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January 1 — December 31, 2022

Evidence of Coverage:

Your Medicare Health Benefits and Services and Prescription Drug Coverage
as a Member of Hamaspik Medicare Choice (HMO D-SNP)

This booklet gives you the details about your Medicare and Medicaid health care, long term care,
and prescription drug coverage from January 1 — December 31, 2022. It explains how to get
coverage for the health care services and prescription drugs you need. This is an important
legal document. Please keep it in a safe place.

This plan, Hamaspik Medicare Choice, is offered by Hamaspik, Inc. (When this Evidence of
Coverage says “we,” “us,” or “our,” it means Hamaspik, Inc. When it says “plan” or “our plan,”
it means Hamaspik Medicare Choice.)

This document is available for free in Spanish. Este EOC esta disponible en espanol. Por favor,
Ilame a servicios para miembros.

Please contact our Member Services number at 1-888-426-2774 or additional information.
(TTY users, please call call 711). Hours are 7 days a week, from 8:00 am to 8:00 pm, October 1,
2021 through March 31, 2022. From April 2022 through September 2022, our Member Service
Department will be available Monday through Friday, 8:00 am to 8:00 pm.

This information is also available in alternate formats such as large print and Braille. Please call
Member Service at the above numbers for more information. Benefits, premium, deductible,
and/or copayments/coinsurance may change on January 1, 2023.

The formulary, pharmacy network, and/or provider network may change at any time. You will
receive notice when necessary.

Hamaspik Medicare Choice is an HMO D-SNP with a Medicare contract, and a Medicaid
Advantage Plus (MAP) plan with a Medicaid contract. Enrollment in Hamaspik Medicare
Choice depends on contract renewal.

Benefits, deductible, and/or copayments/coinsurance may change on January 1, 2023.
Hamaspik Medicare Choice is an HMO D-SNP with a Medicare contract, and a Medicaid

Advantage Plus (MAP) plan with a Medicaid contract. Enrollment in Hamaspik Medicare
Choice depends on contract renewal.

H0034_HMCEOC2022_C OMB Approval 0938-1051 (Expires: February 29,2024)
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SECTION 1 Introduction

Section 1.1 You are enrolled in Hamaspik Medicare Choice (HMO D-SNP),
which is a specialized Medicare Advantage Plan (Special
Needs Plan)

You are covered by both Medicare and Medicaid:

e Medicare is the Federal health insurance program for people 65 years of age or older,
some people under age 65 with certain disabilities, and people with end-stage renal
disease (kidney failure).

e Medicaid is a joint Federal and state government program that helps with medical costs
for certain people with limited incomes and resources. Medicaid coverage varies
depending on the state and the type of Medicaid you have. Some people with Medicaid
get help paying for their Medicare premiums and other costs. Other people also get
coverage for additional services and drugs that are not covered by Medicare.

You have chosen to get your Medicare and Medicaid health care, long term care services, and
your prescription drug coverage through our plan, Hamaspik Medicare Choice.

There are different types of Medicare health plans. Hamaspik Medicare Choice is a specialized
Medicare Advantage Plan (a Medicare “Special Needs Plan”), which means its benefits are
designed for people with special health care needs. Hamaspik Medicare Choice is designed
specifically for people who have Medicare and who are also entitled to assistance from
Medicaid.

Legal Term: Special Needs Plan

A special type of Medicare Advantage Plan that provides more focused
health care for specific groups of people, such as those who have both
Medicare and Medicaid, who reside in a nursing home, or who have certain
chronic medical conditions.

Hamaspik Medicare Choice also has a contract with the New York State Department of Health to
cover many of your Medicaid benefits. When you are enrolled in Hamaspik Medicare Choice,
these services are covered through a single managed care plan. The Medicaid coverage in your
health plan includes:

e Coverage for your Medicare Part A and B cost sharing (deductibles, copayments, and
coinsurance). In Hamaspik Medicare Choice, you may pay nothing for your Medicare
and Medicaid health care services; and

e Coverage for a broad range of services including Medicaid long term care services,
dental care, hearing care, vision care, and more. Detailed information about the
Medicaid services that are included in your benefits can be found in Chapter 4 of this
booklet.
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There are also some Medicaid services that are outside of Hamaspik Medicare Choice. Your
Hamaspik Medicare Choice care manager will help you coordinate these services too, so you get
all of the health care services that you are entitled too.

Please note that you will also receive “Extra Help” from Medicare to pay for the costs of your
Medicare prescription drugs.

Legal Term: Deductible
A deductible is the amount you must pay for health care or prescriptions before our plan
begins to pay.

Hamaspik Medicare Choice is run by a private company. Like all Medicare Advantage Plans,
this Medicare Special Needs Plan is approved by Medicare. The plan also has a contract with the
New York State Medicaid program to provide many of your Medicaid benefits. We are pleased
to be providing your Medicare and Medicaid health care coverage, including your prescription
drug coverage.

Coverage under this Plan qualifies as Qualifying Health Coverage (QHC) and satisfies the
Patient Protection and Affordable Care Act’s (ACA) individual shared responsibility
requirement. Please visit the Internal Revenue Service (IRS) website at:
www.irs.gov/Affordable-Care-Act/Individuals-and-Families for more information.

Section 1.2 What is the Evidence of Coverage booklet about?

This Evidence of Coverage booklet tells you how to get your Medicare and Medicaid medical
care and prescription drugs covered through our plan. This booklet explains your rights and
responsibilities, what is covered, and what you pay as a member of the plan.

The word “coverage” and “covered services” refers to the medical care and services and the
prescription drugs available to you as a member of Hamaspik Medicare Choice.

It’s important for you to learn what the plan’s rules are and what services are available to you.
We encourage you to set aside some time to look through this Evidence of Coverage booklet.

If you are confused or concerned or just have a question, please contact our plan’s Member
Services (phone numbers are printed on the back cover of this booklet).

Section 1.3 Legal information about the Evidence of Coverage

It’s part of our contract with you

This Evidence of Coverage is part of our contract with you about how Hamaspik Medicare
Choice covers your care. Other parts of this contract include your enrollment form, the List of
Covered Drugs (Formulary), and any notices you receive from us about changes to your
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coverage or conditions that affect your coverage. These notices are sometimes called “riders” or
“amendments.”

The contract is in effect for months in which you are enrolled in Hamaspik Medicare Choice
between January 1, 2022 and December 31, 2022.

Each calendar year, Medicare allows us to make changes to the plans that we offer. This means
we can change the costs and benefits of Hamaspik Medicare Choice after December 31, 2022.
We can also choose to stop offering the plan, or to offer it in a different service area, after
December 31, 2022.

Medicare must approve our plan each year
Medicare (the Centers for Medicare & Medicaid Services) must approve Hamaspik Medicare

Choice each year. You can continue to get Medicare coverage as a member of our plan as long as
we choose to continue to offer the plan and Medicare renews its approval of the plan.

SECTION 2 What makes you eligible to be a plan member?

Section 2.1 Your eligibility requirements

You are eligible for membership in our plan as long as:
e You have both Medicare Part A and Medicare Part B (Section 2.2 tells you about
Medicare Part A and Medicare Part B)

e --and-- You live in our geographic service area (Section 2.4 below describes our service
area).

e --and -- you are a United States citizen or are lawfully present in the United States
e --and -- You meet the special eligibility requirements described below.

Special eligibility requirements for our plan

Our plan is designed to meet the needs of people who receive certain Medicaid benefits.
(Medicaid is a joint Federal and state government program that helps with medical costs for
certain people with limited incomes and resources.) To be eligible for our plan you must be
eligible for Medicare and full Medicaid Benefits.

In addition, in order to join Hamaspik Medicare Choice, you must:

e Beage 18 and older
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e Have a chronic illness or disability that makes you eligible for services usually
provided in a nursing home; -- and --

e Be eligible for long term care services, based on the New York State eligibility
assessment that is completed by the plan or an entity designated by the State; -- and --

e Be capable, at the time of enrollment, of remaining in your home and community
without jeopardy to your health and safety, or returning to your home (if you are
currently in a hospital or skilled nursing facility); -- and --

e Require care management and be expected to need at least one of the following
Community Based Long Term Care services for more than 120 days:
o Nursing services in the home;
Therapies in the home;
Home health aide or personal care service in the home;
Consumer Directed Personal Assistance Services (CDPAS)
Adult day health care; or
Private duty nursing

0O O O O O

Additional conditions apply. For more information about enrollment see Chapter 13. Please note
that there are certain Medicaid programs that would exclude eligibility if you participate in them.
Please call Member Services for more information or if you have any questions.

Please note: If you lose your eligibility but can reasonably be expected to regain eligibility
within three month(s), then you are still eligible for membership in our plan (Chapter 4, Section
2.1 tells you about coverage and cost sharing during a period of deemed continued eligibility).

Section 2.2 What are Medicare Part A and Medicare Part B?

When you first signed up for Medicare, you received information about what services are
covered under Medicare Part A and Medicare Part B. Remember:

e Medicare Part A generally helps cover services provided by hospitals (for inpatient
services, skilled nursing facilities, or home health agencies).

e Medicare Part B is for most other medical services (such as physician’s services, home
infusion therapy, and other outpatient services) and certain items (such as durable
medical equipment (DME) and supplies).

Section 2.3 What is Medicaid?

Medicaid is a joint Federal and state government program that helps with medical and long-term
care costs for certain people who have limited incomes and resources. Each state decides what
counts as income and resources, who is eligible, what services are covered, and the cost for
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services. States also can decide how to run their program as long as they follow the Federal
guidelines.

In addition, there are programs offered through Medicaid that help people with Medicare pay
their Medicare costs, such as their Medicare premiums. These “Medicare Savings Programs”
help people with limited income and resources save money each year:

e Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B
premiums, and other cost sharing (like deductibles, coinsurance, and copayments). (Some
people with QMB are also eligible for full Medicaid benefits (QMB+).)

e Specified Low-Income Medicare Beneficiary (SLMB): Helps pay Part B premiums.
(Some people with SLMB are also eligible for full Medicaid benefits (SLMB+).)

e Qualifying Individual (QI): Helps pay Part B premiums
e Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums

Section 2.4 Here is the plan service area for Hamaspik Medicare Choice

Although Medicare is a Federal program, Hamaspik Medicare Choice is available only to
individuals who live in our plan service area. To remain a member of our plan, you must
continue to reside in the plan service area. The service area is described below.

Our service area includes these counties in New York State.

e Bronx e Queens

e Dutchess e Richmond (Staten Island)
« Kings (Brooklyn) « Rockland

e Nassau e Sullivan

e New York (Manhattan) e Ulster

e Orange e Westchester

e Putnam

Legal Term: Service Area

A geographic area where a health plan accepts members if it limits membership
based on where people live. For plans that limit which doctors and hospitals you
may use, it’s also generally the area where you can get routine (non-emergency)
services. The plan may disenroll you if you permanently move out of the plan’s
service area.

If you plan to move to a new state, you should also contact your state’s Medicaid office and ask
how this move will affect your Medicaid benefits. Phone numbers for Medicaid are in Chapter 2,
Section 6 of this booklet.
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If you plan to move out of the service area, please contact Member Services (phone numbers are
printed on the back cover of this booklet). When you move, you will have a Special Enrollment
Period that will allow you to switch to Original Medicare or enroll in a Medicare health or drug
plan that is available in your new location.

It is also important that you call Social Security if you move or change your mailing address.
You can find phone numbers and contact information for Social Security in Chapter 2, Section 5.

Section 2.5 U.S. Citizen or Lawful Presence

A member of a Medicare health plan must be a U.S. citizen or lawfully present in the United
States. Medicare (the Centers for Medicare & Medicaid Services) will notify Hamaspik
Medicare Choice if you are not eligible to remain a member on this basis. Hamaspik Medicare
Choice must disenroll you if you do not meet this requirement.

Legal Term: Center for Medicare & Medicaid Services (CMS)
The Centers for Medicare & Medicaid Services is the Federal agency that
administers Medicare. Chapter 2 explains how to contact CMS.

SECTION 3 What other materials will you get from us?

Section 3.1 Your plan membership card — Use it to get all covered care and
prescription drugs

While you are a member of our plan, you must use your membership card for our plan whenever
you get any services covered by this plan and for prescription drugs you get at network
pharmacies. You should also show the provider your Medicaid card. Here’s a sample
membership card to show you what yours will look like:

Front L A . :
(Front) £ 2 3 Hamaspik Medicare
*yn® CHOICE
Member ID: Group Number: H0034-002
Member: Payer ID: 47738
Effective Date: e a0 Drones
PCP Name: Rx Bin: 018927

Rx Grp: H0034002
PCP Phone: Rx PCN: 08080000
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In an emergency, go to the nearest emergency room or call 911.
This card does not guarantee coverage. For coordination of care, call your PCP.
(B aC k) To verify benefits or to find a provider, visit the website www.hamaspik.com.

For Members: Call 1-888-HAMASPIK or 1-888-426-2774 Hamaspik, Inc.
TTY users, call 711 Attn: Claims Department

58 Route 59, Suite 1
Monsey, NY 10952

For Providers: Medical Claims: Call 1-888-HAMASPIK
Visit: www.hamaspik.com or call 1-888-426-2774 or 1-888-426-2774.
Pharmacist Help Desk and Claims: 1-800-933-3175 TTY users, call 711

Do NOT use your red, white, and blue Medicare card for covered medical services while you are
a member of this plan. If you use your Medicare card instead of your Hamaspik Medicare Choice
membership card, you may have to pay the full cost of medical services yourself. Keep your
Medicare card in a safe place. You may be asked to show it if you need hospital services, hospice
services, or participate in routine research studies.

Here’s why this is so important: If you get covered services using your red, white, and blue
Medicare card instead of using your membership card while you are a plan member, you may
have to pay the full cost yourself.

If your plan membership card is damaged, lost, or stolen, call Member Services right away and
we will send you a new card. (Phone numbers for Member Services are printed on the back cover
of this bookilet.)

Section 3.2 The Provider & Pharmacy Directory: Your guide to all
providers in the plan’s network

The Provider & Pharmacy Directory lists our network providers and durable medical equipment
suppliers. It also includes the network providers for Medicaid services that are included in
Hamaspik Medicare Choice. Please contact Member Services if you have any questions about
providers who accept New York State Medicaid.

What are “network providers”?

Network providers are the doctors and other health care professionals, medical groups, durable
medical equipment suppliers, hospitals, home care agencies and other health care facilities that
have an agreement with us to accept our payment and any plan cost sharing as payment in full.
We have arranged for these providers to deliver covered services to members in our plan. [Insert
as applicable: We included a copy of our Provider & Pharmacy Directory in the envelope with
this booklet. The most recent list of providers is also available on our website at
www.hamaspik.com.
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What are “network pharmacies”?

Network pharmacies are the pharmacies that have agreed to fill covered prescriptions for our
plan members.

Why do you need to know which providers are part of our network?

It is important to know which providers are part of our network because, with limited exceptions,
while you are a member of our plan you must use network providers to get your medical care and
services. The only exceptions are emergencies, urgently needed services when the network is not
available (generally, when you are out of the area), out-of-area dialysis services, and cases in
which Hamaspik Medicare Choice authorizes use of out-of-network providers. See Chapter 3
(Using the plan’s coverage for your medical services) for more specific information about
emergency, out-of-network, and out-of-area coverage.

Legal Term: Out-of-Network Provider or Out-of-Network Facility

An out-of-network provider is a provider or facility with which we have not arranged to
coordinate or provide covered services to members of our plan. Out-of-network providers
are providers that are not employed, owned, or operated by our plan or are not under
contract to deliver covered services to you.

As a member of Hamaspik Medicare Choice, it is important to know those providers who accept
Medicaid. For services covered by New York Medicaid, you will need to see a provider who
accepts Medicaid. Please contact Member Services if you have any questions about a provider,
including their qualifications.

If you don’t have your copy of the Provider & Pharmacy Directory, you can request a copy from
Member Services (phone numbers are printed on the back cover of this booklet). You may ask
Member Services for more information about our network providers, including their
qualifications. You can also see the Provider & Pharmacy Directory at www.hamaspik.com, or
download it from this website. Both Member Services and the website can give you the most up-
to-date information about changes in our network providers.

Why do you need to know about network pharmacies?

You can use the Provider & Pharmacy Directory to find the network pharmacy you want to use.
There are changes to our network of pharmacies for next year. We included a copy of our
Provider & Pharmacy Directory in the envelope with this booklet. An updated Provider &
Pharmacy Directory is located on our website at www.hamaspik.com. You may also call
Member Services for updated provider information or to ask us to mail you a Provider &
Pharmacy Directory. Please review the 2022 Provider & Pharmacy Directory to see which
pharmacies are in our network.
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If you don’t have the Provider & Pharmacy Directory, you can get a copy from Member
Services (phone numbers are printed on the back cover of this booklet). At any time, you can call
Member Services to get up-to-date information about changes in the pharmacy network.

Section 3.3 The plan’s List of Covered Drugs (Formulary)

The plan has a List of Covered Drugs (Formulary). We call it the “Drug List” for short. It tells
which Part D prescription drugs are covered under the Part D benefit included in Hamaspik
Medicare Choice. In addition to the drugs covered by Part D, some prescription drugs are
covered for you under your Medicaid benefits. The Drug List tells you how to find out which
drugs are covered under Medicaid.

The drugs on this list are selected by the plan with the help of a team of doctors and pharmacists.
The list must meet requirements set by Medicare. Medicare has approved the Hamaspik
Medicare Choice Drug List.

The Drug List also tells you if there are any rules that restrict coverage for your drugs.

We will provide you a copy of the Drug List. The Drug List we provide you includes information
for the covered drugs that are most commonly used by our members. However, we cover
additional drugs that are not included in the provided Drug List. If one of your drugs is not listed
in the Drug List, you should visit our website or contact Member Services to find out if we cover
it. To get the most complete and current information about which drugs are covered, you can
visit the plan’s website (www.hamaspik.com) or call Member Services (phone numbers are
printed on the back cover of this booklet).

Legal Term: Creditable Prescription Drug Coverage

Creditable prescription drug coverage (for example, from an employer or union) that is
expected to pay, on average, at least as much as Medicare’s standard prescription drug
coverage. People who have this kind of coverage when they become eligible for Medicare
can generally keep that coverage without paying a penalty, if they decide to enroll in
Medicare prescription drug coverage later.

Section 3.4 The Part D Explanation of Benefits (the “Part D EOB”): Reports
with a summary of payments made for your Part D prescription
drugs

When you use your Part D prescription drug benefits, we will send you a summary report to help
you understand and keep track of payments for your Part D prescription drugs. This summary
report is called the Part D Explanation of Benefits (or the “Part D EOB”).

The Part D Explanation of Benefits tells you the total amount you, others on your behalf, and we
have spent on your Part D prescription drugs and the total amount paid for each of your Part D
prescription drugs during each month the Part D benefit is used. The Part D EOB provides more
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information about the drugs you take, such as increases in price and other drugs with lower cost
sharing that may be available. You should consult with your prescriber about these lower cost
options. Chapter 5 gives you more information about the Explanation of Benefits and how it can
help you keep track of your drug coverage.

The Part D Explanation of Benefits is also available upon request. To get a copy, please contact
Member Services (phone numbers are printed on the back cover of this booklet).

SECTION 4 Your monthly premium for Hamaspik Medicare
Choice

Section 4.1 How much is your plan premium?

You do not pay a separate monthly plan premium for Hamaspik Medicare Choice. You must
continue to pay your Medicare Part B premium (unless your Part B premium is paid for you by
Medicaid or another third party).

Legal Term: Extra Help
A Medicare program to help people with limited income and resources pay Medicare
prescription drug program costs, such as premiums, deductibles, and coinsurance.

Some members are required to pay other Medicare premiums

Some members are required to pay other Medicare premiums. As explained in Section 2 above,
in order to be eligible for our plan, you must maintain your eligibility for Medicaid as well as
have both Medicare Part A and Medicare Part B. For most Hamaspik Medicare Choice members,
Medicaid pays for your Part A premium (if you don’t qualify for it automatically) and for your
Part B premium. If Medicaid is not paying your Medicare premiums for you, you must continue
to pay your Medicare premiums to remain a member of the plan.

e If your modified adjusted gross income as reported on your IRS tax return from 2 years
ago is above a certain amount, you’ll pay the standard premium amount and an Income
Related Monthly Adjustment Amount, also known as IRMAA. IRMAA is an extra
charge added to your premium. If you have to pay an extra amount, Social Security, not
your Medicare plan, will send you a letter telling you what that extra amount will be. If
you had a life-changing event that caused your income to go down, you can ask Social
Security to reconsider their decision.

e If you are required to pay the extra amount and you do not pay it, you will be
disenrolled from the plan.
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e You can also visit www.medicare.gov on the Web or call 1-800-MEDICARE (1-800-
633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048. Or
you may call Social Security at 1-800-772-1213. TTY users should call 1-800-325-0778.

Your copy of the Medicare & You 2022 handbook gives information about these premiums in
the section called “2022 Medicare Costs.” Everyone with Medicare receives a copy of the
Medicare & You 2022 handbook each year in the fall. Those new to Medicare receive it within a
month after first signing up. You can also download a copy of the Medicare & You 2022
handbook from the Medicare website (www.medicare.gov). Or, you can order a printed copy by
phone at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users call
1-877-486-2048.

Section 4.2. Can we change your monthly plan premium during the year?

No, we are not allowed to begin charging a monthly plan premium during the year. If the
monthly plan premium changes for next year, we will tell you in September and the change will
take effect on January 1.

However, in some cases, you may need to start paying or may be able to stop paying a late
enrollment penalty. (The late enroliment penalty may apply if you had a continuous period of 63
days or more in a row when you didn’t have “creditable” prescription drug coverage.) This could
happen if you become eligible for the “Extra Help” program or if you lose your eligibility for the
“Extra Help” program during the year:

* [f you lose Extra Help, you may be subject to the late enrollment penalty if you go 63
days or more in a row without Part D or other creditable prescription drug coverage.

You can find out more about the “Extra Help” program in Chapter 2, Section 7.

SECTION 5 Please keep your plan membership record up to date

Section 5.1 How to help make sure that we have accurate information
about you

Your membership record has information from your enroliment form, including your address and
telephone number. It shows your specific plan coverage, including information about your
Primary Care Provider.

The doctors, hospitals, pharmacists, and other providers in the plan’s network need to have
correct information about you. These network providers use your membership record to
know what services and drugs are covered and the cost-sharing amounts for you. Because
of this, it is very important that you help us keep your information up to date.
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Let us know about these changes:
e Changes to your name, your address, or your phone number

e Changes in any other health insurance coverage you have (such as from your employer,
your spouse’s employer, workers’ compensation, or Medicaid)

e If you have any liability claims, such as claims from an automobile accident

e If you have been admitted to a nursing home

e If you receive care in an out-of-area or out-of-network hospital or emergency room
e If your designated responsible party (such as a caregiver) changes

e If you are participating in a clinical research study

If any of this information changes, please let us know by calling Member Services (phone
numbers are printed on the back cover of this booklet).

It is also important to contact Social Security if you move or change your mailing address. You
can find phone numbers and contact information for Social Security in Chapter 2, Section 5.

Read over the information we send you about any other insurance coverage you
have

Medicare requires that we collect information from you about any other medical or drug
insurance coverage that you have. That’s because we must coordinate any other coverage you
have with your benefits under our plan. (For more information about how our coverage works
when you have other insurance, see Section 7 in this chapter.)

Once each year, we will send you a letter that lists any other medical or drug insurance coverage

that we know about. Please read over this information carefully. If it is correct, you don’t need to
do anything. If the information is incorrect, or if you have other coverage that is not listed, please
call Member Services (phone numbers are printed on the back cover of this booklet).

SECTION 6 We protect the privacy of your personal health
information

Section 6.1 We make sure that your health information is protected

Federal and state laws protect the privacy of your medical records and personal health
information. We protect your personal health information as required by these laws.

For more information about how we protect your personal health information, please go to
Chapter 8, Section 1.3 of this booklet.
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SECTION 7 How other insurance works with our plan

Section 7.1 Which plan pays first when you have other insurance?

When you have other insurance (like employer group health coverage), there are rules set by
Medicare that decide whether our plan or your other insurance pays first. The insurance that pays
first is called the “primary payer” and pays up to the limits of its coverage. The one that pays
second, called the “secondary payer,” only pays if there are costs left uncovered by the primary
coverage. The secondary payer may not pay all of the uncovered costs.

These rules apply for employer or union group health plan coverage:

e If you have retiree coverage, Medicare pays first.

e Ifyour group health plan coverage is based on your or a family member’s current
employment, who pays first depends on your age, the number of people employed by
your employer, and whether you have Medicare based on age, disability, or End-Stage
Renal Disease (ESRD):

o If you’re under 65 and disabled and you or your family member is still working,
your group health plan pays first if the employer has 100 or more employees or at
least one employer in a multiple employer plan that has more than 100 employees.

o Ifyou’re over 65 and you or your spouse is still working, your group health plan
pays first if the employer has 20 or more employees or at least one employer in a
multiple employer plan that has more than 20 employees.

e If you have Medicare because of ESRD, your group health plan will pay first for the first
30 months after you become eligible for Medicare.

These types of coverage usually pay first for services related to each type:

e No-fault insurance (including automobile insurance)
e Liability (including automobile insurance)

e Black lung benefits

e Workers’ compensation

Medicaid and TRICARE never pay first for Medicare-covered services. They only pay after
Medicare and/or employer group health plans have paid.

If you have other insurance, tell your doctor, hospital, and pharmacy. If you have questions about
who pays first, or you need to update your other insurance information, call Member Services
(phone numbers are printed on the back cover of this booklet). You may need to give your plan
member ID number to your other insurers (once you have confirmed their identity) so your bills
are paid correctly and on time.

Legal Term: Medicare-Covered Service:
These are services covered by Medicare Part A and Part B. All Medicare health plans,
including our plan, must cover all of the services that are covered by Medicare Part A and B.
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SECTION 1

Hamaspik Medicare Choice contacts
(how to contact us, including how to reach Member
Services at the plan)

How to contact our plan’s Member Services

For assistance with claims, billing, or member card questions, please call or write to Hamaspik
Medicare Choice Member Services. We will be happy to help you.

Method
CALL

TTY

FAX
WRITE

WEBSITE

Member Services — Contact Information
1-888-426-2774

Calls to this number are free.

Member Services is available 7 days a week, from 8:00 am to 8:00 pm,
October 1, 2021, through March 31, 2022.

From April 1, 2022, through September 30, 2022, our Member Service
Department will be available Monday through Friday, 8:00 am to 8:00
pm.

Member Services also has free language interpreter services available
for non-English speakers.

711 (New York Relay)

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.

866-272-4092

Hamaspik Medicare Choice
58 Route 59, Suite 1
Monsey, NY 10952

You can also email us at info@hamaspik.com.

www.hamaspik.com
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How to contact us when you are asking for a coverage decision about your

medical care

A coverage decision is a decision we make about your benefits and coverage or about the
amount we will pay for your medical services. For more information on asking for coverage
decisions about your medical care, see Chapter 9 (What to do if you have a problem or
complaint (coverage decisions, appeals, complaints)).

You may call us if you have questions about our coverage decision process.

Method
CALL

TTY

FAX
WRITE

WEBSITE

Coverage Decisions for Medical Care — Contact Information
1-888 426-2774

Calls to this number are free.

Member Service is available 7 days a week, from 8:00 am to 8:00 pm,
October 1, 2021, through March 31, 2022.

From April 1, 2022, through September 30, 2022, our Member Service
Department will be available Monday through Friday, 8:00 am
to 8:00 pm.

711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking. Calls to this
number are free.

Calls to this number are free.

866-272-4092

Hamaspik Medicare Choice
58 Route 59, Suite 1
Monsey, NY 10952

You can also email us at info@hamaspik.com.
www.hamaspik.com

21



2022 Evidence of Coverage for Hamaspik Medicare Choice
Important phone numbers and resources

Chapter 2.

How to contact us when you are making an appeal about your medical care

An appeal is a formal way of asking us to review and change a coverage decision we have
made. For more information on making an appeal about your medical care, see Chapter 9
(What to do if you have a problem or complaint (coverage decisions, appeals, complaints)).

Method
CALL

TTY

FAX
WRITE

WEBSITE

Appeals for Medical Care — Contact Information

1-888-426-2774
Calls to this number are free.

Member Services is available 7 days a week, from 8:00 am to 8:00 pm,
October 1, 2021, through March 31, 2022.

From April 1, 2022, through September 30, 2022, this phone number
will be available Monday through Friday, 8:00 am to 8:00 pm.

Hamaspik Medicare Choice will accept expedited and standard appeal
requests by phone. The plan will also accept payment requests in
writing.

711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.

866-272-4092

Hamaspik Medicare Choice
Attn: Grievance and Appeals
58 Route 59, Suite 1
Monsey, NY 10952

Email: quality@hamaspik.com
www.hamaspik.com
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How to contact us when you are making a complaint about your medical care

You can make a complaint about us or one of our network providers, including a complaint
about the quality of your care. This type of complaint does not involve coverage or payment
disputes. (If your problem is about the plan’s coverage or payment, you should look at the
section above about making an appeal.) For more information on making a complaint about
your medical care, see Chapter 9 (What to do if you have a problem or complaint (coverage
decisions, appeals, complaints)).

Method Complaints about Medical Care — Contact Information
CALL 1-888-426-2774

Calls to this number are free.

Member Services is available 7 days a week, 8:00 am to 8:00 pm, from
October 1, 2021, through March 31, 2022.

From April 1, 2022, through September 30, 2022, this phone number
will be available Monday through Friday, 8:00 am to 8:00 pm.

TTY 711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.

FAX 866-272-4092

WRITE Hamaspik Medicare Choice
Attn: Grievance and Appeals
58 Route 59, Suite 1
Monsey, NY 10952

Email: quality@hamaspik.com

MEDICARE You can submit a complaint about Hamaspik Medicare Choice directly
WEBSITE to Medicare. To submit an online complaint to Medicare go to
www.medicare.gov/MedicareComplaintForm/home.aspx.
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How to contact us when you are asking for a coverage decision about your Part D
prescription drugs

A coverage decision is a decision we make about your benefits and coverage or about the
amount we will pay for your prescription drugs covered under the Part D benefit included in
your plan. For more information on asking for coverage decisions about your Part D
prescription drugs, see Chapter 9 (What to do if you have a problem or complaint (coverage
decisions, appeals, complaints).

Method Coverage Decisions for Part D Prescription Drugs —
Contact Information
CALL 1-888-426-2774

Calls to this number are free.

Member Services is available 7 days a week, 8:00 am to 8:00 pm, from
October 1, 2021, through March 31, 2022.

From April 1, 2022, through September 30, 2022, the phone number
will be available Monday through Friday, 8:00 am to 8:00 pm.

TTY 1
This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.
Calls to this number are free.

FAX 866-272-4092

WRITE Hamaspik, Inc.
Medicaid Advantage Plus
P.O. Box 1167

Maryland Heights, MO 63043
Email: quality@hamaspik.com

WEBSITE www.hamaspik.com
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How to contact us when you are making an appeal about your Part D prescription
drugs

An appeal is a formal way of asking us to review and change a coverage decision we have
made. For more information on making an appeal about your Part D prescription drugs, see
Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)).

Method Appeals for Part D Prescription Drugs — Contact Information
CALL 1-888-426-2774

Calls to this number are free.

Member Services is available 7 days a week, 8:00 am to 8:00 pm, from
October 1, 2021, through March 31, 2022.

From April 1, 2022, through September 30, 2022, the phone number
will be available Monday through Friday, 8:00 am to 8:00 pm.

Hamaspik Medicare Choice will accept expedited and standard appeal
requests by phone. The plan will also accept payment requests in
writing.

TTY n

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.

FAX 866-272-4092

WRITE Hamaspik, Inc.
Medicaid Advantage Plus
P.O. Box 1167

Maryland Heights, MO 63043
Email: quality@hamaspik.com

WEBSITE www.hamaspik.com
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How to contact us when you are making a complaint about your Part D
prescription drugs

You can make a complaint about us or one of our network pharmacies, including a complaint
about the quality of your care. This type of complaint does not involve coverage or payment
disputes. (If your problem is about the plan’s coverage or payment, you should look at the
section above about making an appeal.) For more information on making a complaint about
your Part D prescription drugs, see Chapter 9 (What to do if you have a problem or complaint
(coverage decisions, appeals, complaints).

Method Complaints about Part D prescription drugs — Contact Information

CALL 1-888-426-2774
Calls to this number are free.

Member Services is available 7 days a week, 8:00 am to 8:00 pm, from
October 1, 2021, through March 31, 2022.

From April 1, 2022, through September 30, 2022, the phone number
will be available Monday through Friday, 8:00 am to 8:00 pm.

Hamaspik Medicare Choice will accept expedited and standard
complaints by phone.

TTY 11

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.

FAX 866-272-4092

WRITE Hamaspik Medicare Choice
Attn: Grievance and Appeals
58 Route 59, Suite 1
Monsey, NY 10952

Email: quality@hamaspik.com
MEDICARE You can submit a complaint about Hamaspik Medicare Choice directly

WEBSITE to Medicare. To submit an online complaint to Medicare go to
www.medicare.gov/MedicareComplaintForm/home.aspx.

Where to send a request asking us to pay our share of the cost for medical care
or adrug you have received

For more information on situations in which you may need to ask us for reimbursement or to
pay a bill you have received from a provider, see Chapter 7 (Asking us to pay our share of a
bill you have received for covered medical services or drugs).
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Please note: If you send us a payment request and we deny any part of your request, you can
appeal our decision. See Chapter 9 (What to do if you have a problem or complaint (coverage
decisions, appeals, complaints)) for more information.

Method Payment Request — Contact Information
CALL 1-888-426-2774

Calls to this number are free.

Member Services is available 7 days a week, 8:00 am to 8:00 pm, from
October 1, 2021, through March 31, 2022. From April 1, 2022, through
September 30, 2022, the phone number will be available Monday
through Friday, 8:00 am to 8:00 pm.

Hamaspik Medicare Choice will accept payment requests in writing
and may choose to also accept payment requests by phone.

TTY n

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

FAX 866-272-4092

WRITE Send Part C Hamaspik payment requests to:

Medicare Choice

Attn: Claims Department
58 Route 59, Suite 1
Monsey, NY 10952

Email: quality@hamaspik.com

Send Part D prescription drug payment requests to:
Hamaspik Inc.

Medicaid Advantage Plus

P.O. Box 1167,

Maryland Heights, MO 63043

WEBSITE www.hamaspik.com
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SECTION 2 Medicare
(how to get help and information directly from the Federal
Medicare program)

Medicare is the Federal health insurance program for people 65 years of age or older, some
people under age 65 with disabilities, and people with End-Stage Renal Disease (permanent
kidney failure requiring dialysis or a kidney transplant).

The Federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services
(sometimes called “CMS”). This agency contracts with Medicare Advantage organizations
including us.

Method Medicare — Contact Information

CALL 1-800-MEDICARE, or 1-800-633-4227
Calls to this number are free.
24 hours a day, 7 days a week.

TTY 1-877-486-2048

This number requires special telephone equipment and is only for people who
have difficulties with hearing or speaking.

Calls to this number are free.

WEBSITE www.medicare.gov

This is the official government website for Medicare. It gives you up-to-date
information about Medicare and current Medicare issues. It also has
information about hospitals, nursing homes, physicians, home health
agencies, and dialysis facilities. It includes booklets you can print directly
from your computer. You can also find Medicare contacts in your state.

The Medicare website also has detailed information about your Medicare
eligibility and enrollment options with the following tools:

e Medicare Eligibility Tool: Provides Medicare eligibility status
information.

e Medicare Plan Finder: Provides personalized information about
available Medicare prescription drug plans, Medicare health plans,
and Medigap (Medicare Supplement Insurance) policies in your area.
These tools provide an estimate of what your out-of-pocket costs
might be in different Medicare plans.
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Method Medicare — Contact Information

WEBSITE You can also use the website to tell Medicare about any complaints you have
(continued)  about Hamaspik Medicare Choice.

e Tell Medicare about your complaint: You can submit a complaint
about Hamaspik Medicare Choice directly to Medicare. To submit a
complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx. Medicare
takes your complaints seriously and will use this information to help
improve the quality of the Medicare program.

If you don’t have a computer, your local library or senior center may be able
to help you visit this website using its computer. Or, you can call Medicare
and tell them what information you are looking for. They will find the
information on the website, print it out, and send it to you. (You can call
Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a
week. TTY users should call 1-877-486-2048.)

29

SECTION 3 State Health Insurance Assistance Program
(free help, information, and answers to your questions
about Medicare)

The State Health Insurance Assistance Program (SHIP) is a government program with trained
counselors in every state. In New York State, the SHIP is called the State Health Insurance
Assistance Program (HIICAP).

The State Health Insurance Assistance Program (HIICAP) is independent (not connected with
any insurance company or health plan). It is a state program that gets money from the Federal
government to give free local health insurance counseling to people with Medicare.

The State Health Insurance Assistance Program (HIICAP) counselors can help you with your
Medicare questions or problems. They can help you understand your Medicare rights, help you
make complaints about your medical care or treatment, and help you straighten out problems
with your Medicare bills. The HIICAP counselors can also help you understand your Medicare
plan choices and answer questions about switching plans.
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METHOD TO ACCESS SHIP and OTHER RESOURCES:

e Visit www.medicare.gov

e Click on “Forms, Help, and Resources” on far right of menu on top
e In the drop down click on “Phone Numbers & Websites”

e You now have several options

o Option #1: You can have a live chat

o Option #2: You can click on any of the “TOPICS” in the menu on bottom

o Option #3: You can select your STATE from the dropdown menu and click GO.
This will take you to a page with phone numbers and resources specific to your
state.

Method New York State Health Insurance Assistance Program (HIICAP) —
Contact Information

CALL 1-800-701-0501
Calls to this number are free.

TTY 711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.

WRITE New York State Office for the Aging
2 Empire State Plaza
Albany, New York 12223-1251

WEBSITE http://www.aging.ny.gov/

SECTION 4 Quality Improvement Organization
(paid by Medicare to check on the quality of care for
people with Medicare)

There is a designated Quality Improvement Organization for serving Medicare beneficiaries in
each state. For New York State, the Quality Improvement Organization is called Livanta.

Livanta has a group of doctors and other health care professionals who are paid by the Federal
government. This organization is paid by Medicare to check on and help improve the quality of
care for people with Medicare. Livanta is an independent organization. It is not connected with
our plan.
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You should contact Livanta in any of these situations:

e You have a complaint about the quality of care you have received.
e You think coverage for your hospital stay is ending too soon.

e You think coverage for your home health care, skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services are ending too soon.

Method Livanta (New York State’s Quality Improvement Organization) —
Contact Information
CALL 1-866-815-5440

Monday through Friday from 9:00 am to 5:00 pm.
24-hour voicemail service is available.
Calls to this number are free.

TTY 1-866-868-2289

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.
WRITE Livanta LLC
BFCC-QIO

10820 Guilford Road, Suite 202
Annapolis Junction, MD 20701-1105

WEBSITE https://livantagio.com/en/beneficiary/quality _of care

SECTION 5 Social Security

Social Security is responsible for determining eligibility and handling enrollment for Medicare.
U.S. citizens and lawful permanent residents who are 65 or older, or who have a disability or
End-Stage Renal Disease and meet certain conditions, are eligible for Medicare. If you are
already getting Social Security checks, enrollment into Medicare is automatic. If you are not
getting Social Security checks, you have to enroll in Medicare. To apply for Medicare, you can
call Social Security or visit your local Social Security office.

Social Security is also responsible for determining who has to pay an extra amount for their Part
D drug coverage because they have a higher income. If you got a letter from Social Security
telling you that you have to pay the extra amount and have questions about the amount or if your
income went down because of a life-changing event, you can call Social Security to ask for
reconsideration.
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If you move or change your mailing address, it is important that you contact Social Security to
let them know.

Method Social Security — Contact Information

CALL 1-800-772-1213
Calls to this number are free.
Available 7:00 am to 7:00 pm, Monday through Friday.

You can use Social Security’s automated telephone services to get
recorded information and conduct some business 24 hours a day.

TTY 1-800-325-0778

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.
Available 7:00 am to 7:00 pm, Monday through Friday.

WEBSITE WWW.SSa.gov

SECTION 6 Medicaid
(a joint Federal and state program that helps with medical
costs for some people with limited income and resources)

Medicaid is a joint Federal and state government program that helps with medical costs for
certain people with limited incomes and resources.

If you have questions about the assistance you get from Medicaid, contact the New York State
Department of Health. Call 1-800-541-2831 for information. The New York State Department of
Health hours are 8:30 a.m. to 4:45 p.m., Monday through Friday.

Each state is required to develop their own Medicaid state plan, which is approved by the federal
Department of Health and Human Services. The New York State plan includes specific
information about the administration, eligibility requirements and benefits covered by Medicaid.

The state’s plan covers doctor’s visits, hospital costs, long term care services in a nursing home
and at your home or community, behavioral health care, dental care, vision care, hearing care,
and many other services. The New York State Medicaid plan is administered by the New York
State Department of Health.

As a member of Hamaspik Medicare Choice, you qualify for both Medicare and Medicaid,
which is sometimes called “dually eligible” for services. As long as you continue to meet the
qualifications for Medicare eligibility and the New York State qualifications for Medicaid, you
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will continue to qualify as a dual eligible. Medicaid covers benefits that are not offered by
Medicare.

An important goal of Hamaspik Medicare Choice is to provide better coordination of your
Medicare and Medicaid benefits. Many of your Medicaid benefits are provided through this
health plan, Hamaspik Medicare Choice. The information in Chapter 4 of this Evidence of
Coverage booklet tells you about your Medicare and Medicaid services that are included in your
health plan. Please also see your Medicaid Member Handbook, which is included as Chapter 13
in this booklet, for more information about your Medicaid services.

Our staff can help you understand the health care services that are provided to you by Hamaspik
Medicare Choice, as well as the services that are provided by Medicaid. We can help to ensure
that you receive all of the care that you need.

Method New York State Department of Health - (New York State’s
Medicaid program) — Contact Information
CALL Call 1-800-541-2831
The hours are 8:30 a.m. to 4:45 p.m., Monday through Friday
TTY 711 (New York Relay)

Calls to this number are free.

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

WRITE New York State Department of Health
Office of the Commissioner
Corning Tower
Empire State Plaza
Albany, NY 12237

WEBSITE http://www.health.ny.gov/health_care/medicaid
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The New York State Office of Aging helps people enrolled in Medicaid with service or billing
problems. They can help you file a grievance or appeal with our plan.

Method New York State Office for Aging — Contact Information
CALL 1-800-342-9871
TTY 711 (New York Relay)

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

WRITE New York State Office for the Aging Agency
Building #2
Empire State Plaza
Albany, NY 12223

WEBSITE http://www.aging.ny.gov/

The New York State Office for Aging also has an Ombudsman Program, which helps people get
information about nursing homes and resolve problems between nursing homes and residents or
their families. You can contact the Ombudsman Program at the phone number, address, and
website listed above.

MLTC/MAP Participant Ombudsman

The Participant Ombudsman, called the Independent Consumer Advocacy Network (ICAN), is
an independent organization that provides free ombudsman services to long term care recipients
in the state of New York. You can get free independent advice about your coverage, complaints,
and appeal options. They can help you manage the appeal process.

They can also provide support before you enroll in a MAP plan like Hamaspik Medicare Choice.
This support includes unbiased health plan choice counseling and general program related
information.

Contact ICAN to learn more about their services:

Phone: 1-844-614-8800
TTY users, please call: 711
Web: www.icannys.org
Email: ican@cssny.org

O O O O
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SECTION 7 Information about programs to help people pay for
their prescription drugs

Medicare’s “Extra Help” Program

Medicare provides “Extra Help” to pay prescription drug costs for people who have limited
income and resources. Resources include your savings and stocks, but not your home or car.
Those who qualify get help paying for any Medicare drug plan’s monthly premium, yearly
deductible, and prescription copayments. This “Extra Help” also counts toward your out-of-
pocket costs.

People with limited income and resources may qualify for “Extra Help.” Some people
automatically qualify for “Extra Help” and don’t need to apply. Medicare mails a letter to people
who automatically qualify for “Extra Help.”

Because you are eligible for Medicaid, you qualify for and are getting “Extra Help” from
Medicare to pay for your prescription drug plan costs. You do not need to do anything further to
get this “Extra Help.”

If you have questions about “Extra Help,” call:

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

e The Social Security Office at 1-800-772-1213, between 7 am to 7 pm, Monday through
Friday. TTY users should call 1-800-325-0778; or

e Your State Medicaid Office (applications) (See Section 6 of this chapter for contact
information).

If you believe that you are paying an incorrect cost-sharing amount when you get your
prescription at a pharmacy, our plan has established a process that allows you to either request
assistance in obtaining evidence of your proper copayment level, or, if you already have the
evidence, to provide this evidence to us.

When we receive the evidence showing your copayment level, we will update our system so that
you can pay the correct copayment when you get your next prescription at the pharmacy. If you
overpay your copayment, we will reimburse you. Either we will forward a check to you in the
amount of your overpayment, or we will offset future copayments. If the pharmacy hasn’t
collected a copayment from you and is carrying your copayment as a debt owed by you, we may
make the payment directly to the pharmacy. If a state paid on your behalf, we may make
payment directly to the state. Please contact Member Services if you have questions (phone
numbers are printed on the back cover of this booklet).
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What if you have coverage from a State Pharmaceutical Assistance Program (SPAP)?

If you are enrolled in a State Pharmaceutical Assistance Program (SPAP), or any other program
that provides coverage for Part D drugs (other than “Extra Help”), you still get the 70% discount
on covered brand name drugs. Also, the plan pays 5% of the costs of brand drugs in the coverage
gap. The 70% discount and the 5% paid by the plan are both applied to the price of the drug
before any SPAP or other coverage.

What if you have coverage from an AIDS Drug Assistance Program (ADAP)?
What is the AIDS Drug Assistance Program (ADAP)?

The AIDS Drug Assistance Program (ADAP) helps ADAP-eligible individuals living with
HIV/AIDS have access to life-saving HIV medications. Medicare Part D prescription drugs that
are also covered by ADAP qualify for prescription cost-sharing assistance from the New York
State ADAP program.

The New York State ADAP program is to provide access to medical services and HIV
medications for all New York State residents with HIV or those individuals who are at risk of
acquiring the HIV infection. Note: To be eligible for the ADAP operating in your State,
individuals must meet certain criteria, including proof of State residence and HIV status, low
income as defined by the State, and uninsured/under-insured status.

Note: To be eligible for the ADAP operating in your State, individuals must meet certain
criteria, including proof of State residence and HIV status, low income as defined by the State,
and uninsured/under-insured status.

If you are currently enrolled in an ADAP, it can continue to provide you with Medicare Part D
prescription cost-sharing assistance for drugs on the ADAP formulary. In order to be sure you
continue receiving this assistance, please notify your local ADAP enrollment worker of any
changes in your Medicare Part D plan name or policy number.

For information on eligibility criteria, covered drugs, or how to enroll in the program, please call
1-800-542-2437, or you can send an email to: adap@health.state.ny.us

What if you get “Extra Help” from Medicare to help pay your prescription drug costs?
Can you get the discounts?

Most of our members get “Extra Help” from Medicare to pay for their prescription drug plan
costs. If you get “Extra Help,” the Medicare Coverage Gap Discount Program does not apply to
you. If you get “Extra Help,” you already have coverage for your prescription drug costs during
the coverage gap.
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What if you don’t get a discount, and you think you should have?

If you think that you have reached the coverage gap and did not get a discount when you paid for
your brand name drug, you should review your next Part D Explanation of Benefits (Part D
EOB) notice. If the discount doesn’t appear on your Part D Explanation of Benefits, you should
contact us to make sure that your prescription records are correct and up-to-date. If we don’t
agree that you are owed a discount, you can appeal. You can get help filing an appeal from your
State Health Insurance Assistance Program (SHIP) (telephone numbers are in Section 3 of this
Chapter) or 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.

State Pharmaceutical Assistance Programs
Many states have State Pharmaceutical Assistance Programs that help some people pay for
prescription drugs based on financial need, age, medical condition, or disabilities. Each state has

different rules to provide drug coverage to its members.

In New York State, the State Pharmaceutical Assistance Program is the Elderly Pharmacy
Insurance Coverage (EPIC). Contact information for EPIC is below:

Method Elderly Pharmacy Insurance Coverage (EPIC)
(New York State’s Pharmaceutical Assistance Program)
CALL 1-800 332-3742

EPIC operates a toll-free Helpline which is available from 8:30AM to
5:00PM, Monday through Friday.

TTY 711 (New York Relay Service)
Calls to this number are free.

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

WRITE EPIC
P.O. Box 15018

Albany, NY 12212-5018

Email: epic@health.state.ny.us
WEBSITE https://www.health.ny.gov/health_care/epic/

SECTION 8 How to contact the Railroad Retirement Board

The Railroad Retirement Board is an independent Federal agency that administers
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comprehensive benefit programs for the nation’s railroad workers and their families. If you have
questions regarding your benefits from the Railroad Retirement Board, contact the agency.

If you receive your Medicare through the Railroad Retirement Board, it is important that you let
them know if you move or change your mailing address.

Method Railroad Retirement Board — Contact Information

CALL 1-877-772-5772
Calls to this number are free.

If you press “0,” you may speak with an RRB representative from 9:00
am to 3:30 pm, Monday, Tuesday, Thursday, and Friday, and from
9:00 am to 12:00 pm on Wednesday.

If you press “1”, you may access the automated RRB HelpLine and
recorded information 24 hours a day, including weekends and
holidays.

TTY 1-312-751-4701

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are not free.

WEBSITE rrb.gov/

SECTION 9 Do you have “group insurance” or other health
insurance from an employer?

If you (or your spouse) get benefits from your (or your spouse’s) employer or retiree group as
part of this plan, you may call the employer/union benefits administrator or Member Services if
you have any questions. You can ask about your (or your spouse’s) employer or retiree health
benefits or premiums. (Phone numbers for Member Services are printed on the back cover of this
booklet.) You may also call 1-800-MEDICARE (1-800-633-4227; TTY: 1-877-486-2048) with
questions related to your Medicare coverage under this plan or enrollment periods to make a

change.

If you have other prescription drug coverage through your (or your spouse’s) employer or
retiree group, please contact that group’s benefits administrator. The benefits administrator
can help you determine how your current prescription drug coverage will work with our plan.


https://rrb.gov/

CHAPTER 3

Using the plan’s coverage for your
medical and other covered services
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SECTION 1 Things to know about getting your medical care and
other services covered as a member of our plan

This chapter explains what you need to know about using the plan to get your medical care and
other services covered. It gives definitions of terms and explains the rules you will need to
follow to get the medical treatments, services, and other medical care that are covered by the
plan.

For the details on what medical care is covered by our plan and how much you pay when you
get this care, use the benefits chart in the next chapter, Chapter 4 (Medical Benefits Chart,
what is covered and what you pay).

Section 1.1 What are “network providers” and “covered services”?

Here are some definitions that can help you understand how you get the care and services that
are covered for you as a member of our plan:

e “Providers” are doctors and other health care professionals licensed by the state to
provide medical services and care. The term “providers” also includes hospitals and other
health care facilities.

e “Network providers” are the doctors and other health care professionals, medical
groups, hospitals, and other health care facilities that have an agreement with us to accept
our payment and your cost-sharing amount as payment in full. We have arranged for
these providers to deliver covered services to members in our plan. The providers in our
network bill us directly for care they give you. When you see a network provider, you
pay nothing for covered services.

e “Covered services” include all the medical care, health care services, supplies, and
equipment that are covered by our plan. Your covered services for medical care are listed
in the benefits chart in Chapter 4.

Section 1.2 Basic rules for getting your medical care and other services
covered by the plan

As a Medicare and Medicaid health plan, Hamaspik Medicare Choice must cover all services
covered by Original Medicare, and we also offer other services (such as your Medicaid covered
long term care services) in addition to those covered under Original Medicare. See the Benefits
Table in Chapter 4 for a list of covered benefits.

Hamaspik Medicare Choice will generally cover your medical care as long as:

e The care you receive is included in the plan’s Medical Benefits Chart (this chart is in
Chapter 4 of this booklet).
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The care you receive is considered medically necessary. “Medically necessary” means
that the services, supplies, or drugs are needed for the prevention, diagnosis, or treatment
of your medical condition and meet accepted standards of medical practice.

You have a network primary care provider (a PCP) who is providing and
overseeing your care. As a member of our plan, you must choose a network PCP (for
more information about this, see Section 2.1 in this chapter).

o In most situations, your network PCP will coordinate the services that you receive
from other providers in the plan’s network, such as specialists, hospitals, skilled
nursing facilities, or home health care agencies.

o Referrals from your PCP are not required for you to receive services, and no
authorization is needed for emergency care or urgently needed services. There are
also some other kinds of care you can get without having approval in advance (for
more information about this, see Section 2.2 of this chapter).

Legal Term: Emergency Care

A medical emergency is when you, or any other prudent layperson with an average
knowledge of health and medicine, believe that you have medical symptoms that require
immediate medical attention to prevent loss of life, loss of a limb, or loss of function of a
limb. The medical symptoms may be an illness, injury, severe pain, or a medical condition
that is quickly getting worse.

Legal Term: Urgently Needed Services

Urgently needed services are provided to treat a non-emergency, unforeseen medical illness,
injury, or condition that requires immediate medical care. Urgently needed services may be

furnished by network providers or by out-of-network providers when network providers are
temporarily unavailable or inaccessible.

You must receive your care from a network provider (for more information about
this, see Section 2 in this chapter). In most cases, care you receive from an out-of-
network provider (a provider who is not part of our plan’s network) will not be covered.
Here are three exceptions:

o The plan covers emergency care or urgently needed services that you get from an
out-of-network provider. For more information about this, and to see what
emergency or urgently needed services means, see Section 3 in this chapter.

o If you need medical care that Medicare or Medicaid requires our plan to cover and
the providers in our network cannot provide this care, you can get this care from
an out-of-network provider. Authorization should be obtained from the plan prior
to seeing care. In this situation, we will cover these services as if you got the care
from a network provider OR at no cost to you. For information about getting
approval to see an out-of-network doctor, see Section 2.4 in this chapter.

o The plan covers kidney dialysis services that you get at a Medicare-certified
dialysis facility when you are temporarily outside the plan’s service area.
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Legal Term: Prior Authorization

Prior authorization is approval in advance to get services or certain drugs that may
or may not be on our formulary. Some in-network medical services are covered
only if your doctor or other network provider gets “prior authorization” from our
plan. Covered services that need prior authorization are marked in the Benefits
Chart in Chapter 4. Some drugs are covered only if your doctor or other network
provider gets “prior authorization” from us. Covered drugs that need prior
authorization are marked in the formulary.

SECTION 2 Use providers in the plan’s network to get your

medical care and other services

Section 2.1 You must choose a Primary Care Provider (PCP) to provide

and oversee your care

What is a “PCP” and what does the PCP do for you?

What is a PCP?

When you become a member of Hamaspik Medicare Choice, you must choose a network
provider to be your PCP. A Primary Care Physician (PCP) is your main doctor. Your
PCP is the person who will help you with anything from a cold, your annual physical, or
routine preventive tests that you may need. Your PCP will coordinate many of the
services you receive as a member of Hamaspik Medicare Choice. If you have
complicated medical problems, your PCP will work with the specialists you need and
make sure that they are not duplicating tests or procedures that have been done by
another specialists.

Your PCP is a physician who is board certified, has met state requirements and is trained
to give you basic medical care.

When you become a member of Hamaspik Medicare Choice, you must choose a network
provider to be you PCP.

What types of providers may act as a PCP?

Your PCP will usually be an internist or family practice doctor. If you are a woman, you
can also select your gynecologist to be your PCP.

Explain the role of a PCP in your plan.

Your PCP will provide most of your care and will help you coordinate many of the
covered services that you get as a member in Hamaspik Choice. He/she may recommend
that you see specialists or receive certain tests related to your health care needs. If you
are hospitalized, your PCP will monitor your condition, even though different doctors are
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probably taking care of you while you are in the hospital. And he will also work with
you when you are discharged to be sure that you receive the follow-up care and services
that you need.

e  What is the role of the PCP in coordinating covered services?

Your PCP will help coordinate many of the healthcare services that you may need, such
as specialist consultations, laboratory and diagnostics tests. Coordinating services also
means that your PCP will follow-up with other plans.

o What is the role of the PCP in making decisions about or obtaining prior
authorization, if applicable?

Certain covered services or supplies may require prior authorization (prior approval)
from Hamaspik Medicare Choice. (There is more information about the services that
require authorization in Chapter 4 of this booklet.) Your doctor can help you to request
prior authorization by calling our Medical Management Department at 1-888-426-2774.

How do you choose your PCP?

Upon enrollment in Hamaspik Medicare Choice, you must choose a PCP. To view a list of
available PCPs, please review our Provider & Pharmacy Directory or visit our website at
www.hamaspik.com. After you have reviewed the list of providers in your area, please call
Member Services, if you didn’t let us know your PCPs name when you first enrolled in the plan.
The Member Services telephone number is printed on the back cover of this booklet. Information
about your PCP is included on your ID card.

Changing your PCP

You may change your PCP for any reason, at any time. If you need to change your PCP, call
Member Services and we will check to make sure that the doctor is accepting new patients.
Member Services will change your membership record to show the name of your new PCP.
Changes to your PCP will take effect on the first day of the month following the date of the
request. Member Services will also send you a new membership ID card with the name of your
new PCP.

It is possible that your PCP might leave our plan’s network of providers and you would have to
find a new PCP. The new PCP must be a provider that participates in the Hamaspik Medicare
Choice provider network. If the PCP is not in the provider network, the PCP is considered to be
out-of-network and the member will be responsible for the charges.

Hamaspik Medicare Choice will also let you know when your PCP leaves the network and will
help you choose another PCP so that you can keep getting covered services.

If you are in the course of treatment for a specific illness or injury when you enroll in Hamaspik
Medicare Choice, or when your provider leaves the plan’s network, please speak to Member
Services about transitional care. In some instances, you may be able to continue to receive
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services from the physician who is outside of the Hamaspik Medicare Choice network until you
complete your current course of treatment.

Please note that your selection of a PCP does not limit you to a specific group of specialists or
hospitals. You can use any specialist or hospital that participates in our network for services.

Section 2.2 What kinds of medical care and other services can you get
without getting approval in advance from your PCP?

You do not need approval from your PCP in order to receive other covered services that you
need. However, certain services require prior authorization from Hamaspik Medicare Choice.
(Please see Chapter 4 for more information.) You can get the services listed below without
getting approval in advance.

e Routine women’s health care, which includes breast exams, screening mammograms (X-
rays of the breast), Pap tests, and pelvic exams as long as you get them from a network
provider.

e Flu shots, COVID-19 vaccinations, Hepatitis B vaccinations, and pneumonia
vaccinations as long as you get them from a network provider.

e Emergency services from network providers or from out-of-network providers.

e Urgently needed services from network providers or from out-of-network providers when
network providers are temporarily unavailable or inaccessible, e.g., when you are
temporarily outside of the plan’s service area.

e Kidney dialysis services that you get at a Medicare-certified dialysis facility when you
are temporarily outside the plan’s service area.

o (If possible, please call Member Services before you leave the service area so we
can help arrange for you to have maintenance dialysis while you are away. Phone
numbers for Member Services are printed on the back cover of this booklet.)

e Visits to a medical specialist.

e All outpatient mental health and substance abuse services.
e Acupuncture services.

¢ Routine eye exams and eyeglasses.

e Routine dental care. (Note that some types of dental procedures require a prior
authorization.

e Most lab tests. (Please see Chapter 4 for more information.)

e All Medicare covered preventive services. These services are listed in the Benefits Table
. . ~Y
in Chapter 4, and marked with an apple. @
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Section 2.3 How to get care from specialists and other network providers

A specialist is a doctor who provides health care services for a specific disease or part of the
body. There are many kinds of specialists. Here are a few examples:

e Oncologists care for patients with cancer
e Cardiologists care for patients with heart conditions
e Orthopedists care for patients with certain bone, joint, or muscle conditions

What is the role (if any) of the PCP in referring members to specialists and other
providers?

As a member of Hamaspik Medicare Choice, you do not need a referral from your PCP to see a
network doctor or specialist. However, your PCP is often the best person to advise you when you
need one of these services. Your PCP can give you his/her recommendation and advise you as
part of your health care coordination.

What is the process to obtain prior authorization?

Hamaspik Medicare Choice will make decisions concerning prior authorizations for certain
services. If you need a service that requires prior authorization, please call the Member Services
phone number on the back page of this booklet. You can also ask your doctor to request an
authorization on your behalf. Regardless of who makes the request, we will often reach out to
your doctor to obtain information about the service(s) that you need in order to make a decision.

Please see chapter 4 for a list of services that require prior authorization. These services are
marked with an asterisk “*” in the Benefits Table found in Chapter 4.

Does the selection of a PCP limit members to a specific specialist or hospital to which the
PCP refers?

The selection of a PCP does not limit you to a specific group of network specialists or networks
hospitals. You can use any PCP, specialist or hospital that is included in our provider network.

What if a specialist or another network provider leaves our plan?

We may make changes to the hospitals, doctors, and specialists (providers) that are part of your
plan during the year. There are a number of reasons why your provider might leave your plan,
but if your doctor or specialist does leave your plan you have certain rights and protections that
are summarized below:

e Even though our network of providers may change during the year, Medicare requires
that we furnish you with uninterrupted access to qualified doctors and specialists.

e We will make a good faith effort to provide you with at least 30 days’ notice that your
provider is leaving our plan so that you have time to select a new provider.
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e We will assist you in selecting a new qualified provider to continue managing your health
care needs.

e If you are undergoing medical treatments, you have the right to request, and we will work
with you to ensure, that the medically necessary treatment you are receiving is not
interrupted.

e If you believe we have not furnished you with a qualified provider to replace your
previous provider or that your care is not being appropriately managed, you have the
right to file an appeal of our decision.

e If you find out your doctor or specialist is leaving your plan, please contact us so we can
assist you in finding a new provider to manage your care.

e For assistance, please contact us at 1-888-426-2774. TTY users should call 711.

Section 2.4 How to get care from out-of-network providers

Generally, you must obtain your treatment from network providers. Members may obtain
services from out-of-network providers in the following situations:

« Emergency care, urgently needed care and out-of-area dialysis

« Kidney dialysis services that you get at a Medicare certified dialysis facility when

e You need a service that is not available from one of our network providers. In this
situation, you are required to obtain an authorization before you receive your services.

If you get routine are from an out-of-network provider without prior approval from Hamaspik
Medicare Choice, you will be responsible for the costs.

SECTION 3 How to get covered services when you have an
emergency or urgent need for care or during a
disaster

Section 3.1 Getting care if you have a medical emergency

What is a “medical emergency” and what should you do if you have one?

A “medical emergency” is when you, or any other prudent layperson with an average
knowledge of health and medicine, believe that you have medical symptoms that require
immediate medical attention to prevent loss of life, loss of a limb, or loss of function of a limb.
The medical symptoms may be an illness, injury, severe pain, or a medical condition that is
quickly getting worse.
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If you have a medical emergency:

e Get help as quickly as possible. Call 911 for help or go to the nearest emergency room
or hospital. Call for an ambulance if you need it. You do not need to get approval or a
referral first from Hamaspik Medicare Choice.

e As soon as possible, make sure that our plan has been told about your emergency.
We need to follow up on your emergency care. You or someone else should call to tell us
about your emergency care, usually within 48 hours. Please call Member Services at 1-
888-426-2774. TTY users should call 711.

Member Services is available 7 days a week, 8:00 am to 8:00 pm, from October 1, 2021 through
March 31, 2021. From April 1, 2022 through September 30, 2022, the member services staff will
be available Monday through Friday, 8:00 am to 8:00 pm. The Member Services telephone
number is also included on the back side of your ID card.

Legal Term: Emergency Care

A medical emergency is a sudden injury or serious illness that, if not treated right
away, could cause death or serious harm to you. If you are pregnant it may mean
harm to you or your unborn child. Covered emergency care services are:

(1) rendered by a provider qualified to furnish emergency services; and (2) needed
to treat, evaluate, or stabilize an emergency medical condition.

What is covered if you have a medical emergency?

You may get covered emergency medical care whenever you need it, anywhere in the United
States or its territories. Our plan covers ambulance services in situations where getting to the
emergency room in any other way could endanger your health. For more information, see the
Medical Benefits Chart in Chapter 4 of this booklet.

You are also covered for up to $50,000 in emergency medical care and urgently needed services
when you travel outside of the United States. When you received services outside the U.S., you
will have to pay for them and then request reimbursement from Hamaspik Medicare Choice.
Please see Chapter 4 for more information.

If you have an emergency, we will talk with the doctors who are giving you emergency care to
help manage and follow up on your care. The doctors who are giving you emergency care will
decide when your condition is stable, and the medical emergency is over.

After the emergency is over you are entitled to follow-up care to be sure your condition
continues to be stable. Your follow-up care will be covered by our plan. If your emergency care
is provided by out-of-network providers, we will try to arrange for network providers to take
over your care as soon as your medical condition and the circumstances allow.
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What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might go
in for emergency care — thinking that your health is in serious danger — and the doctor may say
that it wasn’t a medical emergency after all. If it turns out that it was not an emergency, as long
as you reasonably thought your health was in serious danger, we will cover your care. However,
after the doctor has said that it was not an emergency, we will cover additional care only if you
get the additional care in one of these two ways:

e You go to a network provider to get the additional care.

e The additional care you get is considered “urgently needed services,” and you follow the
rules for getting this urgent care (for more information about this, see Section 3.2 below).

Section 3.2 Getting care when you have an urgent need for services

What are “urgently needed services”?

“Urgently needed services” are non-emergency, unforeseen medical illness, injury, or condition
that requires immediate medical care. Urgently needed services may be furnished by network
providers or by out-of-network providers when network providers are temporarily unavailable or
inaccessible. The unforeseen condition could, for example, be an unforeseen flare-up of a known
condition that you have.

What if you are in the plan’s service area when you have an urgent need for care?

You should always try to obtain urgently needed services from network providers. However, if
providers are temporarily unavailable or inaccessible and it is not reasonable to wait to obtain
care from your network provider when the network becomes available, we will cover urgently
needed services that you get from an out-of-network provider.

Please see the Provider & Pharmacy Directory for a list of urgent care centers available in our
network or call Member Services for assistance. The phone number is listed on the back page of
this handbook.

What if you are gutside the plan’s service area when you have an urgent need for
care?

When you are outside the service area and cannot get care from a network provider, our plan will
cover urgently needed services that you get from any provider.

Our plan covers worldwide emergency and urgent care services outside the United States under
the following circumstances. You are covered for up to $50,000 per year in emergency care and
urgently needed services when you travel outside of the United States and its territories. When
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you receive services outside the U.S., you will have to pay for them and then request
reimbursement from Hamaspik Medicare Choice. See Chapter 4 for more information.

Section 3.3 Getting care during a disaster

If the Governor of your state, the U.S. Secretary of Health and Human Services, or the President
of the United States declares a state of disaster or emergency in your geographic area, you are
still entitled to care from your plan.

Please visit the following website: www.hamaspik.com for information on how to obtain needed
care during a disaster.

Generally, if you cannot use a network provider during a disaster, your plan will allow you to
obtain care from out-of-network providers at in-network cost sharing. If you cannot use a
network pharmacy during a disaster, you may be able to fill your prescription drugs at an out-of-
network pharmacy. Please see Chapter 5, Section 2.5 for more information.

SECTION 4 What if you are billed directly for the full cost of your
covered services?

Section 4.1 You can ask us to pay our share of the cost for covered
services

If you have paid for your covered services, or if you have received a bill for covered medical
services, go to Chapter 7 (Asking us to pay our share of a bill you have received for covered
medical services or drugs) for information about what to do.

Section 4.2 What should you do if services are not covered by our plan?

Hamaspik Medicare Choice covers all of your covered medical services that are medically
necessary, when they are obtained based on the plan’s rules. These services are listed in the
plan’s Medical Benefits Chart (this chart is in Chapter 4 of this booklet). You are responsible for
paying the full cost of services that aren’t covered by our plan, either because they are not plan
covered services, or they were obtained out-of-network and were not authorized. Our plan also
covers many of your Medicaid covered services, in addition to your Medicare services. Please
contact Member Services to see if the service that you need is covered by Medicaid.

If you have any questions about whether we will pay for any medical service or care that you are
considering, you have the right to ask us whether we will cover it before you get it. You also
have the right to ask for this in writing. If we say we will not cover your services, you have the
right to appeal our decision not to cover your care.
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Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)) has more information about what to do if you want a coverage decision from us or
want to appeal a decision we have already made. You may also call Member Services to get
more information (phone numbers are printed on the back cover of this booklet).

For covered services that have a benefit limitation, you pay the full cost of any services you get
after you have used up your benefit for that type of covered service. Once a benefit limit has
been reached, additional costs will not count towards your out-of-pocket maximum.

You can call Member Services when you want to know how much of your benefit limit you have
already used.

SECTION 5 How are your medical services covered when you are
in a “clinical research study”?

Section 5.1 What is a “clinical research study”?

A clinical research study (also called a “clinical trial”) is a way that doctors and scientists test
new types of medical care, like how well a new cancer drug works. They test new medical care
procedures or drugs by asking for volunteers to help with the study. This kind of study is one of
the final stages of a research process that helps doctors and scientists see if a new approach
works and if it is safe.

Not all clinical research studies are open to members of our plan. Medicare first needs to approve
the research study. If you participate in a study that Medicare has not approved, you will be
responsible for paying all costs for your participation in the study.

Once Medicare approves the study, someone who works on the study will contact you to explain
more about the study and see if you meet the requirements set by the scientists who are running
the study. You can participate in the study as long as you meet the requirements for the study
and you have a full understanding and acceptance of what is involved if you participate in the
study.

If you participate in a Medicare-approved study, Original Medicare pays most of the costs for the
covered services you receive as part of the study. When you are in a clinical research study, you
may stay enrolled in our plan and continue to get the rest of your care (the care that is not related
to the study) through our plan.

If you want to participate in a Medicare-approved clinical research study, you do not need to get
approval from us or your PCP. The providers that deliver your care as part of the clinical
research study do not need to be part of our plan’s network of providers.

Although you do not need to get our plan’s permission to be in a clinical research study, you do
need to tell us before you start participating in a clinical research study.
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If you plan on participating in a clinical research study, contact Member Services (phone
numbers are printed on the back cover of this booklet) to let them know that you will be
participating in a clinical trial and to find out more specific details about what your plan will pay.

Section 5.2 When you participate in a clinical research study, who pays for
what?

Once you join a Medicare-approved clinical research study, you are covered for routine items
and services you receive as part of the study, including:

e Room and board for a hospital stay that Medicare would pay for even if you weren’t in a
study

e An operation or other medical procedure if it is part of the research study

e Treatment of side effects and complications of the new care

Original Medicare pays most of the cost of the covered services you receive as part of the study.
After Medicare has paid its share of the cost for these services, our plan will pay the rest. Like
for all covered services, you will pay nothing for the covered services you get in the clinical
research study. After Medicare has paid its share of the cost for these services, our plan will also
pay for part of the costs. We will pay the difference between the cost sharing in Original
Medicare and your cost sharing as a member of our plan. This means you will pay the same
amount for the services you receive as part of the study as you would if you received these
services from our plan.

Here’s an example of how the cost sharing works: Let’s say that you have a lab test that
costs $100 as part of the research study. Let’s also say that your share of the costs for this
test is $20 under Original Medicare, but the test would be $10 under our plan’s benefits.
In this case, Original Medicare would pay $80 for the test and we would pay another $10.
This means that you would pay $10, which is the same amount you would pay under our
plan’s benefits.

In order for us to pay for our share of the costs, you will need to submit a request for payment.
With your request, you will need to send us a copy of your Medicare Summary Notices or other
documentation that shows what services you received as part of the study and how much you
owe. Please see Chapter 7 for more information about submitting requests for payment.

When you are part of a clinical research study, neither Medicare nor our plan will pay for any
of the following:

e Generally, Medicare will not pay for the new item or service that the study is testing
unless Medicare would cover the item or service even if you were not in a study.

e Items and services the study gives you or any participant for free
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e Items or services provided only to collect data, and not used in your direct health care.
For example, Medicare would not pay for monthly CT scans done as part of the study if
your medical condition would normally require only one CT scan.

Do you want to know more?

You can get more information about joining a clinical research study by visiting the Medicare
website to read or download the publication “Medicare and Clinical Research Studies.” (The
publication is available at:
www.medicare.gov/Pubs/pdf/02226-Medicare-and-Clinical-Research-Studies.pdf)

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

SECTION 6 Rules for getting care covered in a “religious non-
medical health care institution”

Section 6.1 What is a religious non-medical health care institution?

A religious non-medical health care institution is a facility that provides care for a condition that
would ordinarily be treated in a hospital or skilled nursing facility. If getting care in a hospital or
a skilled nursing facility is against a member’s religious beliefs, we will instead provide
coverage for care in a religious non-medical health care institution. You may choose to pursue
medical care at any time for any reason. This benefit is provided only for Part A inpatient
services (non-medical health care services). Medicare will only pay for non-medical health care
services provided by religious non-medical health care institutions.

Section 6.2 Receiving Care From a Religious Non-Medical Health Care
Institution

To get care from a religious non-medical health care institution, you must sign a legal document
that says you are conscientiously opposed to getting medical treatment that is “non-excepted.”

e “Non-excepted” medical care or treatment is any medical care or treatment that is
voluntary and not required by any federal, state, or local law.

e “Excepted” medical treatment is medical care or treatment that you get that is not
voluntary or is required under federal, state, or local law.

To be covered by our plan, the care you get from a religious non-medical health care institution
must meet the following conditions:

e The facility providing the care must be certified by Medicare.
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e Our plan’s coverage of services you receive is limited to non-religious aspects of care.

e If you get services from this institution that are provided to you in a facility, the
following conditions apply:

o You must have a medical condition that would allow you to receive covered
services for inpatient hospital care or skilled nursing facility care.

—and —

o You must get approval in advance from our plan before you are admitted to the
facility or your stay will not be covered.

SECTION 7 Rules for ownership of durable medical equipment

Section 7.1 Will you own the durable medical equipment after making a
certain number of payments under our plan?

Durable medical equipment (DME) includes items such as oxygen equipment and supplies,
wheelchairs, walkers, powered mattress systems, crutches, diabetic supplies, speech generating
devices, IV infusion pumps, nebulizers, and hospital beds ordered by a provider for use in the
home. The member always owns certain items, such as prosthetics. In this section, we discuss
other types of DME that you must rent.

Legal Term: Durable Medical Equipment

Durable medical equipment is certain medical equipment that is ordered by your doctor for
medical reasons. Examples include walkers, wheelchairs, crutches, powered mattress
systems, diabetic supplies, 1V infusion pumps, speech generating devices, oxygen equipment,
nebulizers, or hospital beds ordered by a provider for use in the home.

In Original Medicare, people who rent certain types of DME own the equipment after paying
copayments for the item for 13 months. As a member of Hamaspik Medicare Choice, however,
you usually will not acquire ownership of rented DME items no matter how many copayments
you make for the item while a member of our plan. Under certain limited circumstances we will
transfer ownership of the DME item to you. Call Member Services (phone numbers are printed
on the back cover of this booklet) to find out about the requirements you must meet and the
documentation you need to provide.

What happens to payments you made for durable medical equipment if you
switch to Original Medicare?

If you did not acquire ownership of the DME item while in our plan, you will have to make 13
new consecutive payments after you switch to Original Medicare in order to own the item.
Payments you made while in our plan do not count toward these 13 consecutive payments.
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If you made fewer than 13 payments for the DME item under Original Medicare before you
joined our plan, your previous payments also do not count toward the 13 consecutive payments.
You will have to make 13 new consecutive payments after you return to Original Medicare in
order to own the item. There are no exceptions to this case when you return to Original
Medicare.

SECTION 8 Rules for Oxygen Equipment, Supplies, and
Maintenance

Section 8.1 What oxygen benefits are you entitled to?

If you qualify for Medicare oxygen equipment coverage, then for as long as you are enrolled,
Hamaspik Medicare Choice will cover:
e Rental of oxygen equipment
e Delivery of oxygen and oxygen contents
e Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents
e Maintenance and repairs of oxygen equipment

If you leave Hamaspik Medicare Choice or no longer medically require oxygen equipment, then
the oxygen equipment must be returned to the owner.

Section 8.2 What is your cost sharing? Will it change after 36 months?

Your cost sharing for Medicare oxygen equipment coverage is $0. Your cost sharing will not
change after being enrolled for 36 months in Hamaspik Medicare Choice.

If prior to enrolling in Hamaspik Medicare Choice you had made 36 months of rental payment
for oxygen equipment coverage, your cost sharing in Hamaspik Medicare Choice is $0.

Section 8.3 What happens if you leave your plan and return to Original
Medicare?

If you return to Original Medicare, then you start a new 36-month cycle which renews every five
years. For example, if you had paid rentals for oxygen equipment for 36 months prior to joining
Hamaspik Medicare Choice and then return to Original Medicare, you will pay full cost sharing
for oxygen equipment coverage.

Similarly, if you made payments for 36 months while enrolled in Hamaspik Medicare Choice
and then return to Original Medicare, you will pay full cost sharing for oxygen equipment
coverage.
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SECTION 1 Understanding covered services

This chapter focuses on what services are covered and what you pay for these services. It includes
a Medical Benefits Chart that lists your covered services and shows how much you will pay for
each covered service as a member of Hamaspik Medicare Choice. Later in this chapter, you can
find information about medical services that are not covered.

Section 1.1 You Pay Nothing for Your Covered Services

Because you get assistance from Medicaid, you pay nothing for your covered services as
long as you follow the plans’ rules for getting your care. (See Chapter 3 for more information
about the plan’s rules for getting your care.)

To understand the payment information we give you in this chapter, you need to know about the
types of out-of-pocket costs you may pay for your covered services.

e The “deductible” is the amount you must pay for medical services before our plan begins
to pay its share. Hamaspik Medicare Choice does not have a deductible.

e A “copayment” is the fixed amount you pay each time you receive certain medical
services. You pay a copayment at the time you get the medical service. (The Medical
Benefits Chart in Section 2 tells you more about your copayments.)

e “Coinsurance” is the percentage you pay of the total cost of certain medical services.
You pay a coinsurance at the time you get the medical service. (The Medical Benefits
Chart in Section 2 tells you more about your coinsurance.)

Section 1.2 What is the most you will pay for Medicare Part A and Part B
covered medical services?

Note: Because our members also get assistance from Medicaid, very few members ever reach
this out-of-pocket maximum. You are not responsible for paying any out-of-pocket costs toward
the maximum out-of-pocket amount for covered Part A and Part B services.

Because you are enrolled in a Medicare Advantage Plan, there is a limit to how much you have
to pay out-of-pocket each year for medical services that are covered under Medicare Part A and
Part B OR by our plan (see the Medical Benefits Chart in Section 2, below). This limit is called
the maximum out-of-pocket amount for medical services.
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Legal Term: Maximum Out-of-Pocket

The most that you pay out-of-pocket during the calendar year for covered Part A and
Part B services. Amounts you pay for your, Medicare Part A and Part B premiums, and
prescription drugs do not count toward the maximum out-of- pocket amount. If you are
eligible for Medicare cost-sharing assistance under Medicaid, you are not responsible
for paying any out- of-pocket costs toward the maximum out-of-pocket amount for
covered Part A and Part B services. (Note: Because our members also get assistance
from Medicaid, very few members ever reach this out-of-pocket maximum.)

As a member of Hamaspik Medicare Choice, the most you will have to pay out-of-pocket for
Part A and Part B services in 2022 is $7,550. The amounts you pay for copayments, and
coinsurance for covered services count toward this maximum out-of-pocket amount. The
amounts you pay for your Part D prescription drugs do not count toward your maximum out-of-
pocket amount. In addition, amounts you pay for some services do not count toward your
maximum out-of-pocket amount. These services are marked with an asterisk in the Medical
Benefits Chart.) If you reach the maximum out-of-pocket amount of $7,550, you will not have to
pay any out-of-pocket costs for the rest of the year for covered Part A and Part B services.
However, you must continue to pay the Medicare Part B premium (unless your Part B premium
is paid for you by Medicaid or another third party).

Section 1.3 Our plan does not allow providers to “balance bill” you

As a member of Hamaspik Medicare Choice, an important protection for you is that you only
have to pay your cost-sharing amount when you get services covered by our plan. We do not
allow providers to add additional separate charges, called “balance billing.” This protection (that
you never pay more than your cost-sharing amount) applies even if we pay the provider less than
the provider charges for a service and even if there is a dispute and we don’t pay certain provider
charges.

Legal Term: Balance Billing

When a provider (such as a doctor or hospital) bills a patient more than the plan’s allowed
cost-sharing amount. As a member of Hamaspik Medicare Choice, you only have to pay our
plan’s cost-sharing amounts when you get services covered by our plan. We do not allow
providers to “balance bill” or otherwise charge you more than the amount of cost sharing
your plan says you must pay.

Here is how this protection works.

e If your cost sharing is a copayment (a set amount of dollars, for example, $15.00), then
you pay only that amount for any covered services from a network provider.

e If your cost sharing is a coinsurance (a percentage of the total charges), then you never
pay more than that percentage. However, your cost depends on which type of provider
you see:
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o If you receive the covered services from a network provider, you pay the
coinsurance percentage multiplied by the plan’s reimbursement rate (as
determined in the contract between the provider and the plan).

o If you receive the covered services from an out-of-network provider who
participates with Medicare, you pay the coinsurance percentage multiplied by the
Medicare payment rate for participating providers. (Remember, the plan covers
services from out-of-network providers only in certain situations, such as when
you get a referral.)

o If you receive the covered services from an out-of-network provider who does not
participate with Medicare, you pay the coinsurance percentage multiplied by the
Medicare payment rate for non-participating providers. (Remember, the plan
covers services from out-of-network providers only in certain situations, such as
when you get a referral.)

e Ifyou believe a provider has “balance billed” you, call Member Services (phone numbers
are printed on the back cover of this booklet).

We do not allow providers to bill you for covered services. We pay our providers directly, and
we protect you from any charges. This is true even if we pay the provider less than the provider
charges for a service. If you receive a bill from a provider, call Member Services (phone
numbers are printed on the back cover of this booklet).

SECTION 2 Use the Medical Benefits Chart to find out what is
covered for you and how much you will pay

Section 2.1 Your covered medical and long term care services, and your
costs as a member of the plan

The Medical Benefits Chart on the following pages lists the services Hamaspik Medicare Choice
covers and what you pay out-of-pocket for each service. The services listed in the Medical
Benefits Chart are covered only when the following coverage requirements are met:

e Your Medicare and Medicaid covered services must be provided according to the
coverage guidelines established by Medicare and Medicaid.

e Your services (including medical care, long term care services, supplies, equipment, and
all other covered services) must be medically necessary. “Medically necessary’” means
that the services, supplies, or drugs are needed for the prevention, diagnosis, or treatment
of your medical condition and meet accepted standards of medical practice.

e You receive your care from a network provider. In most cases, care you receive from an
out-of-network provider will not be covered. Chapter 3 provides more information about
requirements for using network providers and the situations when we will cover services
from an out-of-network provider.

e You have a primary care provider (a PCP) who is providing and coordinating your care.
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Some of the services listed in the Medical Benefits Chart are covered only if your doctor
or other network provider gets approval in advance (sometimes called “prior
authorization”) from us. Covered services that need approval in advance are marked in
the Medical Benefits Chart by an asterisk (*). In addition, the following services not
listed in the Benefits Chart require prior authorization:

e All procedures considered experimental/investigational that are required by
Medicare to be covered services

e All transplants and all transplant evaluations

e Reconstructive procedures that may be considered cosmetic

e All referrals to non-participating providers

e Home Infusion Procedures/Services

Other important things to know about our coverage:

You are covered by both Medicare and Medicaid. Medicare covers health care and
prescription drugs. Medicaid covers additional services (such as your long term care,
dental care, vision care, and hearing care), plus your cost sharing for Medicare services.
The Benefits Chart includes all of the services that you can receive from Hamaspik
Medicare Choice, both Medicare and Medicaid covered services.

Because Medicaid covers your cost sharing, the services provided by Hamaspik Medicare
Choice do not require you to pay any out-of-pocket charges, as long as you follow the
plan’s rules.

Like all Medicare health plans, we cover everything that Original Medicare covers. (If
you want to know more about the coverage and costs of Original Medicare, look in your
Medicare & You 2022 handbook. View it online at www.medicare.gov, or ask for 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.)

For all preventive services that are covered at no cost under Original Medicare, we also
cover the service at no cost to you. However, if you also are treated or monitored for an
existing medical condition during the visit when you receive the preventive service, a
copayment will apply for the care received for the existing medical condition.

Sometimes, Medicare adds coverage under Original Medicare for new services during the
year. If Medicare adds coverage for any services during 2022, either Medicare or our plan
will cover those services.

If you are eligible for Medicare cost-sharing assistance under Medicaid, you do not pay
anything for the services listed in the Benefits Chart, as long as you meet the plan’s rules
described in this Evidence of Coverage booklet.
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Important Benefit Information for Enrollees with Certain Chronic Conditions

If you are diagnosed by a plan provider with 3 or more of the following chronic conditions
identified below and meet certain medical criteria, you may be eligible for other targeted
supplemental benefits. Your eligibility will be determined based on claims that are submitted by
your doctor and the information you provide to us on your annual Health Risk Assessment.
Diagnoses include:

e Autism Spectrum Disorder

e Autoimmune disorders;

e Arthritis

e Cancer

e Cardiovascular disorders

e Chronic alcohol and other drug dependence;
e Chronic heart failure;

e Chronic lung disorders;

e Chronic and disabling mental health conditions;
e Dementia

e Diabetes

e End-stage liver disease;

e End-stage renal disease (ESRD);

e Hepatitis

e HIV/AIDS;

e Hyperlipidemia

e Neurologic disorders;

e Severe hematologic disorders;

Please go to the “Special Supplemental Benetfits for the Chronically I11” row in the below
Medical Benefits Chart for detailed information.

Note:

Y, . . . . .
) You will see this apple next to the preventive services in the benefits chart.
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Medical Benefits Chart

What you must pay when
Services that are covered for you you get these services

sAbdominal aortic aneurysm screening

A one-time screening ultrasound for people at risk. The plan There is no coinsurance,
only covers this screening if you have certain risk factors and if copayment, or deductible
you get a referral for it from your physician, physician for members eligible for
assistant, nurse practitioner, or clinical nurse specialist. this preventive screening.

Acupuncture for chronic low back pain

Covered services include:

Up to 12 visits in 90 days are covered for Medicare
beneficiaries under the following circumstances:

You pay $0 for each
Medicare-covered
acupuncture visit.

For the purpose of this benefit, chronic low back pain is You pay $0 for each
defined as: additional acupuncture visit
e Lasting 12 weeks or longer; covered by the plan.

e Nonspecific, in that it has no identifiable systemic
cause (i.e., not associated with metastatic,
inflammatory, infectious, etc. disease);

¢ Not associated with surgery; and

¢ Not associated with pregnancy.

An additional eight sessions will be covered for those patients

demonstrating an improvement. No more than 20 acupuncture
treatments may be administered annually.

Treatment must be discontinued if the patient is not improving
or is regressing.

In addition, you are covered for up to 12 acupuncture visits for
other health conditions that are not included in the Medicare
benefit described above.

(continued on next page)
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What you must pay when
Services that are covered for you you get these services

Acupuncture, continued

Provider Requirements:

Physicians (as defined in 1861(r)(1) of the Social Security Act
(the Act) may furnish acupuncture in accordance with
applicable state requirements.

Physician assistants (PAs), nurse practitioners (NPs)/clinical
nurse specialists (CNSs) (as identified in 1861(aa)(5) of the
Act), and auxiliary personnel may furnish acupuncture if they
meet all applicable state requirements and have:

e amasters or doctoral level degree in acupuncture or
Oriental Medicine from a school accredited by the
Accreditation Commission on Acupuncture and
Oriental Medicine (ACAOM); and,

e acurrent, full, active, and unrestricted license to
practice acupuncture in a State, Territory, or
Commonwealth (i.e. Puerto Rico) of the United States,
or District of Columbia.

Auxiliary personnel furnishing acupuncture must be under the
appropriate level of supervision of a physician, PA, or NP/CNS
required by our regulations at 42 CFR 88 410.26 and 410.27.

Adult day health care

Adult day health care includes the following services: You pay $0 for adult day
medical, nursing, food and nutrition, social services, health care services.

rehabilitation therapy, leisure time activities which are a
planned program of diverse meaningful activities, dental,

. o .
pharmaceutical, and other ancillary services. Authorization Is required,

based on your plan of care.

Services are provided in a residential health care facility
or other site, under the direction of a physician.
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Services that are covered for you

What you must pay when
you get these services

Ambulance services

e Covered ambulance services include fixed wing, rotary
wing, and ground ambulance services, to the nearest
appropriate facility that can provide care only if they
are furnished to a member whose medical condition is
such that other means of transportation could endanger
the person’s health or if authorized by the plan.

¢ Non-emergency transportation by ambulance is
appropriate if it is documented that the member’s
condition is such that other means of transportation
could endanger the person’s health and that
transportation by ambulance is medically required.

You pay $0 for ground and
air-ambulance services.

* Authorization is required,
except in an emergency.

s Annual wellness visit

If you’ve had Part B for longer than 12 months, you can get an
annual wellness visit to develop or update a personalized
prevention plan based on your current health and risk factors.
This is covered once every 12 months.

Note: Your first annual wellness visit can’t take place within
12 months of your “Welcome to Medicare” preventive visit.
However, you don’t need to have had a “Welcome to
Medicare” visit to be covered for annual wellness visits after
you’ve had Part B for 12 months.

There is no coinsurance,
copayment, or deductible
for the annual wellness
visit.

s Bone mass measurement

For qualified individuals (generally, this means people at risk
of losing bone mass or at risk of osteoporosis), the following
services are covered every 24 months or more frequently if
medically necessary: procedures to identify bone mass, detect
bone loss, or determine bone quality, including a physician’s
interpretation of the results.

There is no coinsurance,
copayment, or deductible
for Medicare-covered bone
mass measurement.
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What you must pay when
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} Breast cancer screening (mammograms)
Covered services include:
e One baseline mammogram between the ages of 35 and
39
e One screening mammogram every 12 months for
women age 40 and older
e Clinical breast exams once every 24 months

There is no coinsurance,
copayment, or deductible
for covered screening
mammograms.

Cardiac rehabilitation services

Comprehensive programs of cardiac rehabilitation services that
include exercise, education, and counseling are covered for
members who meet certain conditions with a doctor’s order.
The plan also covers intensive cardiac rehabilitation programs
that are typically more rigorous or more intense than cardiac
rehabilitation programs.

You are also covered for Medicare covered:
e Pulmonary Rehabilitation Services

e Supervised Exercise Therapy for Symptomatic Peripheral
Artery Disease (PAD) Services

You pay $0 copay for
Medicare covered cardiac
rehabilitation services.

* Authorization is required
for these services.

é Cardiovascular disease risk reduction visit
(therapy for cardiovascular disease)

We cover one visit per year with your primary care doctor to
help lower your risk for cardiovascular disease. During this
visit, your doctor may discuss aspirin use (if appropriate),
check your blood pressure, and give you tips to make sure
you’re eating healthy.

There is no coinsurance,
copayment, or deductible
for cardiovascular disease
risk reduction benefit.

é Cardiovascular disease testing

Blood tests for the detection of cardiovascular disease (or
abnormalities associated with an elevated risk of
cardiovascular disease) once every 5 years (60 months)

There is no coinsurance,
copayment, or deductible
for cardiovascular disease
testing.




2022 Evidence of Coverage for Hamaspik Medicare Choice
Chapter 4.

Medical Benefits Chart (what is covered and

68

what you pay)

Services that are covered for you

What you must pay when
you get these services

} Cervical and vaginal cancer screening
Covered services include:

e For all women: Pap tests and pelvic exams are covered
once every 24 months

e If you are at high risk of cervical or vaginal cancer or
you are of childbearing age and have had an abnormal
Pap test within the past 3 years: one Pap test every 12
months

There is no coinsurance,
copayment, or deductible
for Medicare-covered
preventive Pap and pelvic
exams.

Chiropractic services
Covered services include:

e Manual manipulation of the spine to correct
subluxation

You pay $0 for Medicare
covered chiropractic
Services.

* Authorization is required.

5 Colorectal cancer screening

For people 50 and older, the following are covered:

e Flexible sigmoidoscopy (or screening barium enema as
an alternative) every 48 months
e DNA based colorectal screening every 3 years

One of the following every 12 months:

e Guaiac-based fecal occult blood test (JFOBT)
e Fecal immunochemical test (FIT)

For people at high risk of colorectal cancer, we cover:
e Screening colonoscopy (or screening barium enema as
an alternative) every 24 months

For people not at high risk of colorectal cancer, we cover:
e Screening colonoscopy every 10 years (120 months),

but not within 48 months of a screening sigmoidoscopy

There is no coinsurance,
copayment, or deductible
for a Medicare-covered
colorectal cancer screening
exam.
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What you must pay when
you get these services

Consumer Directed Personal Assistance Services
(CDPAS)

You may receive personal care and other supportive services
using CDPAS. If you choose to receive CDPAS services:

e You will be able to hire and supervise your own worker
to provide assistance with your daily needs.

e Your worker could be a family member, friend, or
another person who you select.

e Inorder to choose this service, your doctor will have to
certify that you are able to supervise your worker.

o Your worker will have to register with an agency in
order to submit timesheets and receive paychecks.

You pay $0 for CDPAS
services.

* Authorization is required,
based on your plan of care.

Dental services

In general, preventive dental services (such as cleaning, routine
dental exams, and dental x-rays) are not covered by Original
Medicare.

You are covered for the following dental services:
e Cleaning (once every six months)

e Oral exam (once every six months)

o X-ray(s)

e Basic restorative services, such as fillings,
extractions, and dentures

e Other restorative dental services (such as root canals
or dental implants) are covered when they are needed
to ease a medical problem, and your dentist says that
dental implants needed.

You pay $0 for covered
dental services.

Basic dental care does not
require authorization.

* Some restorative services
require authorization.

s Depression screening

We cover one screening for depression per year. The screening
must be done in a primary care setting that can provide follow-
up treatment and/or referrals.

There is no coinsurance,
copayment, or deductible
for an annual depression
screening visit.
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5 Diabetes screening

We cover this screening (includes fasting glucose tests) if you
have any of the following risk factors:

e high blood pressure (hypertension),

e history of abnormal cholesterol and triglyceride levels
(dyslipidemia),

e obesity, or

e history of high blood sugar (glucose).

Tests may also be covered if you meet other requirements, like
being overweight and having a family history of diabetes.

Based on the results of these tests, you may be eligible for up
to two diabetes screenings every 12 months.

There is no coinsurance,
copayment, or deductible
for the Medicare covered
diabetes screening tests.

3 Diabetes self-management training, diabetic
services and supplies

For all people who have diabetes (insulin and non-insulin
users). Covered services include:

e Supplies to monitor your blood glucose: Blood glucose
monitor, blood glucose test strips, lancet devices and
lancets, and glucose-control solutions for checking the
accuracy of test strips and monitors.

e For people with diabetes who have severe diabetic foot
disease: One pair per calendar year of therapeutic
custom-molded shoes (including inserts provided with
such shoes) and two additional pairs of inserts, or one
pair of depth shoes and three pairs of inserts (not
including the non-customized removable inserts
provided with such shoes). Coverage includes fitting.

e Diabetes self-management training is covered under
certain conditions.

There is no coinsurance,
copayment, or deductible
for the Medicare covered
diabetes screening tests.
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Durable medical equipment (DME) and related

supplies
(For a definition of “durable medical equipment,” see Chapter v pay $0 for
12 of this booklet.) Medicare-covered and

Medicaid-covered
durable medical
equipment

Covered items include, but are not limited to: wheelchairs,
crutches, powered mattress systems, diabetic supplies, hospital
beds ordered by a provider for use in the home, IV infusion
pumps, speech generating devices, oxygen equipment,
nebulizers, and walkers. * Authorization is

We cover all medically necessary DME covered by Original required.
Medicare and Medicaid. If our supplier in your area does not

carry a particular brand or manufacturer, you may ask them if

they can special order it for you.

If you (or your provider) don’t agree with the plan’s coverage
decision, you or your provider may file an appeal. You can
also file an appeal if you don’t agree with your provider’s
decision about what product or brand is appropriate for your
medical condition. (For more information about appeals, see
Chapter 9, What to do if you have a problem or complaint
(coverage decisions, appeals, complaints).)
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Services that are covered for you you get these services

Emergency care

Emergency care refers to services that are: There is no copayment for
e Furnished by a provider qualified to furnish emergency  emergency care.
services, and There is no copayment for
 Needed to evaluate or stabilize an emergency medical  emergency care that you
condition. receive when you travel
A medical emergency is when you, or any other prudent outside the United States,
layperson with an average knowledge of health and medicine, ~ up to the defined benefit
believe that you have medical symptoms that require limit.

immediate medical attention to prevent loss of life, loss of a
limb, or loss of function of a limb. The medical symptoms may
be an illness, injury, severe pain, or a medical condition that is
quickly getting worse.

Cost sharing for necessary emergency services furnished out-
of-network is the same as for such services furnished in-
network.

If you receive emergency care at an out-of-network hospital
and need inpatient care after your emergency condition is
stabilized, you must return to a network hospital in order for
your care to continue to be covered OR you must have your
inpatient care at the out-of-network hospital authorized by the
plan.

You are also covered for up to $50,000 in worldwide
emergency and urgent care coverage when you travel outside
the United States and its territories.

3 Health and wellness education programs

There is no copayment for

Additional health and wellness services include: the services described in

e Nurse Hotline which is available on the weekends and this section.

holidays when the care management offices are closed.

¢ Health education materials, which will focus on a variety
of health conditions
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Hearing services

Medicare covers diagnostic hearing and balance evaluations
performed by your provider t