drug will not exceed the
cainsurance amount of the original Medicare adjusted beneficiary coinsurance for that Part B
rebatable drug. In applying this effective coinsurance percentage, MA plans may continue to base
enrollee cost sharing off of the total MA plan financial liability for that Part B drug.

true

Daoes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Does the plan offer step therapy?
Yes

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

Part B to Part B
Part D to Part B

Medicare Part B Insulin Drugs (15-1) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit? W
Yes
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Referral required for this benefit?
No

Medicare Part B Chemotherapy/Radiation Drugs (15-2) - Medicare

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Other Medicare Part B Drugs (15-3) - Medicare
Is there a coinsurance?

No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Medicare Dental Services (16a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

|s there a coinsurance?
No

Is there a copayment?
No

Is there a deductible? %
No

Authorization required for this benefit?
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H
Yes

Referral required for this benefit?
No

Eye Exams (17a) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Eyewear (17b) - Medicare

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No YA

Hearing Exams (18a) - Medicare
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Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?

No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Worldwide Emergency/Urgent Coverage (4c) - Non-Medicare

Is there a maximum plan benefit coverage?
Yes

Is the maximum plan benefit coverage amount unlimited?
No

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Worldwide Emergency Coverage (4c1) - Non-Medicare

|s there a coinsurance?
No

is there a copayment?
Yes

Copayment amount %
$75.00
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Is this Copayment waived if admitted to hospital?

Yes

Worldwide Urgent Coverage (4c2) - Non-Medicare

Is there a coinsurance?
No

Is there a copayment?

Yes

Copayment amount
$75.00

Is this Copayment waived if admitted to hospital?

Yes

Chiropractic Services (7b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
Yes

Maximum amount
$750.00

Periodicity
Every Year

Routine Chiropractic Care (7b1) - Non-Medicare

Is this benefit unlimited?
No

Visits

6
Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?

Authorization required for this benefit?
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Yes

Referral required for this benefit?

Yes

Podiatry Services: Routine Foot Care (7f) - Non-Medicare

Is this benefit unlimited?
No

Visits

6
Periodicity
Every Year

Is there a maximum plan benefit coverage amount?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
Yes

Transportation Services - Plan Approved Health-related Location (10b1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
18

Periodicity
Every Year

Type of transportation
One-Way

Select Mode of Transportation
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Taxi

RideShare services
Bus/Subway

Van

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a service specific maximum plan benefit coverage amount?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UNLIMITED TRIPS APPLY TO AND FROM THE MULT] SPECIALTY CLINICS. LIMITED TRIPS
PER THE DATA ENTRY APPLY TO ALL OTHER PLAN APPROVED HEALTH RELATED
LOCATIONS.

Acupuncture Treatments (1 3a) - Non-Medicare

Periodicity
Every Year

Is there a maximum plan benefit coverage?

Yes

Maximum amount
$500.00

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is this benefit unlimited for Number of Treatments?

\_J
No !
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Indicate limit for Number of Treatments
6

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?

Yes

Over-the-Counter (OTC) Items (13b) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

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

Yes

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

true

Are you offering Naloxone coverage as a Part C OTC benefit?
No

Is there a coinsurance?
No

s there a copayment? %
No

Is there a deductible?

No
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Does this cover all of the drugs on the CMS OTC list which may be found in Chapter 4 of the
Medicare Managed Care Manual?

No

Mode of delivery for the OTC Items

Catalogue Purchase

Notes

THE FOLLOWING CATEGORIES ARE COVERED: 1) MINERALS AND VITAMINS 2) FIRST AID
SUPPLIES 3) MEDICINES, OINTMENTS AND SPRAYS WITH ACTIVE MEDICAL
INGREDIENTS THAT ALLEVIATE SYMPTOMS 4) MOUTH CARE 5) INCONTINENCE
SUPPLIES (ADULT DIAPERS & UNDER PADS) 6) IN HOME TESTING AND MONITORING
SPECIFICALLY BLOOD PRESSURE MONITOR (FOR MEMBERS WHO MEET MEDICAL
CRITERIA FOR ON-GOING MONITORING OF BLOOD PRESSURE, THE PLAN WILL PROVIDE
ONE (1) BLOOD PRESSURE MONITOR UNIT EVERY 5 YEARS. THIS BENEFIT MAY
REQUIRE MEDICAL EVALUATION AND/OR PREAUTHORIZATION., 7) FIBER SUPPLEMENTS
8) TOPICAL SUNSCREEN 9) SUPPORTING ITEMS FOR COMFORT SUCH AS ARM SLING,
TENNIS ELBOW STRAP, WRIST SPLINT, WRIST WRAP, BACK SUPPORT BELT, ANKLE
SUPPORT, KNEE ELASTIC W/STAYS, ETC. 10) SKIN MOISTURIZERS (INCLUDING, BUT NOT
LIMITED TO FACE, BODY, AND FOOT LOTIONS USED FOR DRY SKIN) 11) SOAP (DOCTOR
RECOMMENDED ANTIBACTERIAL/ANTIMICROBIAL SOAP) 12) COVID-19 TESTS 13)
HOMEOPATHIC / NATURAL MEDICINE ITEMS. ITEM QUANTITY LIMITS IN EACH CATEGORY
MAY APPLY.

Meal Benefit (13c) - Non-Medicare
Select the type of primarily health related meals benefit offered(Check all that apply):

Immediately following surgery or inpatient hospitalization

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Is there a deductible?
No

Authorization required for this benefit?
Yes %

Referral required for this benefit?
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i i
: Yes !
Notes

POST DISCHARGE 2 MEALS PER DAY FOR 5 DAYS UP TO 2 TIMES PER YEAR FOR 20
MEALS MAX PER YEAR.

Other Defined Supplemental Benefits (14c) - Non-Medicare

|s there a deductible?

No

Health Education (14c¢1) - Non-Medicare

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE HEALTH EDUCATION PROGRAM DEVELOPS AND IMPLEMENTS EDUCATIONAL
INTERVENTIONS BASED ON DIAGNOSIS SUCH AS DIABETES, HYPERTENSION
MANAGEMENT AND PROVIDES NUTRITIONAL EDUCATION TO PROVIDE HEALTH
INFORMATION ENCOURAGING MEMBERS TO ADOPT A HEALTHIER LIFESTYLE AND
DEVELOP SELF CARE CAPABILITIES TO IMPROVE THE MEMBER’S HEALTH. SCOPE:
IDENTIFY THE POPULATION WITH EDUCATIONAL NEEDS, PLAN EDUCATIONAL
STRATEGIES, PROMOTION OF HEALTHY LIFESTYLE AND PREVENTION OF
COMPLICATIONS.IMPLEMENT AND CARRY OUT EDUCATIONAL STRATEGIES, EVALUATE
THE RESULTS AND CREATE FUTURE GOALS.INTERVENTIONS MIGHT
INCLUDE:EDUCATIONAL CAMPAIGNS, MEMBER EDUCATIONAL ACTIVITIES INCLUDING
GROUP SESSIONS WHERE EDUCATORS PROVIDE INFORMATION TO IMPROVE THE
MEMBER'S SKILL SETS.THE HEP HAS ALSO INDIVIDUAL INTERVENTIONS BASED FOR
HIGH RISK CASES. THE PROGRAM DISTRIBUTES NEWSLETTERS WITH HEALTH RELATED
INFORMATION, AND HAS PHYSICAL ACTIVITY AWARENESS AND ONLINE ACCESS TO
EDUCATIONAL LITERATURE AS PART OF THE EDUCATIONAL INTERVENTIONS. %

Nutritional/Dietary Benefit (14c2) - Non-Medicare
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Is this benefit unlimited?

No

Indicate number of visits
6

Setting

Both Sessions (Individual and Group)

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Additional Sessions of Smoking and Tobacco Cessation Counseling (14c3) - Non-
Medicare

Number of visits
9

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?

Authorization required for this benefit?
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| Yes

Referral required for this benefit?
No

Notes

THE SMOKING CESSATION PROGRAM ROMPE EL HABITO HAS THE PURPOSE OF
IMPACTING MEMBERS WHO USE SOME FORM OF TOBACCO BASED ON THE CLIENT
APPROACHED MODEL AND THE TRANSTHEORETICAL MODEL THAT DESCRIBES HOW
PEOPLE MODIFY A PROBLEM BEHAVIOR OR ACQUIRE A POSITIVE BEHAVIOR.
OBJECTIVE: TO DIMINISH THE RISK FACTORS TO PREVENT ASSOCIATED ILLNESSES
UPON SMOKING. IS AVAILABLE FOR MEMBERS WHO USE OR SMOKE TOBACCO AND/OR
STOP SMOKING DURING THE LAST 12 MONTHS. THE MAIN GOAL IS TO EMPOWER THEM'
TO QUIT THE PROCESS BY PROVIDING INF AND SUPPORT SERVICES TO HELP THEM
ESTABLISH A QUIT DATE, REDUCE QUANTITY OF CIGARETTE USE PER DAY, AND/OR
STOP SMOKING. THE MAIN INTERVENTIONS ARE: ASSESSMENT CALLS, TEL
INTERVENTIONS REGARDING QUIT AND/OR RELAPSE PREVENTION, EDUCATIONAL
MATERIALS, AVAILABILITY OF THE SUPPORT GROUP, MED EDUCATION, F/UP
INTERVENTIONS, AMONG OTHERS. TO PREVENT A RELAPSE PHASE, INTERVENTIONS
TO IMPROVE THE PARTICIPANT'S COMPLIANCE WITH THEIR PHYSICIAN'S
PHARMACOLOGICAL TREATMENT PLAN ARE OFFERED.

Fitness Benefit (14c4) - Non-Medicare

Indicate the type(s) of fitness benefits offered(check all that apply):

Fitness Equipment or Kit

Is there a maximum plan benefit coverage amount?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOF)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes w
THE FOLLOWING ITEMS WILL BE COVERED: 1) PHYSICAL EXERCISE PEDALS 2)
STRETCH STRAPS. ITEM QUANTITY LIMITS IN EACH CATEGORY MAY APPLY.
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Remote Access Technologies (including Web/Phone-based technologies and Nursing

Hotline) (14c7) - Non-Medicare
Select the type of Remote Access Technologies offered

Nursing Hotline

Nursing Hotline Notes

THE NURSE TRIAGE LINE IS AVAILABLE 24/7 TO THE MEMBERS. HEALTH
PROFESSIONALS ANSWER MEMBER CALLS AND DETERMINE THE SEVERITY OF THE
CALLER'S COMPLAINT USING A SERIES OF ALGORITHMS BASED BY THE AMERICAN
MEDICAL ASSOCIATION AND CLINICAL GUIDELINES. THE HEALTH PROFESSIONALS WILL
RECOMMEND ACTIONS TO THE CALLER BASED ON TRIAGE PROTOCOLS THAT CAN
INCLUDE: 1. DIRECT THE CALLER TO THE APPROPRIATE USE OF MEDICAL RESOURCES
AS: INITIAL TREATMENT AT HOME, VISIT TO THE PRIMARY CARE PHYSICIAN IN THE NEXT
FEW DAYS OR VISIT TO EMERGENCY ROOM IF NECESSARY, ACCORDING WITH THE
SIGN AND SYMPTOMS PRESENTED. 2. CHANNELING OF THE OTHER SERVICES AS:
MENTAL HEALTH, POISON CONTROL AMONG OTHERS. 3. DIRECT ACCESS TO THE 911
EMERGENCY LINES, CRISIS MANAGEMENT LINES, EMERGENCY ROOMS, OR HMO'S
SYSTEMS. 4. PROVIDE EDUCATION REGARDING THE SYMPTOMS AND MANAGEMENT OF
MEDICAL EMERGENCIES, LABORATORY TEST, MEDICAL PRESCRIPTIONS, MEDICATION
USE, CHRONIC CONDITIONS, NUTRITION, PSYCOLOGIC HELP AND OTHERS CLINICAL
AREAS.

Is there a maximum plan benefit coverage?
No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Is there a coinsurance Nursing Hotline?
No

Is there a copayment Nursing Hotline?
No

Home and Bathroom Safety Devices and Modifications (14¢8) - Non-Medicare
Is there a maximum plan benefit coverage amount?

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
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: No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

THE FOLLOWING ITEMS WILL BE COVERED: 1) MEDICAL BATHMAT 2) RAISED TOILET
SEAT 3) HANDHELD SHOWER HEAD 4) REACHER 5) NIGHTLIGHT. ITEM QUANTITY LIMITS
IN EACH CATEGORY MAY APPLY.

Alternative Therapies (14c17) - Non-Medicare
Is this benefit unlimited?

No

indicate number of visits
12

Is there a maximum plan benefit coverage amount?
No

Daes this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Notes
UNDER THIS CATEGORY WE WILL COVER NATUROPATH VISITS. ‘ : i S

Comprehensive Dental (16c) - Non-Medicare

75185
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Service maximum plan benefit coverage:

Yes

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$1500.00

Periodicity
Every Year

Is the maximum plan benefit coverage amount entered exclusively part of a Combined
Supplemental Benefits (CSB) group?

No

Does this plan have a service specific maximum enrollee out-of-pocket cost (MOOP)?
No

Is there a deductible?
No

Notes

THE MAXIMUM PLAN BENEFIT COVERAGE AMOUNT WILL APPLY FOR ALL
COMPREHENSIVE SERVICES.

Restorative Services (16¢1) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
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Yes

Referral required for this benefit?
No

Notes

CORE BUILDUP AND PIN RETENTION PER TOOTH, PER SURFACE, ONCE EVERY 24
MONTHS. POST AND CORE IN ADDITION TO CROWN COVERED ONE PER TOOTH PER
LIFE. SINGLE CROWNS COVERED UP TO ONE PER YEAR. REPLACEMENT CROWNS
COVERED EVERY 5 YEARS PER TOOTH, BY REPORT IF REPLACEMENT IS NEEDED.
SINGLE CROWNS REQUIRE PRE AUTHORIZATION. PROVISIONAL CROWNS ARE
COVERED ONE (1) PER TOOTH EVERY FIVE (5) YEARS. LABIAL VENEER ARE COVERED
ONE (1) PER TOOTH EVERY FIVE (5) YEARS.

Prosthodontics, removable (16c4) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

REMOVABLE COMPLETE OR PARTIAL DENTURES IN RESIN AND METAL BASE, COVERED
EVERY 5 YEARS. DENTURE REPAIR SERVICES, INCLUDING SERVICES RELATED TO THE
REPAIR OF EXISTING COMPLETE OR PARTIAL DENTURES ARE COVERED. REMOVABLE
PARTIAL FLEXIBLE BASE DENTURES (SUCH AS: VALPLAST) COVERED EVERY 5 YEARS.

RELINE OR REBASE ARE NOT COVERED IN FLEXIBLE BASE DENTURES AND/OR

FLEXIBLE BASE ARE NOT COVERED IN COMPLETE OR FULL DENTURES. \W
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Implant Services (16¢6) - Non-Medicare
Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?
No

Naotes

UP TO 1 IMPLANT A YEAR. SURGICAL PLACEMENT OF IMPLANT BODY, ENDOSTEAL
IMPLANT, COVERED ONE PER TOOTH PER LIFE. ABUTMENT SUPPORTED PORCELAIN
(METAL AND/OR HIGH NOBLE METAL), ABUTMENT SUPPORTED PORCELAIN/CERAMIC
CROWN, IMPLANT SUPPORTED PORCELAIN CROWN(CERAMIC) COVERED. CROWNS ON
IMPLANTS ARE COVERED 1 PER TOOTH EVERY 5 YEARS WITH APPROPRIATE
JUSTIFICATION. IMPLANT SERVICES WILL ONLY BE COVERED WHEN PERFORMED BY A
CERTIFIED PROVIDER. ALL OTHER PROSTHODONTIC SERVICES ARE NOT COVERED.

Prosthodontics, fixed (16¢7) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Other, Describe ‘\w
Description .
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PERIODICITY VARIES BY SERVICE
Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes

UP TO 4 UNITS PER YEAR. RETAINER CROWN PORCELAIN FUSED TO HIGH NOBLE
METAL, RETAINER CROWN PORCELAIN/CERAMIC, PONTIC PORCELAIN FUSED TO NOBLE
AND/OR HIGH NOBLE METAL, PONTIC PORCELAIN/ CERAMIC. PONTICS AND RETAINERS
ARE COVERED 1 PER TOOTH PER LIFE.

Adjunctive General Services (16¢10) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity

Other, Describe

Description
PERIODICITY VARIES BY SERVICE

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Notes
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ANESTHESIA UNDER DEEP SEDATION IS COVERED. THE FIRST 15 MINUTES AND 3
ADDITIONAL 15 MINUTE INCREMENTS ARE COVERED FOR A TOTAL OF 60 MINUTES
COMBINED PER DAY OF SERVICE. DEEP SEDATION SERVICES ARE APPLICABLE FOR
PAYMENT WHEN THE FOLLOWING SERVICES ARE PERFORMED: SURGICAL PLACEMENT
OF THE IMPLANT BODY, ENDOSSEOUS IMPLANT, SURGICAL EXTRACTION OF
PROTRUDING TOOTH OR RESIDUAL ROOT, REMOVAL OF IMPACTED TEETH — IN SOFT
TISSUE, REMOVAL OF PARTIALLY OR COMPLETELY IMPACTED TEETH IN BONE,
REMOVAL OF RESIDUAL TOOTH ROOTS, REMOVAL OF THE PALATINE TORUS,
MANDIBULAR TORUS AND REMOVAL OF EXOSTOSIS. AUTHORIZATION RULES APPLY TO
DEEP SEDATION SERVICES. SERVICES AND MATERIALS NOT LISTED ABOVE ARE NOT
COVERED BY THE PLAN.

Eyewear (17b) - Non-Medicare

Is there a maximum plan benefit coverage?

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

Combined maximum amount
$600.00

Periodicity
Every Year

Is there a deductible?
No

Contact Lenses (17b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?
Yes

Referral required for this benefit?

No
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Eyeglasses (lenses and frames) (17b2) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

[s there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Hearing Exams (18a) - Non-Medicare

[s there a maximum plan benefit coverage?
No

Is there a deductible?
No

Fitting/Evaluation for Hearing Aid (18a2) - Non-Medicare

Is this benefit unlimited?
No

Indicate number of visits
1

Periodicity
Every Year

Is there a coinsurance?
No

Is there a copayment?

Authorization required for this benefit?

Yes
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Referral required for this benefit?
No

Prescription Hearing Aids (18b) - Non-Medicare

Service maximum plan benefit coverage:

Yes

Select Coverage

Both ears combined

Select the maximum plan benefit coverage type

Plan-specified amount per period

Maximum amount
$600.00
Periodicity

Every 3 Years

Service maximum enrollee out-of-pocket cost (MOOP):
No '

Is there a deductible?
No

Prescription Hearing Aids (all types) (18b1) - Non-Medicare

Is this benefit unlimited?

Yes

Is there a coinsurance?
No

Is there a copayment?
No

Authorization required for this benefit?

Yes

Referral required for this benefit?
No

Rx

Rx Characteristics
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Medicare-defined Part D
Deductible amount

PBP Data Report

Medicare-defined Part D
Coinsurance amount

Medicare-defined Part D
Annual Out-of-Pocket cost

threshold
$2400.00

$700.00 25%

Cap for one-month supply of
each Part D-covered insulin

$35

Rx Setup

Select the type of drug benefit
Defined Standard

Retail
Standard Retail

Mail-Order
Standard Mail-Order

Long-Term Care
Yes

Qut-of-Network

Yes

Sponsor attests that it will comply with 42 CFR 423.154
Yes
Daes this plan pay for over-the-counter-medications (OTCs) under the utilization management

program? If you select "Yes" you must upload a supplemental file through the Formulary
Submission Module by Friday, June 5, 2026, at 11:59 am Eastern Time.

No

Defined Standard - Locations and Location Supply
Standard Retail

Select days for 1-month supply
30

Select days for 3-month supply
90

Standard Mail-Order

Select days for 3-month supply
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90

Long-Term Care

Select days for long-term care supply
31

QOut-of-Network

Select days for out of network 1-month supply
30

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

No

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

No

| attest that there is no deductible and no cost sharing for an adult vaccine recommended by the
Advisory Committee on Immunization Practices (ACIP). There is no enrollee cost sharing on the
ingredient cost of the vaccine submitted on the prescription drug event (PDE) record, or any
associated sales tax, dispensing fee, or vaccine administration fee, regardless of tier placement

or benefit phase. The applicable vaccines will be designated as such on the beneficiary-facing
formulary model documents.

Yes

Rx Notes

No Data Saved for Selected Section, Incomplete or Not Started.

DS Insulin Cost Share

The enrollee cost sharing for each prescription fill up to a one-month supply for a covered insulin
product, consistent with § § 423.100 and 423.120(h), will not exceed the lesser of (1) $35; (2) an
amount equal to 25 percent of the maximum fair price established for the covered insulin product
in accordance with part E of subchapter XI, or (3) an amount equal to 25 percent of the
negotiated price, as defined in § 423.100, of the covered insulin product under the prescription
drug plan or MA-PD plan. If submitted insulin cost sharing is less than either $35 or 25%, | attest
that enrollee cost sharing will not exceed the lesser of those cost sharing values.

Yes

Standard Retail

Enter 1-month copayment Enter 3-month copayment \W‘
$35.00 $105.00

Coinsurance 1-month supply Coinsurancg 3-mgnth glipply
25% 25%
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Standard Mail-Order

Long-Term Care

Enter 1-month copayment
$35.00

Out-of-Network

QOut-of-network 1-month
copayment

$35.00

PBP Data Report

Enter 3-month copayment
$105.00

Coinsurance 3-month supply
25%

Long-Term Care Coinsurance
25%

Out-of-Network Coinsurance
25%

Y
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