PPHP7

PROVIDER PARTNERS HEALTH PLANS

Sum mary Of Beneﬁts This is a summary of drug and

health services covered by Provider
Partners Ohio Advantage Plan (HMO
SNP) for the plan year: January 1,
2021 - December 31, 2021.

Provider Partners Ohio Advantage Plan (HMO SNP) is a Health Maintenance Organization (HMO) Special
Needs plan (SNP) with a Medicare contract. Enrollment in Provider Partners Ohio Advantage Plan depends
on contract renewal.

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

To join Provider Partners Ohio Advantage Plan (HMO SNP), you must be entitled to Medicare Part A, be
enrolled in Medicare Part B, and live in our service area. This plan is available to anyone with Medicare who
meets the Skilled Nursing Facility (SNF) level of care and resides in a contracted nursing home. You must
continue to pay your Medicare Part B Premium. Our service area includes the following counties in Ohio:
Cuyahoga, Fairfield, Hocking, Lake, Stark, and Summit.
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Provider Partners

Premiums and Benefits What You Should Know
Health Plans

Monthly Plan Premium You pay $29.80 You must continue to pay your
Medicare Part B premium.

Deductible You pay $203 This is the 2021 amount and may
change for 2022. Provider Partners
Ohio Advantage Plan (HMO SNP)
will provide an updated amount
as soon as they are released by

Medicare.

Maximum Out-of-Pocket $7,550 annually The most you pay per year for
Responsibility (does not include copays, coinsurance and other
prescription drugs) costs for medical services.
Inpatient Hospital Coverage You pay: $1,484 Deductible for

each Benefit Period.

Days 1-60: $0 copay per day for Our plan covers 9o days for

each benefit period. inpatient hospital stays and 60

lifetime reserve days.
Days 61-90: $371 copay per day for
each benefit period. These are 2021 cost-sharing
amounts and may change for
Days 91 and beyond: $742 copay 2022. Provider Partners Ohio

per each ‘lifetime reserve day” Advantage Plan (HMO SNP) will
after day 90 for each benefit provide updated rates as soon as
period (up to 60 days over your they are released by Medicare.
lifetime).

Prior authorization may apply
Beyond lifetime reserve days: You

pay all costs.

Outpatient Hospital Coverage You pay 20% of the total cost for

Medicare-covered services. Prior authorization may apply

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

Prior authorization may apply

Doctor Visits
* Primary care You pay 20% of the total cost per visit
for Medicare-covered primary care.

+ Specialists You pay 20% of the total cost per visit
for Medicare-covered specialist care.

Preventive Care You pay nothing. Any additional preventive services
approved by Medicare during the
contract year will be covered. )
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Premiums and Benefits

Provider Partners
Health Plans

What You Should Know

Emergency Care

You pay 20% of the total cost (up
to $90 maximum) per visit.

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

Emergency care is covered only
within the United States.

Urgently Needed Services

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

Urgent care is covered only within
the United States.

Diagnostic Services/Labs/
Imaging (Medicare-covered)

- Lab Services
- Diagnostic tests and procedures

+ Outpatient diagnostic imaging
tests (such as X-rays and
ultrasound)

- Advanced radiology services
(such as MRI, PET, CT, Nuclear
Medicine)

+ Therapeutic radiology (such as
radiation treatment for cancer)

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

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

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

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

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

Please contact the plan's Member
Services at 1-800-405-9681 (TTY
711).

Prior Authorization may apply.

Hearing Services
- Medicare-covered hearing exams

+ Routine hearing exam

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

You pay 0% of the total cost.
Our plan pays up to $1,000 every 2

Our plan pays for a routine hearing
exam every year.

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

+ Hearing aids : _ ,
years for hearing aids. The $1,000 hearing exam benefit.
amount applies to both ears
combined.

Dental Services

- Medicare-covered dental
services

 Preventive (such as oral exam &
cleaning)

+ Supplemental comprehensive
dental services

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

You pay a $0 copay for 1 exam and
cleaning per year, 1 set of X-rays
per year and 1 fluoride treatment
per year.

$1,800 for preventative and
comprehensive dental services
combined.

Call Member Services or refer to
the Evidence of Coverage, Chapter
4, for more information on the
supplemental comprehensive and
preventative dental services benefit.

/
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Premiums/Benefits

Provider Partners
Health Plans

What You Should Know

Vision Services
- Medicare-covered eye exams

- Medicare-covered eyewear

+ Routine vision exam

+ Supplemental eyewear

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

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

You pay 0% of the total cost.

$150 maximum plan coverage
amount for routine eye wear every
year.

Our plan pays for a routine eye
exam every year.

Call Member Services or refer

to the Evidence of Coverage,
Chapter 4, for more information on
the supplemental eyewear benefit.

Mental Health Services
+ Inpatient visit

+ Outpatient Individual/Group
Therapy

You pay: $1.484 deductible for
each benefit period.

Days 1-60: $0 copay per day for
each benefit period.

Days 61-90: $371 copay per day for
each benefit period.

Days 91 and beyond: $742 copay
per each ‘“lifetime reserve day"
after day 9o for each benefit
period (up to 60 days over your
lifetime).

Beyond lifetime reserve days: You
pay all costs.

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

Our plan covers up to 190 days in
a lifetime for inpatient services in a
psychiatric hospital.

These are 2021 cost-sharing
amounts and may change for
2022. Provider Partners Ohio
Advantage Plan (HMO SNP) will
provide updated rates as soon as
they are released by Medicare.

Prior authorization may apply.

Prior authorization may apply.

Skilled Nursing Facility

You pay: Days 1-20: $0 for each
benefit period.

Days 21-100: $185.50 copay per
day for each benefit period.

Days 101 and beyond: You pay all
costs.

Our plan covers up to 100 days,
per benefit period.

These are 2021 cost-sharing
amounts and may change for
2022. Provider Partners Ohio
Advantage Plan (HMO SNP) will
provide updated rates as soon as
they are released by Medicare.

Prior Authorization may apply.
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Premiums/Benefits

Provider Partners

What You Should Know

Rehabilitation Services (Medicare-
covered)

+ Occupational therapy, physical
therapy and speech and
language therapy visit

- Cardiac rehabilitation

+ Pulmonary rehabilitation

Health Plans

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

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

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

Prior authorization may apply.

Prior authorization may apply.

Prior authorization may apply.

Ambulance (Medicare-covered
ground and air transport)

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

Transportation (hon-emergent)

You pay a $0 copay for up to 28

one-way trips every year to health-
related locations via taxi, rideshare
services, van, or medical transport.

Our plan covers up to 28 one-
way trips for non-emergency
transportation. This benefit allows
members to be accompanied by a
health aid, if member chooses so.

Call Member Services or refer

to the Evidence of Coverage,
Chapter 4, for more information on
the transportation benefit.

Medicare Part B Drugs

You pay 20% of the total cost for
Medicare-covered Part B drugs.

Authorizations are required for
billed charges in excess of $500.

Foot Care (podiatry services)
« Medicare-covered foot care

 Routine foot care

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

You pay 0% of the total cost for up
to 6 visits every year.

Call Member Services or refer

to the Evidence of Coverage,
Chapter 4, for more information on
the routine foot care benefit.

Medical Equipment/Supplies
(Medicare-covered)

+ Durable Medical Equipment
(such as wheelchairs, oxygen)

« Prosthetics (such as braces,
artificial limbs)

- Diabetes supplies

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

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

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

Authorizations are required for
billed charges in excess of $500.

Authorizations are required for
billed charges in excess of $500.

Authorizations are required for
billed charges in excess of $500. Y,
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Premiums/Benefits

Provider Partners

What You Should Know

Special Supplemental Benefits for
the Chronically Ill

- Transportation for Non-Medical
Needs

Health Plans

Our plan allows members to take
4 one-way trips per year to non-
medical locations, like the grocery
store, up to 60 miles.

This benefit will apply to members
with one or more chronic
conditions.

Call Member Services or refer to
the Evidence of Coverage, Chapter
4, for more information on the
Transportation for Non-Medical
Needs benefit.

Over the Counter (OTC) Benefit

Limited to $50 allowance every
quarter for specific over-the-

counter drugs and other health-
related products, as listed in the

Any unused benefit expires at the
end of each quarter and cannot be
carried over to the next quarter.

Call Member Services or refer to

OTC catalog, the Evidence of Coverage, Chapter

4, for more information on the over
the counter benefit. j

Prescription Drug Benefits

Provider Partners Health Plans

Deductible Stage

$445

During this stage, you pay the full cost of your drugs before our plan
begins to pay its share of your drugs. You stay in this stage until you
have paid $445 for your drugs.

Initial Coverage Stage
(After you pay your deductible,
if applicable)

You pay copays or coinsurance until your total yearly drug costs reach
$4,130. Total yearly drug costs are the total drug costs paid by both you
and the Plan. You may get your drugs at network retail pharmacies and
mail order pharmacies.

Standard Retail / Mail Order Cost-Sharing (30-day supply)

Tier 1. All Part D Covered Drugs

You pay 25% of the total cost of the drug

Coverage Gap Stage

(After the total amount for the
prescription drugs you have filled
and refilled reaches $4,130)

Most Medicare drug plans have a coverage gap stage (also called the
‘donut hole"). This means that there's a temporary change in what you
will pay for your drugs. The coverage gap begins after the total yearly
drug cost (including what our plan has paid and what you have paid)
reaches $4,130.

After you enter the coverage gap, you pay 25% of the plan's cost for
covered brand name drugs (plus a portion of the dispensing fee) and
25% of the plan’s cost for covered generic drugs until your costs total
$6.,550, which is the end of the coverage gap. Not everyone will enter
the coverage gap. )
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Prescription Drug Benefits

Standard Retail / Mail Order Cost-Sharing (30-day supply)

Catastrophic Coverage Stage
(After your out-of-pocket costs
have reached the $6,550 limit for
the calendar year)

After your yearly out-of-pocket drug costs (including drugs purchased
through your retail pharmacy and through mail order) reach $6,550,
you pay the greater of:

+ — efther - coinsurance of 5% of the cost of the drug

- —or - $3.70 for a generic drug or a drug that is treated like a generic
and $9.20 for all other drugs.

Our plan pays the rest of the cost.

Long-term Care Pharmacy
and Out-of-network Pharmacy
Coverage

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

You may get a 30-day supply of drugs from an out-of-network
pharmacy at the same cost as in-network pharmacy.

Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits.

For more information contact Member Services at 1-800-405-9681, or for the hearing impaired our TTY
number at 711. Hours are 8:00 AM. to 8:00 P.M., seven days a week from October 1 through March 31;
8:00 AM. to 8:00 PM. Monday to Friday from April 1 through September 30.

If you want to know more about the coverage and costs of Original Medicare, look in your current
‘Medicare & You" handbook. View it online at medicare.gov or get a copy by calling 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

Premiums/Benefits

Other Benefits

Provider Partners What You Should Know

Chiropractor Visits
(Medicare-covered)

Health Plans

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

Prior Authorization may apply.

Home Health Care
(Medicare-covered)

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

Prior Authorization may apply.

Home Infusion Services
(Medicare-covered)

N

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

Prior Authorization may apply.

For more information, please call us toll-free at 1-800-405-9681, TTY users should call 711 or visit us at

www.pphealthplan.com.

Provider Partners Health Plans has a network of doctors, hospitals, pharmacies, and other providers. If
you use the providers that are not in our network, Provider Parthers Health Plans may not pay for these

services.

You can see our plan's provider directory, pharmacy directory, and the complete plan formulary (list of
Part D prescription drugs) on our website at www.pphealthplan.com. The formulary, pharmacy network,
and/or provider network may change at any time. You will receive notice when necessary.

Provider Partners Health Plans

785 Elkridge Landing Road, Suite #300 | Linthicum Heights, MD 21090
1-800-405-9681 (TTY 711) | pphealthplan.com
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MULTI-LANGUAGE INTERPRETIVE SERVICE

English

We have free interpreter services to answer any questions you
may have about our health or drug plan. To get an interpreter,
just call us at 1-800-405-9681 (TTY 711). Someone who speaks
English/Language can help you. This is a free service.

Espanol (Spanish)

Tenemos servicios de intérprete sin costo alguno para
responder cualquier pregunta que pueda tener sobre nuestro
plan de salud o medicamentos. Para hablar con un intérprete,
por favor llame al 1-800-405-9681 (TTY 711). Alguien que
hable espafiol le podra ayudar. Este es un servicio gratuito.

(Chinese Mandarin) e AL 11

Mk, )R R IR ORISR o IR rR M
Mzr, ¥k 1-800-405-9681 (TTY 711). b SCLAEA (i

B ik,

(Chinese Cantonese) rE A
FESSE R R AT REAF A BEM], MR B e Rl IR,
TR, AHECE 1-800-405-9681 (TTY 711), HefMrh iy
NEGBSETE ik B, 8 Bk,

Tagalog (Tagalog)

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

sa aming planong pangkalusugan o panggamot. Upang
makakuha ng tagasaling-wika, tawagan lamang kami sa
1-800-405-9681 (TTY 711). Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

Francais (French)

Nous proposons des services gratuits d'interprétation pour
répondre a toutes vos questions relatives a notre régime de
santé ou d'assurance-médicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au 1-800-405-
9681 (TTY 711). Un interlocuteur parlant Frangais pourra vous
aider. Ce service est gratuit.

Tiéng Viét (Vietnamese)

Chuang t6i ¢6 dich vu théng dich mién phi dé tra |5i céc cau hoi
vé chuong sic khée va chuong trinh thuéec men. Néu qui vi can
thong dich vién xin goi 1-800-405-9681 (TTY 711). sé ¢ nhan
vién ndi tiéng Viét gitp d& qui vi. Day la dich vu mién phi .

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

3l=1-9] (Korean)

A= 98 1Y B ofF By #e A gl =2azt
T8 B9 qu| 22 AlFsta S5yt B9 HH|AS

o] &3 ™ A3} 1-800-405-9681. 1 0. & F-2J&] FAA L.
ol & 3k BRI B9 =Y AUt o] M AaE
FEZ FYgYTh

Pycckum (Russian)

Ecaun y Bac BO3HMKHYT BOMPOCHI OTHOCUTEABHO CTPaxOBOroO
WA MEAVMKAMEHTHOTO MAaHa, Bbl MO>KETE BOCMOAb30BaTbCA
HaLlMMK BecrAaTHBIMW YCAYraMu NePEBOAYMKOB. HYTOObbI
BOCMOAb30BaTbHCA YCAYraMy MEPEBOAYMKA, MO3BOHNUTE HaM Mo
TenedoHy 1-800-405-9681.Bam oKaKeT MoMOLLb COTPYAHMK,
KOTOPbIN rOBOPUT Mo-pyccku. AaHHasA ycayra becnaatHas.

(Arabic) 4u 2l

s ol dacally slasi daud ol e Alad Aol 5 sl aa jial) Cilaaa a3 L)
1-800- (e L Juai¥) (5 gm clile ad (558 i e Jgemall Ll 450
405-9681 (TTY 711).Askae iead 030 linclisay &y yal) ity Lo (il shans,

(Hindi) 8AR TIE 7 gal &1 Aeiar & IR 3 3 ol off
UH & SIad ¢ & T gAR U AT g Jard suerey
. U gaffem urg e & forw, 9| & 1-800-405-9681 (TTY
711). W B B, PS I S R aYelar § MU Ace A

HhdT ¥. IE Uh HFT e ¢

(Italian) E disponibile un servizio di interpretariato gratuito per
rispondere a eventuali domande sul nostro piano sanitario e
farmaceutico. Per un interprete, contattare il numero 1-800-
405-9681 (TTY 711). Un nostro incaricato che parla ltalianovi
fornira l'assistenza necessaria. E un servizio gratuito.

Portugués (Portugese)

Dispomos de servicos de interpretacdo gratuitos para
responder a qualquer questdo que tenha acerca do nosso
plano de saide ou de medicacgdo. Para obter um intérprete,
contacte-nos através do nimero 1-800-405-9681 (TTY 711). Ird
encontrar alguém que fale o idioma Portugués para o ajudar.
Este servigo é gratuito.

Kreyol Ayisyen (French Creole)

Nou genyen sévis entepret gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn
yon enteprét, jis rele nou nan 1-800-405-9681 (TTY 711). Yon
moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polski (Polish)

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

ttumacza znajacego jezyk polski, nalezy zadzwonié¢ pod numer
1-800-405-9681 (TTY 711). Ta ustuga jest bezptatna.

(Japanese) O ERE fREFEIRIR & 385 LT T BT
5THMNCBEZATH0 12, HEOBRY—EARH Y F
TIIWET, BRE ZHMICARDITIE 1-800-405-9681 (TTY
711). IZBEHES IV, BAGEEFET A & BDXEWELE
T ZAUTERIOY— BEXTY,
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