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Martin’s Point Generations Advantage Prime (HMO-POS)

2024 Summary of Benefits



Section 1: Introduction

This is a summary of drug and health services covered by Martin's Point Generations Advantage.

January 1, 2024 - December 31, 2024

Martin’s Point Generations Advantage is a health plan with a Medicare
contract offering HMO, HMO-POS, and Local PPO products.
Enrollment in a Martin’s Point Generations Advantage plan depends
on contract renewal.

This information may be available in other formats such as large print,
braille, or an electronic copy on our website. For more information call
Generations Advantage at 1-866-544-7504.

The benefit information provided is a summary of what we cover and
what you pay. It does not list every service that we cover or list every
limitation or exclusion. To get a complete list of services we cover,
please see the Evidence of Coverage on our website, or you may
contact us. To join Martin's Point Generations Advantage Prime, you
must be entitled to Medicare Part A, be enrolled in Medicare Part B,
and live in our service area.

2024 Summary of Benefits

For Generations Advantage Prime (HMO-POS) plan:
Our service area includes all counties in Maine and New Hampshire.

The plan has a network of doctors, hospitals, pharmacies, and other
providers. If you use the providers in our network, you may pay less
for your covered services. But if you want to, you can also use
providers that are not in our network for some services.



Section 2: Summary of Benefits

This is a summary of the premiums and benefits covered by the Martin’s Point Generations Advantage Prime (HMO-POS).

The table below shows the monthly plan premium amount for each of the regions we serve. In addition, you must keep paying your Medicare Part B
premium.

Monthly Plan Premium Plan Service Area Monthly
Premium

Martin's Point Generations Advantage Androscoggin, Cumberland, and York counties in Maine; and $0

Prime Cheshire, Hillsborough, Merrimack, Rockingham, Strafford, and Sullivan

Note: Your premium is based on your counties in New Hampshire

service area.

Aroostook, Franklin, Hancock, Knox, Penobscot, and Washington counties in  $25.10

Maine
Kennebec and Sagadahoc counties in Maine $29
Lincoln, Oxford, Piscataquis, Somerset, and Waldo counties in Maine; and $89

Belknap, Carroll, Coos, and Grafton counties in New Hampshire

Benefit Prime (HMO-POS) Plan

Deductible You pay $0 annually

(our plan does not have a medical deductible)

Maximum Out-of-Pocket For members living in Androscoggin, Aroostook,

(does not include prescription drugs) Cumberland, Franklin, Hancock, Kennebec, Knox, Penobscot,
Sagadahoc, Washington, and York counties in Maine: $6,350
Annually

Our plan protects you by having yearly limits on your out-of-pocket costs for
medical and hospital care.

For members living in Lincoln, Oxford, Piscataquis, Somerset,
Note: Your Maximum Qut-of-Pocket is based on your service area. and Waldo counties in Maine; or Belknap, Carroll, Chesire,
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Benefit Prime (HMO-POS) Plan

Coos, Grafton, Hillsborough, Merrimack, Rockingham,
Strafford, and Sullivan, counties in NH: $6,750 Annually

Inpatient hospital In-network for members living in Aroostook, Franklin,
Services may require that your provider get prior authorization (approval in Hancock, Knox, Penobscot, and Washington counties in
advance). Please have your provider contact the plan for more details. Maine:

You pay per admission:
$360 per day for days 1-7;

Note: Your copay is based on your service area. $0 per day for days 8+

In-network for members living in Androscoggin,
Cumberland, Kennebec, Lincoln, Oxford, Piscataquis,
Sagadahoc, Somerset, Waldo, and York Counties in Maine;
or Belknap, Carroll, Cheshire, Coos, Grafton, Hillsborough,
Merrimack, Rockingham, Strafford, and Sullivan counties in
New Hampshire:

You pay per admission:

$340 per day for days 1-7;

$0 per day for days 8+

Outpatient hospital In-network for members living in Cumberland, Lincoln,
Services may require that your provider get prior authorization (approval in Oxford, Piscataquis, Somerset, and Waldo counties in Maine;
advance). Please have your provider contact the plan for more details. or Belknap, Carroll, Coos, and Grafton counties in New
Note: Your copay is based on your service area. Hampshire:

You pay $275 for Medicare-covered surgery services at a
hospital outpatient facility.

In-network for members living in Androscoggin, Aroostook,
Franklin, Hancock, Kennebec, Knox, Penobscot, Sagadahoc,
Washington, and York counties in Maine;

or Cheshire, Hillsborough, Merrimack, Rockingham,
Strafford, and Sullivan counties in New Hampshire:

You pay $250 for Medicare-covered surgery services at a
hospital outpatient facility.
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Benefit Prime (HMO-POS) Plan

Ambulatory & Surgical Center (ASC) In-network for members living in Androscoggin, Kennebec,
Services may require that your provider get prior authorization (approval in Lincoln, Oxford, Piscataquis, Sagadahoc, Somerset, and
advance). Please have your provider contact the plan for more details. Waldo counties in Maine;

or Belknap, Carroll, Cheshire, Coos, Grafton, Hillsborough,
Merrimack, Rockingham, Strafford, and Sullivan counties in
NH:

You pay $150 for Medicare-covered surgery services at an
ambulatory surgical center.

In-network for members living in Aroostook, Cumberland,
Franklin, Hancock, Knox, Penobscot, Washington, and York
counties in Maine:

You pay $175 for Medicare-covered surgery services at an
ambulatory surgical center.

Doctor visits In-network:

Note: Your copay is based on your service area. Primary care
You pay $0 for each Primary Care Physician (PCP) office
visit for Medicare-covered services.

Specialists

For members living in Androscoggin, Cumberland, Kennebec,
Sagadahoc, and York counties in Maine;

or Cheshire, Hillsborough, Merrimack, Rockingham,
Strafford, and Sullivan counties in New Hampsbhire;

You pay $40 for each specialist office visit for Medicare-
covered services.

For members living in Aroostook, Franklin, Hancock, Knox,
Lincoln, Oxford, Penobscot, Piscataquis, Somerset, Waldo,
and Washington counties in Maine;

or Belknap, Carroll, Coos, and Grafton counties in New
Hampshire;

You pay $45 for each specialist office visit for Medicare-
covered services.
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Benefit Prime (HMO-POS) Plan

Preventive care In-network:

Any additional preventive services approved by Medicare during the contract You pay $0 for additional preventive services approved by
year will be covered. There are some items not covered at $0 cost. Medicare

Emergency care In- and Out-of-network for members living in Lincoln,
Note: You do not have to pay this amount if you are admitted to a hospital Oxford, Piscataquis, Somerset, and Waldo counties in Maine;
within 24 hours for the same condition. or Belknap, Carroll, Cheshire, Coos, Grafton, Hillsborough,

Merrimack, Rockingham, Strafford, and Sullivan counties in
New Hampshire:

You pay $100 for each Medicare-covered emergency room
visit.

Emergency care is covered worldwide.

There is a $25,000 limit for worldwide emergency, urgent care, and

ambulance transport, this limit does not apply to services in the U.S. In- and Out-of-network for members living in

Androscoggin, Aroostook, Cumberland, Franklin, Kennebec,
Hancock, Knox, Penobscot, Sagadahoc, Washington, and
York counties in Maine:

You pay $120 for each Medicare-covered emergency room

visit.
Urgently needed services In- and Out-of-network for members living in Lincoln,
Urgent care is covered nationwide. Oxford, Piscataquis, Somerset, and Waldo counties in Maine;
or Belknap, Carroll, Coos, and Grafton counties in New
There is a $25,000 limit for worldwide emergency, urgent care, and Hampshire:

ambulance transport, this limit does not apply to services in the U.S. You pay $55 for each Medicare-covered urgent care visit
when performed at an urgent care center.

Note: Your copay is based on your service area. -
In- and Out-of-network for members living in
Androscoggin, Aroostook, Cumberland, Franklin, Hancock,
Kennebec, Knox, Penobscot, Sagadahoc, Washington, and
York counties in Maine;
or members in Cheshire, Hillsborough, Merrimack,
Rockingham, Strafford, and Sullivan counties in New
Hampshire pay $50 for each Medicare-covered urgent care
visit when performed at an urgent care center.
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Benefit Prime (HMO-POS) Plan

Urgently needed services (continued) Out-of-country for members living in Lincoln, Oxford,
Piscataquis, Somerset, and Waldo counties in Maine;
or Belknap, Carroll, Cheshire, Coos, Grafton, Hillsborough,
Merrimack, Rockingham, Strafford, and Sullivan counties in
New Hampshire:
You pay $100 for each Medicare-covered urgent care visit
when performed at an urgent care center outside of the United
States and its associated territories.

Out-of-country for members living in Androscoggin,
Aroostook, Cumberland, Franklin, Hancock, Kennebec, Knox,
Penobscot, Sagadahoc, Washington, and York counties in
Maine:

You pay $120 for each Medicare-covered urgent care visit
when performed at an urgent care center outside of the United
States and its associated territories.

Diagnostic Services / Labs / Imaging In-network:
Services may require that your provider get prior authorization (approval in Diagnostic Radiology Service (e.g., MRI)
advance). Please see the Evidence of Coverage for more information. You pay 20% of the contracted rate for complex diagnostic

radiology (PET, CT, MRI, MRA, nuclear medicine)

Lab Services
You pay 20% of the contracted rate for genetic labs.
You pay $0/$5 copay for all other lab services.

Diagnostic Tests and Procedures
You pay 15% of the contracted rate for simple diagnostic
radiology.

Outpatient X-rays
You pay 15% of the contracted rate for X-rays.

10
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Benefit Prime (HMO-POS) Plan

Hearing services Hearing Exam

Note: Your copay is based on your service area. o .
Pay Y In-network for members living in Androscoggin,

Cumberland, Kennebec, Sagadahoc, and York counties in
Maine; or Cheshire, Hillsborough, Merrimack, Rockingham,
Strafford, and Sullivan counties in New Hampshire:

You pay $40 per visit for Medicare-covered hearing services.

In-network for members living in Aroostook, Franklin,
Hancock, Knox, Lincoln, Oxford, Penobscot, Piscataquis,
Somerset, Waldo, and Washington counties in Maine; or
Belknap, Carroll, Coos, and Grafton counties in New
Hampshire:

You pay $45 per visit for Medicare-covered hearing services.

Hearing Aid Fittings and Evaluations

You pay $0 for 1 year of hearing aid fittings and ongoing
hearing aid evaluations when used in conjunction with your
hearing aid benefit.

Services must be received from an Amplifon provider.

Hearing Aids
There is a $1,000 benefit maximum ($500 per ear, per year).
Services must be received from an Amplifon provider.

Dental services (Medicare-covered) In-network:

Services may require that your provider get prior authorization (approval in ~ You pay $50 per visit for Medicare-covered dental services
advance). Please see the Evidence of Coverage for more information. (non-routine dental care required to treat illness or injury).
Preventive and comprehensive dental Preventive and comprehensive dental services are covered.
Members must use a Martin’s Point Generations Delta Dental PPO or Please see Dental Overview on page 20 for more information.

Premier dentist in Maine, New Hampshire, or Vermont to obtain these
supplemental dental benefits.

11
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Benefit Prime (HMO-POS) Plan

Vision services In-network:
Note: Your copay is based on your service area. Annual routine eye exam
You pay $0 for an annual routine eye exam.

Medicare-covered physician services

In-network for members living in Androscoggin,
Cumberland, Kennebec, Sagadahoc, and York counties in
Maine; or Cheshire, Hillsborough, Merrimack, Rockingham,
Strafford, and Sullivan counties in New Hampshire:

You pay $40 for non-routine Medicare-covered services.

In-network for members living in Aroostook, Franklin,
Hancock, Knox, Lincoln, Oxford, Penobscot, Piscataquis,
Somerset, Waldo, and Washington counties in Maine; or
Belknap, Carroll, Coos, and Grafton counties in New
Hampshire:

You pay $45 for non-routine Medicare-covered physician
services.

Glaucoma testing
You pay $0 for glaucoma testing.

Diabetic retinopathy
You pay $0 for a diabetic eye exam (retinopathy).

Eyeglass frames, lenses, and contacts:
The plan will reimburse up to $150 for prescription frames,
lenses, and contacts.

12
2024 Summary of Benefits



Benefit Prime (HMO-POS) Plan

Mental health services In-network:

Services may require that your provider get prior authorization (approval in Inpatient visit

advance). Please see the Evidence of Coverage for more information. You pay per admission:
$220 per day for days 1-7;

Note: Your copay is based on your service area. $0 per day for days 8+.

Outpatient individual therapy visit
You pay $25 per visit for individual therapy.

Outpatient group therapy visit

In-network for members in Androscoggin, Aroostook,
Franklin, Hancock, Knox, Lincoln, Oxford, Penobscot,
Piscataquis, Somerset, Waldo, and Washington counties in
Maine; or Belknap, Carroll, Coos, and Grafton counties in
New Hampshire:

You pay $10 per visit for group therapy.

In-network for members living in Cumberland, Kennebec,
Sagadahoc, and York counties in Maine; or Cheshire,
Hillsborough, Merrimack, Rockingham, Strafford, and
Sullivan counties in New Hampshire:

You pay $25 per visit for group therapy.

Skilled nursing facility In-network:
Services may require that your provider get prior authorization (approval in For each benefit period you pay for Medicare-covered
advance). Please see the Evidence of Coverage for more information. services:

$0 per day for days 1-20;
$203 per day for days 21-100

Physical therapy In-network for members living in Lincoln, Oxford,
Piscataquis, Somerset, and Waldo counites in Maine; or
Belknap, Carroll, Coos, and Grafton counties in New
Hampshire:

You pay $30 for each Medicare-covered visit.

Note: Your copay is based on your service area.

13
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Benefit Prime (HMO-POS) Plan

Physical therapy (continued) In-network for members living in Androscoggin, Aroostook,
Cumberland, Franklin, Hancock, Knox, Kennebec, Penobscot,
Sagadahoc, Washington, and York counties in Maine; or
Cheshire, Hillsborough, Merrimack, Rockingham, Strafford,
and Sullivan counties in New Hampshire:
You pay $40 for each Medicare-covered visit.

Ambulance In- and Out-of-network:
Non-emergency ambulance transportation services may require that your You pay $325 for each Medicare-covered emergency
provider get prior authorization (approval in advance). Please see the ambulance service (one-way).

Evidence of Coverage for more information.

Ambulance services are covered worldwide.

There is a $25,000 limit for worldwide emergency, urgent care, and
ambulance transport. This limit does not apply to services in the U.S.

Transportation Not a covered benefit.
Medicare Part B drugs In-network:
Services may require that your provider get prior authorization (approval in You pay 20% of the contracted rate for Medicare-covered
advance). Please see the Evidence of Coverage for more information. services.
14
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Outpatient Prescription Drugs Prime (HMO-POS) Plan

Standard Retail Preferred Retail Mail-Order

(30-day supply) (30-day supply) (30-day supply)

Cost sharing Tier 1

$4 $0 $4 Cost sharing may change depending on the
(Preferred Generic) pharmacy you choose and when you enter
another phase of the Part D benefit. You won’t
pay more than $35 for a one-month supply of
(Generic) each insulin product covered by our plan, no
matter what cost-sharing tier it’s on. For more
information on the additional pharmacy-specific
(Preferred Brand) cost sharing and the phases of the benefit, please
refer to the Evidence of Coverage

Cost sharing Tier 2 $18 $10 $18

Cost sharing Tier 3 $47 $40 $47

Cost sharing Tier 4

(Non-Preferred Drug) L 595 3100
Cost sharing Tier 5 33%, 339 33%
(Specialty Tier)

Cost sharing Tier 6 $4 S0 $4
(Select Care Drug)

During this phase you will pay 25% for generic or brand-name drugs in Tiers 1-5, and 15% for generic or brand name
drugs in Tier 6.
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Generic or Brand-

Name Drugs During this payment stage, the plan pays the full cost for your covered Part D drugs. You pay nothing.

Outpatient Prescription Drugs Prime (HMO-POS) Plan

Standard Retail Preferred Retail Mail-Order

(90-day supply) (90-day supply) (90-day supply)
Cost sharing Tier 1 $12 S0 $10
(Preferred Generic)

- - Cost sharing may change depending on the
SCSEhauepene $54 $30 $45 pharmacy you choose and when you enter
(Generic) another phase of the Part D benefit. You won’t
C harine Tier 3 pay more than $70 for up to a two-month supply

ost sharing Tier $141 $120 $117.50 or $105 for up to a three-month supply of each
(Preferred Brand) covered insulin product regardless of the cost-

- - sharing tier. For more information on the

Cost sharing Tier 4 dditional ph 6 ¢ shari d
$300 $285 $250 additional pharmacy-specific cost sharing an.
(Non-Preferred Drug) the phases of the benefit, please refer to the

- - Evidence of Coverage
SUUELEL LR Not covered Not covered Not covered
(Specialty Tier)

Cost sharing Tier 6 $12 50 i
(Select Care Drug)
16
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During this phase you will pay 25% for generic or brand-name drugs in Tiers 1-5, and 15% for generic or brand name

drugs in Tier 6.

Generic or Brand-
Name Drugs

During this payment stage, the plan pays the full cost for your covered Part D drugs. You pay nothing.

Additional Benefits

Prime (HMO-POS) Plan

Wellness Wallet (Fitness, Naturopathic
Services, Acupuncture, Nutrition/Dietary Education,
Weight Management Programs, and Face Masks)

Please see the Evidence of Coverage for more information.

Over-The-Counter items (OTC)

More than 350 covered items including: non-prescription
medicine (pain relief, cough, allergies), toothpaste, first aid
items, and vitamins. Members can order online, over the
phone, or visit a designated store location.

Please see the Evidence of Coverage for more information.

Note: Your allowance is based on your service area.

2024 Summary of Benefits

For members living in Androscoggin, Aroostook, Franklin, Hancock,
Kennebec, Knox, Lincoln, Oxford, Piscataquis, Penobscot, Sagadahoc,
Somerset, Washington, and Waldo counties in Maine; or Belknap, Carroll,
Cheshire, Coos, Grafton, Hillsborough, Merrimack, Rockingham, Strafford,
and Sullivan counties in NH:

The plan will reimburse up to $425 each year in total for Fitness Benefit,
Naturopathic Services, Acupuncture, Nutrition/Dietary Education, Weight
Management Programs, and Face Masks.

For members living in Cumberland and York counties in Maine:

The plan will reimburse up to $650 each year in total for Fitness Benefit,
Naturopathic Services, Acupuncture, Nutrition/Dietary Education, Weight
Management Programs, and Face Masks.

For members living in Cheshire, Hillsborough, Merrimack, Rockingham,
Strafford, and Sullivan counties in New Hampshire:

The plan will cover up to $25 per quarter for members to purchase select
CVS brand over-the-counter (OTC) products.

For members living in Androscoggin, Aroostook, Cumberland, Franklin,
Hancock, Kennebec, Knox, Lincoln, Oxford, Penobscot, Piscataquis,
Sagadahoc, Somerset, Waldo, Washington, and York counties in Maine;
Belknap, Carroll, Coos, and Grafton counties in New Hampshire:

17



The plan will cover up to $50 per quarter for members to purchase select
CVS brand over-the-counter (OTC) products.

The benefit refreshes quarterly. Remaining balances do not carry over to the
next quarter.

Nutrition and dietary $0 cost for telenutrition services through FoodSmart™

Telenutrition: Members have access to an online

nutrition/dietary platform and unlimited visits with a

registered dietitian via video connection, email, or

telephone through third-party vendor FoodSmart™.

Note: Food cost and delivery of meals/groceries are not
covered under this benefit.

All plans cover Part B drugs such as chemotherapy and some drugs administered by your provider.
In addition, Generations Advantage Prime Covers Part D drugs.

You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions, our plan’s pharmacy directory and our plan’s
provider directory on our website at www.MartinsPoint.org/MedicareMembers.

If you want to know more about the coverage and costs of Original Medicare, look in your Medicare & You 2024 Handbook. You can download a
copy of from the Medicare website (Www.medicare.gov) or ask for a printed 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.

18
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Benefit Prime (HMO-POS) Plan

Point-of-Service Services available in the POS benefit:

The Prime plan has a Point-of-Service Doctor visits (Primary Care and Specialist)
(POS) benefit where you can use an out-
of-network provider for certain services.
Under the POS, you will generally pay a
higher cost share when using an out-of-
network provider. Please refer to the
Evidence of Coverage for more
information.

» Chiropractic visits $55
»Physician Specialist visits $55
»Podiatry visits $55
»Primary Care visits $35
(Allowed only outside the plan’s service area)
Inpatient hospital care

»You pay 40% of the cost per admission. Prior authorization is required.

Outpatient services

» Diabetes self-management 20% of the Medicare-allowed cost for supplies and shoes; $0 for
training

»Durable medical equipment 30% of the Medicare-allowed cost

»Medicare Part B prescription drugs, including chemotherapy 20% of the Medicare-allowed cost
» Outpatient diagnostic tests/procedures, X-rays, and lab services 0-20% of the Medicare-allowed
cost; all other labs: $5

»Outpatient mental health and substance abuse group and individual therapy: $30

»Outpatient rehabilitation services (Physical, Occupational, and Speech therapy) $55
»Outpatient surgery in a hospital or ambulatory surgical center $400/$200

»Radiation therapy 30% of the Medicare-allowed cost

Dental services

Medicare-covered dental services $55
Hearing services

Medicare-covered hearing services $55
Vision services

»Medicare-covered vision services $55
» Annual routine eye exam 30% of the Medicare- allowed cost
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Section 3: Dental Benefit Overview

The Generations Advantage Prime (HMO-POS) plan includes
the following benefits when seeing a Delta Dental network
dentist. This benefit overview is provided for summary purposes
only.

Delta Dental Network

Plan benefits are available only when you receive your dental care
from a Delta Dental network dentist in Maine, New Hampshire, or
Vermont:

»No Balance Billing: Participating dentists accept Delta Dental’s
fees for services as payment in full.

»No Claims Paperwork: Participating dentists will prepare
and submit claims for you.

»Direct Payment: Delta Dental pays participating dentists
directly, so you don’t have to pay the covered amount up
front and wait for reimbursement.

To find out if your dentist participates in the Delta Dental
network, please visit our website at
www.MartinsPoint.org/MedicareMembers, visit
www.nedelta.com/Dentist-Search, or call Delta Dental’s
Customer Service Department at 1-800-832-5700 (TTY:
711) Monday through Friday, 8am — 4:45pm.

*Note: Cleanings are limited to two per calendar year (once for
members living in Cumberland and York counties in Maine); you
may choose from Category A (preventative/routine) and/or
Category B (periodontal). Office visit copays and coinsurances

apply.
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Dental Benefit

Benefit Maximum for members living in Lincoln,
Oxford, Piscataquis, Somerset, and Waldo counties in
Maine or Belknap, Carroll, Coos, and Grafton counties
in New Hampshire:

Prime
$500

Benefit Maximum for members living in Aroostook,
Franklin, Hancock, Knox, Penobscot, and Washington
counties in Maine:

$750

Benefit Maximum for members living in
Androscoggin, Cumberland, Kennebec, Sagadahoc,
and York Counties in Maine or members living in
Cheshire, Hillsborough, Merrimack, Rockingham,
Strafford, and Sullivan counties in New Hampshire:

$1,000

Office Visit copay

$50

Category A: Diagnostic/Preventative

Oral exam and routine cleaning™® twice in a calendar
year (once for members living in Cumberland and York
counties in Maine)

Problem-focused exams as needed

Bitewing x-rays once every calendar year and
panoramic x-rays once in a 5 calendar year period

X-rays of individual teeth as needed

No cost sharing
(must pay office
visit copay)

Category B: Basic Restorative

Amalgam (silver) fillings

Resin restoration on anterior teeth, posterior teeth, and
the buccal surface of bicuspids only

Surgical and routine extractions

Root canals

Treatment of gum disease (periodontics, including
periodontal maintenance cleanings®)

You pay 50% of
the cost + $50
office visit copay

Category C: Major Restorative

Dentures You pay 50% of

Crowns the cost + $50

Implants office visit copay
20




Section 3: Dental Benefit Overview (Continued)

Claim Process for Participating Dentists

Present your Generations Advantage member ID card to your participating dentist at the time of your visit. Your participating dentist will
submit your claim to Delta Dental.

Members can register online to view claims and benefit information at www.nedelta.com.

Non-participating Dentists

No benefits are available under your policy if you choose to visit a dentist who is not participating in the Delta Dental network. Non-participating
dentists are welcome to join the Delta Dental network at any time.

Identification Cards

Your Generations Advantage member ID card includes your dental group number and the Delta Dental customer service number. Your member ID
number for dental benefits is the same as your Generations Advantage Prime plan member ID number.
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Martin's Point Generations Advantage Alliance (HMO)
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Section 1: Introduction

This is a summary of drug and health services covered by Martin's Point Generations Advantage Alliance Plan.

January 1, 2024 - December 31, 2024

Martin’s Point Generations Advantage is a health plan with a Medicare
contract offering HMO, HMO-POS, and Local PPO products.
Enrollment in a Martin’s Point Generations Advantage plan depends on
contract renewal.

This information may be available in other formats such as large print,
Braille, or an electronic copy on our website. For more information call
Generations Advantage at 1-866-544-7504.

2024 Summary of Benefits
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The benefit information provided is a summary of what we cover and
what you pay. It does not list every service that we cover or list every
limitation or exclusion. To get a complete list of services we cover,
please see the Evidence of Coverage on our website, or you may contact
us. To join Martin's Point Generations Advantage Alliance, you must be
entitled to Medicare Part A, be enrolled in Medicare Part B, and live in
our service area.

Our service area includes all counties in Maine and New Hampshire.

The plan has a network of doctors, hospitals, pharmacies, and other
providers. If you use the providers that are not in our network, the plan
may not pay for these services.

This plan does not cover Part D prescription drugs.



Section 2: Summary of Benefits

This is a summary of drug and health services covered by Martin's Point Generations Advantage Alliance (HMO) plan.

Plan Name Alliance (HMO) Plan Part B Premium Buy-Down

You must continue to pay your Medicare Part B premium  $0

Benefit

$50

Alliance (HMO) Plan

Deductible

Our plan does not have a deductible.

Maximum out-of-pocket (does not include prescription drugs)

Our plan protects you by having yearly limits on your out-of-pocket costs for
medical and hospital care.

Inpatient hospital
Services may require that your provider get prior authorization (approval in
advance). Please have your provider contact the plan for more details.

Outpatient hospital

Services may require that your provider get prior authorization (approval in
advance). Please have your provider contact the plan for more details.
Ambulatory & Surgical Centers

Services may require that your provider get prior authorization (approval in
advance). Please have your provider contact the plan for more details.
Doctor visits

Preventive care
Any additional preventive services approved by Medicare during the contract
year will be covered. There are some items not covered at $0 cost.
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You pay $0 annually.

$5,000 annually.

You pay per admission:
$360 per day for days 1-7;
$0 per day for days 8+.

You pay $275 for Medicare-covered surgery services at a
hospital outpatient facility.

You pay $10 for Medicare-covered surgery services at an
ambulatory surgical center.

Primary care
You pay $0 for each Primary Care Physician (PCP) office
visit for Medicare-covered services.

Specialists
You pay $5 for each specialist office visit for Medicare-
covered services.

You pay $0 for additional preventive services approved by
Medicare.



Benefit Alliance (HMO) Plan

Emergency care In- and Out-of-network:
Note: You do not have to pay this amount if you are admitted to a hospital You pay $120 for each Medicare-covered emergency
within 24 hours for the same condition. room Vvisit.

Emergency care is covered worldwide.

There is a $25,000 limit for worldwide emergency, urgent care, and

ambulance transport, this limit does not apply to services in the U.S.

Urgently needed services In- and Out-of-network:

Urgent care is covered nationwide. You pay $0 for each Medicare-covered urgent care visit
when performed at an urgent care center.

There is a $25,000 limit for worldwide emergency, urgent care, and

ambulance transport, this limit does not apply to services in the U.S. Out-of-Country: ‘ o
You pay $120 for each Medicare-covered urgent care visit

when performed at an urgent care center outside of the
United States and its associated territories.

Diagnostic Services / Labs / Imaging Diagnostic Radiology service (e.g., MRI)

Services may require that your provider get prior authorization (approval in You pay 20% of the contracted rate for complex

advance). Please see the Evidence of Coverage booklet for more information.  diagnostic radiology (PET, CT, MRI, MRA, nuclear
medicine)

Lab services
You pay 20% of the contracted rate for genetic labs.
You pay $0/$5 copay for lab services.

Diagnostic tests and procedures
You pay 5% of the contracted rate for simple diagnostic
radiology.

Outpatient x-rays
You pay 5% of the contracted rate for x-rays.
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Benefit Alliance (HMO) Plan

Hearing services Hearing exam
You pay $5 per visit for Medicare-covered hearing
services.

Hearing aid fittings and evaluations

You pay $0 for 1 year of hearing aid fittings and ongoing
hearing aid evaluations when used in conjunction with
your hearing aid benefit.

Services must be received from an Amplifon provider.

Hearing aids

There is a $1,400 benefit maximum ($700 copay per ear,

per year).

Services must be received from an Amplifon provider.
Dental services (Medicare-covered)
Services may require that your provider get prior authorization (approval in
advance). Please see the Evidence of Coverage for more information.

You pay $5 per visit for Medicare-covered dental services
(non-routine dental care required to treat illness or injury).

Preventive and comprehensive dental Preventive and Comprehensive Dental services are
Members must use Delta Dental’s PPO/Premier or Martin's Point Generations  covered.

Advantage network dentist in Maine, New Hampshire, or Vermont to obtain Please see Dental Overview on page 31 for more
these supplemental dental benefits. information.

Vision services Annual routine eye exam:
You pay $0 for an annual routine eye exam.

Medicare-covered physician services:
You pay $5 for non-routine Medicare-covered physician
services.

Glaucoma testing:
You pay $0 for glaucoma testing.

Diabetic retinopathy:
You pay $0 for a diabetic eye exam (retinopathy).
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Benefit Alliance (HMO) Plan

Vision services (continued)

Mental health services
Services may require that your provider get prior authorization (approval in
advance). Please see the Evidence of Coverage for more information.

Skilled nursing facility
Services may require that your provider get prior authorization (approval in
advance). Please see the Evidence of Coverage for more information.

Physical therapy

Ambulance

Non-emergency ambulance transportation may require that your provider get
prior authorization (approval in advance). Please see the Evidence of
Coverage for more information.

Ambulance services covered worldwide.
There is a $25,000 limit for worldwide emergency, urgent care, and

ambulance transport, this limit does not apply to services in the U.S.
Transportation
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Eyeglass frames, lenses, and contacts:
The plan will reimburse up to $300 for prescription
frames, lenses, and contacts.

Inpatient visit:

You pay per admission:
$220 per day for days 1-7;
$0 per day for days 8+

Outpatient individual therapy visit
You pay $0 per visit for individual therapy.

Outpatient group therapy visit
You pay $0 per visit for group therapy.

In-network:

For each benefit period you pay for Medicare-covered
services:

$10 per day for days 1-20;

$203 per day for days 21-100

You pay $0 for each Medicare-covered visit.
In- and Out-of-network:

You pay $325 for each Medicare-covered emergency
ambulance service (one-way).

Not a covered benefit.



Benefit

Medicare Part B drugs

Services may require that your provider get prior authorization (approval in

Alliance (HMO) Plan

You pay 20% of the contracted rate for Medicare-covered
services.

advance). Please see the Evidence of Coverage for more information.

Health education

Coverage is for plan-sponsored health coaching, support groups, and cooking

classes.

You pay $0 for plan-sponsored health coaching support
groups, and cooking classes.

Additional Benefits Alliance (HMO) Plan

Outpatient substance use

Smoking and tobacco cessation
counseling

Over-The-Counter (OTC)

More than 350 covered items
including: non-prescription medicine
(pain relief, cough, allergies),
toothpaste, first aid items, and
vitamins. Members can order online,
over the phone, or visit a designated
store location. Please see the Evidence
of Coverage for more information.

Eyewear (contacts, frames, lenses)

Wellness Wallet

(Fitness, Naturopathic Services, and
Acupuncture, Nutrition/Dietary
Education, and Weight Management
Programs and Face Masks)

Please see the Evidence of Coverage
for more information.
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You pay
$0 per visit for individual therapy;
$0 per visit for group therapy.

You pay $0 for 2 additional sessions beyond Medicare-covered benefit.

The plan will cover up to $100 per quarter for members to purchase select CVS brand over-the
counter (OTC) products.

The benefit refreshes quarterly. Remaining balances do not carry over to the next quarter.

The plan will cover $300 each year for lenses, frames, and contact lenses (cannot be used in
conjunction with Medicare-covered eyewear benefit).

The plan will reimburse up to $450 each year in total for Fitness Benefit, Naturopathic Services,
and Acupuncture, Nutrition/Dietary Education, Weight Management Programs, and Face Masks.
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Additional Benefits Alliance (HMO) Plan

Personal Emergency Response
System (Device and Monitoring)
Bathroom safety devices
(Assessment, Devices and Installation)

Meals

Up to 3 weeks (42 meals) per inpatient
stay or surgery.

Up to 1 week (14 meals) per year as
part of supervised program to
transition into lifestyle modifications.
Fall prevention program

Routine chiropractic services

Nutrition and dietary:

Telenutrition: Members have access
to an online nutrition/dietary platform
and unlimited visits with a registered
dietitian via video connection, email,
or telephone through third-party
vendor FoodSmart™,

Note: Food cost and delivery of
meals/groceries are not covered under

this benefit.

You pay $0.

The plan will reimburse up to $400 per year for non-Medicare-covered safety devices, installation,
and assessment to prevent injuries in the bathroom.

You pay $0

The plan will cover the cost of plan sponsored evidence-based falls prevention programs, such as
Healthy Steps for Older Adults, facilitated by Southern Maine Agency on Aging.

The plan will reimburse up to $50 per year for members to attend an evidence-based falls
prevention program supported by the National Council on Aging (NCOA).

You pay $20 for each visit for routine chiropractic services.

$0 cost for telenutrition services through FoodSmart™

All plans cover Part B drugs such as chemotherapy and some drugs administered by your provider.

You can see our plan’s provider directory on our website at www.MartinsPoint.org/MedicareMembers.

2024 Summary of Benefits
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If you want to know more about the coverage and costs of Original Medicare, look in your Medicare & You 2024 Handbook. You can download a
copy of from the Medicare website (Www.medicare.gov) or ask for a printed 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.
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Section 3: Dental Benefit Overview

The Generations Advantage Alliance (HMO) plan includes the
following benefits when seeing a Delta Dental network dentist.
This benefit overview is provided for summary purposes only.

Benefit Maximum

$2,500

Office Visit Copay

$0

Category A: Diagnostic/Preventative

Oral exam twice in a calendar year

Routine cleaning twice per calendar year*

Problem-focused exams as needed

Bitewing x-rays once every calendar year
and panoramic x-rays once in a Scalendar
year period

X-rays of individual teeth as needed

No cost sharing

Category B: Basic Restorative

Amalgam (silver) fillings

Resin restoration on anterior teeth and the
buccal surface of bicuspids only

Surgical and routine extractions

o
Root canals Youtlljliyccz)(s)tﬁ !
Treatment of gum disease (periodontics,
including periodontal maintenance
cleanings*)
Category C: Major Restorative
Dentures
Crowns You pay 50% of
Implants the cost

*Note: Cleanings are limited to twice per calendar year; you may
choose from Category A (preventative/routine) and/or Category B
(periodontal). Office visit copays and coinsurances apply.
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Identification Cards

Your Generations Advantage member ID card includes your dental group

number and the Delta Dental customer service number. Your member ID

number for dental benefits is the same as your Generations Advantage

Alliance plan member ID number.

Delta Dental Network:

Plan benefits are available only when you receive your dental care from

a Delta Dental network dentist in Maine, New Hampshire, or Vermont:

» No Balance Billing: Participating dentists accept Delta Dental’s fees for
services as payment in full.

» No Claims Paperwork: Participating dentists will prepare and submit
claims for you.

» Direct Payment: Delta Dental pays participating dentists directly, so
you don’t have to pay the covered amount up front and wait for
reimbursement.

To find out if your dentist participates in the Delta Dental network, please visit

our website at www.MartinsPoint.org/MedicareMembers, visit

www.nedelta.com/Dentist-Search, or call Delta Dental’s Customer Service

Department at 1-800-832-5700 (TTY: 711) Monday through Friday, 8am

—4:45pm.

Claim Process for Participating Dentists

Present your Generations Advantage member ID card to your
participating dentist at the time of your visit. Your participating dentist
will submit your claim to Delta Dental.

Members can register online to view claims and benefit information at
www.nedelta.com.

Non-participating Dentists

No benefits are available under your policy if you choose to visit a dentist
who is not participating in the Delta Dental network. Non-participating

dentists are welcome to join the Delta Dental network at any time.
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Martin's Point Generations Advantage Select (LPPO)
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Section 1: Introduction

This is a summary of drug and health services covered by Martin's Point Generations Advantage Select (LPPO) plan.

January 1, 2024 - December 31, 2024

Martin’s Point Generations Advantage is a health plan with a Medicare
contract offering HMO, HMO-POS, and Local PPO products.
Enrollment in a Martin’s Point Generations Advantage plan depends on
contract renewal.

This information may be available in other formats such as large print,
braille, or an electronic copy on our website. For more information call
Generations Advantage at 1-866-544-7504.

The benefit information provided is a summary of what we cover and
what you pay. It does not list every service that we cover or list every
limitation or exclusion. To get a complete list of services we cover,
please see the Evidence of Coverage on our website, or you may contact
us. To join Martin's Point Generations Advantage Select, you must be
entitled to Medicare Part A, be enrolled in Medicare Part B, and live in
our service area.
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33

For Martin’s Point Generations Advantage Select (LPPO) plan:

» Our service area includes: Androscoggin, Aroostook, Cumberland,
Franklin, Hancock, Kennebec, Knox, Lincoln, Oxford, Penobscot,
Piscataquis, Sagadahoc, Somerset, Waldo, Washington, and York
counties in Maine; and Cheshire, Coos, Hillsborough, Merrimack,
Rockingham, Strafford, and Sullivan counties in New Hampshire.

The Select plan has a network of doctors, hospitals, pharmacies, and
other providers. If you use the providers in our network, you may pay
less for your covered services. But if you want to, you can also use
providers that are not in our network.



Section 2: Summary of Benefits

This is a summary of drug and health services covered by Martin's Point Generations Advantage Select (LPPO) plan.

Plan Name Plan Service Area Monthly

Premium

Martin's Point Generations Advantage

Select Androscoggin, Aroostook, Cumberland, Franklin, Hancock, Kennebec, Knox,
Lincoln, Oxford, Penobscot, Piscataquis, Sagadahoc, Somerset, Waldo, $99

Note: Your premium is based on your Washington, and York counties in Maine; or Cheshire, Coos, Hillsborough,

service area. Merrimack, Rockingham, Strafford, and Sullivan counties in New Hampshire

Benefit Select (LPPO) Plan

Deductible You pay $0 annually

Maximum out-of-pocket (does not include prescription drugs) $6,750 annually

Our plan protects you by having yearly limits on your out-of-
pocket costs for medical and hospital care.

Note: Your Maximum Qut-of-Pocket is based on your service area.

Inpatient hospital In-network:
You pay per admission:
$340 per day for days 1-7;

Note: Your copay is based on your service area.
$0 per day for days 8+

Services may require that your provider get prior authorization
(approval in advance). Please have your provider contact the plan
for more details.

Out-of-network:
You pay per admission:
40% of the Medicare-allowed cost for a Medicare-covered hospital stay.
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Benefit Select (LPPO) Plan

Outpatient hospital In-network:

Services may require that your provider get prior authorization You pay $175 for Medicare-covered surgery services at a hospital
(approval in advance). Please have your provider contact the plan  outpatient facility.

for more details.

Out-of-network:
You pay 30% of the Medicare-allowed cost of Medicare-covered surgery

Note: Your copay is based on your service area. : : : o1
- s services at a hospital outpatient facility.

Ambulatory & Surgical Centers (ASC) In-network:

Note: Your copay is based on your service area. You pay $125 for Medicare-covered surgery services at an ambulatory
Services may require that your provider get prior authorization surgical center.

(approval in advance). Please have your provider contact the plan  Qut-of-network:

for more details. You pay 30% of the Medicare-allowed cost of Medicare-covered surgery

services at an ambulatory surgical center.

Doctor visits Primary care
Note: Your copay is based on your service area. In-network:
You pay $0 for post-operative and post-discharge visits with your PCP.

You pay $0 for a brief emotional/behavioral assessment with your PCP.
You pay $10 for all other PCP services and visits.

Out-of-network:
You pay 30% of the Medicare-allowed cost for each Primary Care
Physician (PCP) office visit for Medicare-covered services.

Specialists

In-network:

You pay $40 for each specialist office visit for Medicare-covered
services.

Out-of-network:
You pay 30% of the Medicare-allowed cost for each specialist office visit
for Medicare-covered services.
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Benefit Select (LPPO) Plan

Preventive care

Any additional preventive services approved by Medicare during

the contract year will be covered. There are some items not
covered at $0 cost.

Note: Your copay is based on your service area.
Emergency care

Note: You do not have to pay this amount if you are admitted to a

hospital within 24 hours for the same condition.
Emergency care is covered worldwide.

There is a $25,000 limit for worldwide emergency, urgent care,
and ambulance transport, this limit does not apply to services in
the U.S.

Urgently needed services
Urgent care is covered nationwide.

There is a $25,000 limit for worldwide emergency, urgent care,
and ambulance transport, this limit does not apply to services in
the U.S.

Diagnostic Services / Labs / Imaging

Services may require that your provider get prior authorization
(approval in advance). Please see the Evidence of Coverage for
more information.
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In-network:
You pay $0 for additional preventive services approved by Medicare

Out-of-network:
You pay $0 for additional preventive services approved by Medicare

In- and Out-of-network:
You pay $100 for each Medicare-covered emergency room visit.

In- and Out-of-network:
You pay $50 for each Medicare-covered urgent care visit when
performed at an urgent care center.

Out-of-Country:

You pay $100 for each Medicare-covered urgent care visit when
performed at an urgent care center outside of the United States and its
associated territories.

Diagnostic radiology service (e.g., MRI)

In-network:

You pay 20% of the contracted rate for complex diagnostic radiology
(such as PET, CT, MRI, MRA, nuclear medicine)

Out-of-network:
You pay 30% of the Medicare-allowed cost of complex diagnostic
radiology (PET, CT, MRI, MRA, nuclear medicine).

Lab services
In-network:
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Benefit Select (LPPO) Plan

You pay 20% of the contracted rate for genetic labs.
You pay $0/$5 copay for all other lab services.

Out-of-network:
You pay 20% of the Medicare-allowed cost for genetic labs.
You pay $0/$5 copay for all other lab services.

Diagnostic tests and procedures
In-network:
You pay 15% of the contracted rate for simple diagnostic radiology.

Out-of-network:
You pay 15% of the Medicare-allowed cost of simple diagnostic
radiology.

Outpatient x-rays
In-network:
You pay 15% of the contracted rate for X-rays.

Out-of-network:
You pay 15% of the Medicare-allowed cost for x-rays.
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Benefit Select (LPPO) Plan

Hearing services Hearing exam
In-network:
You pay $40 per visit for Medicare-covered hearing services.

Out-of-network:
You pay 30% of the Medicare-allowed cost.

Hearing aid fittings and evaluations

In-network:

You pay $0 for 1 year of hearing aid fittings and ongoing hearing aid
evaluations when used in conjunction with your hearing aid benefit.
Services must be received from an Amplifon provider.

Hearing aids

In-network:

There is a $1,000 benefit maximum ($500 copay per ear, per year).
Services must be received from an Amplifon provider.

Dental services (Medicare-covered) In-network:

Services may require that your provider get prior authorization You pay $40 per visit for Medicare-covered dental services (non-routine
(approval in advance). Please see the Evidence of Coverage for dental care required to treat illness or injury).

more information. Out-of-network:

You pay 30% of the Medicare-allowed cost.

Preventive and comprehensive dental Not a covered benefit.

Note: Your Preventive and Comprehensive Dental Coverage is
based on your service area.
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Benefit Select (LPPO) Plan

Vision services Annual routine eye exam
In-network:
You pay $0 for an annual routine eye exam.

Out-of-network:
You pay 30% of the Medicare-allowed cost for an annual routine eye
exam.

Medicare-covered physician services
In-network:
You pay $40 for non-routine Medicare-covered physician services.

Out-of-network:
You pay 30% of the Medicare-allowed cost of non-routine Medicare-
covered physician services.

Glaucoma testing
In- and Out-of-network:
You pay $0 for glaucoma testing.

Diabetic retinopathy
In-Network:
You pay $0 for a diabetic eye exam (retinopathy).

Out-of-network:
You pay 30% of the Medicare-allowed cost for a diabetic eye exam
(retinopathy).

Eyeglass frames, lenses, and contacts:
The plan will reimburse up to $150 for prescription frames, lenses, and
contacts.
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Benefit Select (LPPO) Plan

Mental health services Inpatient visit
Services may require that your provider get prior authorization

. ; In-network:
(approval in advance). Please see the Evidence of Coverage for n-networ Do
f e You pay per admission:
more Iniormation. $220 per day for days 1-7;

$0 per day for days 8+

Out-of-network:
You pay per admission: 30% of the Medicare-allowed cost per day for a
Medicare-covered hospital stay.

Note: Your copay is based on your service area.

Outpatient individual therapy visit
In-network:
You pay $25 per visit for individual therapy.

Out-of-network:
You pay 30% of the Medicare-allowed cost of a visit for individual
therapy.

Outpatient group therapy visit
In-network:
You pay $15 per visit for group therapy.

Out-of-network:
You pay 30% of the Medicare-allowed cost of a visit for group therapy.

Skilled nursing facility In-network:

Services may require that your provider get prior authorization For each benefit period you pay for Medicare-covered services:
(approval in advance). Please see the Evidence of Coverage for $0 per day for days 1-20;

more information. $203 per day for days 21-100

Out-of-network:
You pay 30% of the Medicare-allowed cost.
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Benefit Select (LPPO) Plan

Physical therapy In-network:
Note: Your copay is based on your service area. You pay $40 for each Medicare-covered visit.

Out-of-network:
You pay 30% of the Medicare-allowed cost.

Ambulance In- and Out-of-network:

Non-emergency ambulance transportation may require that your You pay $325 for each Medicare-covered emergency ambulance service
provider get prior authorization (approval in advance). Please see ~ (one-way).

the Evidence of Coverage for more information.

Ambulance services are covered worldwide.

There is a $25,000 limit for worldwide emergency, urgent care,
and ambulance transport, this limit does not apply to services in

the U.S.
Transportation Not a covered benefit.
Medicare Part B drugs You pay 20% of the contracted rate for Medicare-covered services.

Services may require that your provider get prior authorization
(approval in advance). Please see the Evidence of Coverage for
more information.
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Outpatient Prescription Drugs (Generations Advantage Select (LPPO) Plan)

Standard Preferred Retail Mail-Order
Retail

E— (30-day supply) (30-day supply)

Cost sharing Tier 1 $4 $0 $4
(Preferred Generic)
. - Cost sharing may change depending on the pharmacy
Cost sharing Tier 2 $18 $10 $18 you choose and when you enter another phase of the
(Generic) Part D benefit. You won’t pay more than $35 for a
- - one-month supply of each insulin product covered by
TR T GRS $47 $40 $47 our plan, no matter what cost-sharing tier it’s on. For
(Preferred Brand) more information on the additional pharmacy-specific
. . cost sharing and the phases of the benefit, please refer
Cost sharing Tier 4 $100 $95 $100 to the Evidence of Coverage.
(Non-Preferred Drug)
Cost sharing Tier 5 29% 29% 299%
(Specialty Tier)
Cost sharing Tier 6 $4 $0 $4
(Select Care Drug)

During this phase you will pay 25% for generic or brand-name drugs in Tiers 1-5, and 15% for generic or brand name
drugs in Tier 6.

I
[\
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Generic and Brand ) ) .
Name Drugs During this payment stage, the plan pays the full cost for your covered Part D drugs. You pay nothing.

Martin’s Point Generation Advantage’s pharmacy network includes limited lower-cost, preferred pharmacies in suburban areas in Maine and New
Hampshire. The lower costs advertised in our plan materials for these pharmacies may not be available at the pharmacy you use. For up-to-date
information about our network pharmacies, including whether there are any lower-cost preferred pharmacies in your area, please call 1-866-544-7504
(TTY:711) or consult the online pharmacy directory at www.MartinsPoint.org/MedicareMembers.

43
2024 Summary of Benefits



Outpatient Prescription Drugs (Generations Advantage Select (LPPO) Plan)

Standard Preferred Retail Mail-Order
Retail
(90-day supply)  (90-day supply) (90-day supply)

$275 Part D deductible for Tiers 3 through 5 drugs

Cost sharing Tier 1 $12 $0 $10

(Preferred Generic) Cost sharing may change depending on the pharmacy
Cost sharing Tier 2 $54 $30 $45 you choose and when you enter another phase of the
(Generic) Part D benefit. You won’t pay more than $70 for up to
Cost sharing Tier 3 $141 $120 $117.50 a two-month supply or $105 for up to a three-month

supply of each covered insulin product regardless of

(Preferred Brand) the cost-sharing tier. For more information on the
Cost sharing Tier 4 $300 $285 $250 additional pharmacy-specific cost sharing and the
(Non-Preferred Drug) phases of the benefit, please refer to the Evidence of
Cost sharing Tier 5 Not covered Not covered Not covered Coverage

(Specialty Tier)

Cost sharing Tier 6 $12 $0 $0

(Select Care Drug)

During this phase you will pay 25% for generic or brand-name drugs in Tiers 1-5, and 15% for generic or brand name
drugs in Tier 6.

Generic or Brand ) ;
Name Drugs During this payment stage, the plan pays the full cost for your covered Part D drugs. You pay nothing.
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Martin’s Point Generation Advantage’s pharmacy network includes limited lower-cost, preferred pharmacies in suburban areas in Maine and New
Hampshire. The lower costs advertised in our plan materials for these pharmacies may not be available at the pharmacy you use. For up-to-date
information about our network pharmacies, including whether there are any lower-cost preferred pharmacies in your area, please call 1-866-544-7504
(TTY:711) or consult the online pharmacy directory at www.MartinsPoint.org/MedicareMembers.

Additional Benefits

Wellness Wallet (Fitness, Naturopathic
Services, Acupuncture, Nutrition/Dietary Education, Weight
Management Programs, and Face Masks)

Please see the Evidence of Coverage for more information.

Over-The-Counter items (OTC)

More than 350 covered items including: non-prescription
medicine (pain relief, cough, allergies), toothpaste, first aid
items, and vitamins. Members can order online, over the
phone, or visit a designated store location.

Please see the Evidence of Coverage for more information.
Nutrition and dietary:

Telenutrition: Members have access to an online
nutrition/dietary platform and unlimited visits with a
registered dietitian via video connection, email, or telephone
through third-party vendor FoodSmart™.

Note: Food cost and delivery of meals/groceries are not
covered under this benefit.

2024 Summary of Benefits

The plan will reimburse up to $500 each year in total for Fitness Benefit,
Naturopathic Services, Acupuncture, Nutrition/Dietary Education, Weight
Management Programs, and Face Masks.

The plan will cover up to $50 per quarter for members to purchase select
CVS brand over-the-counter (OTC) products.

The benefit refreshes quarterly. Remaining balances do not carry over to
the next quarter.

$0 cost for telenutrition services through FoodSmart™
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Martin's Point Generations Advantage Value Plus (HMO-POS)
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Section 1: Introduction

This is a summary of drug and health services covered by Martin's Point Generations Advantage Value Plus.
January 1, 2024 - December 31, 2024

Martin’s Point Generations Advantage is a health plan with a Medicare For Generations Advantage Value Plus (HMO-POS) plan:
contract offering HMO, HMO-POS, and Local PPO products.
Enrollment in a Martin’s Point Generations Advantage plan depends on
contract renewal.

Our service area includes: Aroostook, Franklin, Hancock, Kennebec,
Knox, Lincoln, Oxford, Penobscot, Piscataquis, Sagadahoc, Somerset,

Waldo, and Washington counties in Maine.

This information may be available in other formats such as large print, ) )
braille, or an electronic copy on our website. For more information call The b lan has a network ofdoctors, hospltalg, pharmacies, and other
Generations Advantage at 1-866-544-7504 providers. If you use providers that are not in our network, the plan may

) . . . not pay for the services.
The benefit information provided is a summary of what we cover and

what you pay. It does not list every service that we cover or list every
limitation or exclusion. To get a complete list of services we cover,
please see the Evidence of Coverage on our website, or you may contact
us. To join Martin's Point Generations Advantage Value Plus, you must
be entitled to Medicare Part A, be enrolled in Medicare Part B, and live
in our service area.
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Section 2: Summary of Benefits

This is a summary of the premiums and benefits covered by the Martin’s Point Generations Advantage Value Plus (HMO-POS).

The table below shows the monthly plan premium amount for each of the regions we serve. In addition, you must keep paying your Medicare Part B
premium.

Monthly Plan Premium Plan Service Area Monthly
Premium

Martin's Point Generations Advantage Aroostook, Franklin, Hancock, Kennebec, Knox, Lincoln, Oxford, $0

Value Plus Penobscot, Piscataquis, Sagadahoc, Somerset, Waldo, and Washington

counties in Maine

Benefit Value Plus (HMO-POS) Plan

Deductible You pay $0 annually
(our plan does not have a medical deductible)
Maximum Out-of-Pocket $6,350 Annually

(does not include prescription drugs)
Our plan protects you by having yearly limits on your out-of-pocket costs for
medical and hospital care.

Note: Your Maximum QOut-of-Pocket is based on your service area.
Inpatient hospital In-network:

Services may require that your provider get prior authorization (approval in YU pay per admission:

advance). Please have your provider contact the plan for more details. $360 per day for days 1-7;
$0 per day for days 8+

Outpatient hospital In-network:
Services may require that your provider get prior authorization (approval in You pay $275 for Medicare-covered surgery services at a
advance). Please have your provider contact the plan for more details. hospital outpatient facility.
Ambulatory & Surgical Center (ASC) In-network:
Services may require that your provider get prior authorization (approval in You pay $150 for Medicare-covered surgery services at an
advance). Please have your provider contact the plan for more details. ambulatory surgical center.
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Benefit Value Plus (HMO-POS) Plan

Doctor visits In-network:
Primary care
You pay $0 for post-operative and post-discharge visits with
your PCP.

You pay $0 for a brief emotional/behavioral assessment with
your PCP.

You pay $10 for all other PCP services and visits.
Specialists

You pay $45 for each specialist office visit for Medicare-
covered services.

Preventive care In-network:

Any additional preventive services approved by Medicare during the contract You pay $0 for additional preventive services approved by
year will be covered. There are some items not covered at $0 cost. Medicare

Emergency care In- and Out-of-network:

Note: You do not have to pay this amount if you are admitted to a hospital You pay $120 for each Medicare-covered emergency room
within 24 hours for the same condition. visit.

Emergency care is covered worldwide.

There is a $25,000 limit for worldwide emergency, urgent care, and

ambulance transport, this limit does not apply to services in the U.S.

Urgently needed services In- and Out-of-network:

Urgent care is covered nationwide. You pay $50 for each Medicare-covered urgent care visit
when performed at an urgent care center.

There is a $25,000 limit for worldwide emergency, urgent care, and

ambulance transport, this limit does not apply to services in the U.S. Out-of-Country:

You pay $120 for each Medicare-covered urgent care visit
when performed at an urgent care center outside of the United
States and its associated territories.
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Benefit Value Plus (HMO-POS) Plan

Diagnostic Services / Labs / Imaging In-network:
Services may require that your provider get prior authorization (approval in Diagnostic radiology service (e.g., MRI)
advance). Please see the Evidence of Coverage for more information. You pay 20% of the contracted rate for complex diagnostic

radiology (PET, CT, MRI, MRA, nuclear medicine).

Lab services
You pay 20% of the contracted rate for genetic labs.
You pay $0/5 copay for lab services.

Diagnostic tests and procedures
You pay 15% of the contracted rate for simple diagnostic
radiology.

Outpatient x-rays
You pay $15 copay for x-rays.

Hearing services In-network:
Hearing exam
You pay $45 per visit for Medicare-covered hearing services.

Hearing aid fittings and evaluations

You pay $0 for 1 year of hearing aid fittings and ongoing
hearing aid evaluations when used in conjunction with your
hearing aid benefit.

Services must be received from an Amplifon provider.

Hearing aids

There is a $1,000 benefit maximum ($500 copay per ear, per
year).

Services must be received from an Amplifon provider.

Dental services (Medicare-covered) In-network:

Services may require that your provider get prior authorization (approval in ~ You pay $45 per visit for Medicare-covered dental services

advance). Please see the Evidence of Coverage for more information. (non-routine dental care required to treat illness or injury).

Preventive and comprehensive dental Preventive and Comprehensive Dental services are covered.

Members must use Delta Dental PPO/Premier or Martin's Point Generations  Please see Dental Overview on page 55 for more information.
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Benefit Value Plus (HMO-POS) Plan

Advantage network dentist in Maine, New Hampshire, or Vermont to obtain
these supplemental dental benefits.

Vision services In-network:
Annual routine eye exam
You pay $0 for an annual routine eye exam.

Medicare-covered physician services
You pay $45 for non-routine Medicare-covered physician
services.

Glaucoma testing
You pay $0 for glaucoma testing.

Diabetic retinopathy
You pay $0 for a diabetic eye exam (retinopathy).

Eyeglass frames, lenses, and contacts
The plan will reimburse up to $100 for prescription frames,
lenses, and contacts.

Mental health services In-network:
Services may require that your provider get prior authorization (approval in Inpatient visit
advance). Please see the Evidence of Coverage for more information. You pay per admission:

$365 per day for days 1-7
$0 per day for days 8+

Outpatient individual therapy visit
You pay $25 per visit for individual therapy.

Outpatient group therapy visit
You pay $25 per visit for group therapy.

Skilled nursing facility In-network:
Services may require that your provider get prior authorization (approval in For each benefit period you pay for Medicare-covered
advance). Please see the Evidence of Coverage for more information. services:

$0 per day for days 1-20;
$203 per day for days 21-100
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Benefit Value Plus (HMO-POS) Plan

Physical therapy In-network:
You pay $40 for each Medicare-covered visit.

Ambulance In- and Out-of-network:
Non-emergency ambulance transportation services may require that your You pay $325 for each Medicare-covered emergency
provider get prior authorization (approval in advance). Please see the ambulance service (one-way).

Evidence of Coverage for more information.
Ambulance services are covered worldwide.

There is a $25,000 limit for worldwide emergency, urgent care, and
ambulance transport, this limit does not apply to services in the U.S.

Transportation Not a covered benefit.
Medicare Part B drugs In-network:
Services may require that your provider get prior authorization (approval in You pay 20% of the contracted rate for Medicare-covered
advance). Please see the Evidence of Coverage for more information. services.
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Outpatient Prescription Drugs (Generations Advantage Value Plus (HMO-POS) Plan)

sumdl Preferred Retail Mail-Order
Retail

(30-day supply) (30-day supply) (30-day supply)

$300 Part D deductible for Tiers 3 through 5 drugs

Cost sharing Tier 1 $4 $0 $4 Cost sharing may change depending on the
(Preferred Generic) pharmacy you choose and when you enter
Cost sharine Tier 2 another phase of the Part D benefit. You won’t
0sts .arlng ter $18 $10 $18 pay more than $35 for a one-month supply of
(Generic) each insulin product covered by our plan, no
Cost sharing Tier 3 $47 $40 $47 matter what cost-sharing tier it’s on, even if
(Preferred Brand) you have.n t paid your q§duct1ble. For more
: . information on the additional pharmacy-
Cost sharing Tier 4 $100 $95 $100 specific cost sharing and the phases of the
(Non-Preferred Drug) benefit, please refer to the Evidence of
Coverage
Cost sharing Tier S 28% 28% 28% s
(Specialty Tier)

During this phase you will pay 25% for generic or brand-name drugs in Tiers 1-5, and 15% for generic or brand

name drugs in Tier 6.

Generic or Brand
Name Drugs

During this payment stage, the plan pays the full cost for your covered Part D drugs. You pay nothing.
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Outpatient Prescription Drugs (Generations Advantage Value Plus (HMO-POS) Plan)

sumdl Preferred Retail Mail-Order
Retail

(90-day supply) (90-day supply) (90-day supply)

$300 Part D deductible for Tiers 3 through 5 drugs

Cost sharing Tier 1 $12 $0 $10 Cost sharing may change depending on the
(Preferred Generic) pharmacy you choose and when you enter
Cost sharine Tier 2 another phase of the Part D benefit. You won’t
0sts .arlng ter $54 $30 $45 pay more than $70 for up to a two-month
(Generic) supply or $105 for up to a three-month supply
Cost sharing Tier 3 $141 $120 $117.50 of each covered insulin product regardless of
' the cost-sharing tier. For more
Preferred Brand
(Preferred Brand) information on the additional pharmacy-
Cost sharing Tier 4 $300 $285 $250 specific cost sharing and the phases of the
(Non-Preferred Drug) benefit, please refer to the Evidence of
. . Coverage
Cost sharing Tier 5 Not covered Not covered
. . Not covered
(Specialty Tier)

During this phase you will pay 25% for generic or brand-name drugs in Tiers 1-5, and 15% for generic or brand

name drugs in Tier 6.

Generic or Brand

N During this payment stage, the plan pays the full cost for your covered Part D drugs. You pay nothing.
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Additional Benefits

Value Plus (HMO-POS) Plan

Wellness Wallet (Fitness, Naturopathic
Services, Acupuncture, Nutrition/Dietary Education,
Weight Management Programs, and Face Masks)

Please see the Evidence of Coverage for more
information.

Over-The-Counter items (OTC)

More than 350 covered items including: non-
prescription medicine (pain relief, cough, allergies),
toothpaste, first aid items, and vitamins. Members
can order online, over the phone, or visit a
designated store location.

Please see the Evidence of Coverage for more
information.

Nutrition and dietary

Telenutrition: Members have access to an online
nutrition/dietary platform and unlimited visits with a
registered dietitian via video connection, email, or
telephone through third-party vendor FoodSmart™.

Note: Food cost and delivery of meals/groceries are
not covered under this benefit.

The plan will reimburse up to $500 each year in total for Fitness Benefit,

Naturopathic Services, Acupuncture, Nutrition/Dietary Education, Weight

Management Programs, and Face Masks.

The plan will cover up to $60 per quarter for members to purchase select
CVS brand over-the-counter (OTC) products.

The benefit refreshes quarterly. Remaining balances do not carry over to the
next quarter.

$0 cost for telenutrition services through FoodSmart™

All plans cover Part B drugs such as chemotherapy and some drugs administered by your provider.

In addition, Generations Advantage Value Plus covers Part D drugs.

You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions, our plan’s pharmacy directory and our plan’s
provider directory on our website at www.MartinsPoint.org/MedicareMembers.

2024 Summary of Benefits
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If you want to know more about the coverage and costs of Original Medicare, look in your Medicare & You 2024 Handbook. You can download a
copy of from the Medicare website (Www.medicare.gov) or ask for a printed 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.

Benefit Value Plus (HMO-POS) Plan

Point-of-Service Services available in the POS benefit:

The Value Plus plan has a Point-of- Doctor visits (Primary Care and Specialist)
Service (POS) benefit where you can use
an out-of-network provider for certain
services. Under the POS, you will
generally pay a higher cost share when
using an out-of-network provider. Please
refer to the Evidence of Coverage for
more information.

» Chiropractic visits $55
»Physician Specialist visits $55
»Podiatry visits $55
»Primary Care visits $35
(Allowed only outside the plan’s service area)
Inpatient hospital care

»You pay 40% of the cost per admission. Prior authorization is required.

Outpatient services

» Diabetes self-management 20% of the Medicare-allowed cost for supplies and shoes; $0 for
training

»Durable medical equipment 30% of the Medicare-allowed cost

»Medicare Part B prescription drugs, including chemotherapy 20% of the Medicare-allowed cost
» Outpatient diagnostic tests/procedures, X-rays, and lab services 0-20% of the Medicare-allowed
cost; all other labs: $5

»Outpatient mental health and substance abuse group and individual therapy: $30

»Outpatient rehabilitation services (Physical, Occupational, and Speech therapy) $55
»Outpatient surgery in a hospital or ambulatory surgical center $400/$200

»Radiation therapy 30% of the Medicare-allowed cost

Dental services

Medicare-covered dental services $55
Hearing services

Medicare-covered hearing services $55
Vision services

»Medicare-covered vision services $55
» Annual routine eye exam 30% of the Medicare- allowed cost
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Section 3: Dental Benefit Overview

The Martin’s Point Generations Advantage Value Plus (HMO-
POS) plan includes the following benefits when seeing a Delta
Dental network dentist. This benefit overview is provided for
summary purposes only.

Delta Dental Network

Plan benefits are available only when you receive your dental care
from a Delta Dental network dentist in Maine, New Hampshire, or
Vermont:

»No Balance Billing: Participating dentists accept Delta Dental’s
fees for services as payment in full.

»No Claims Paperwork: Participating dentists will prepare and
submit claims for you.

»Direct Payment: Delta Dental pays participating dentists
directly, so you don’t have to pay the covered amount up front
and wait for reimbursement.

To find out if your dentist participates in the Delta Dental network,
please visit our website at
www.MartinsPoint.org/MedicareMembers, visit
www.nedelta.com/Dentist-Search, or call Delta Dental’s
Customer Service Department at 1-800-832-5700 (TTY: 711)
Monday through Friday, 8am — 4:45pm.

Dental Benefit Value Plus
Benefit Maximum $1,000
Office Visit Copay $50

Category A: Diagnostic/Preventative

Oral exam and routine cleaning™® twice in a
calendar year

Problem-focused exams as needed

Bitewing x-rays once every calendar year
and panoramic x-rays once in a 5 calendar
year period

X-rays of individual teeth as needed

No cost sharing
(must pay office
visit copay)

Category B: Basic Restorative

Amalgam (silver) fillings

Resin restoration on anterior teeth,
posterior teeth, and the buccal surface of
bicuspids only

Surgical and routine extractions

Root canals

Treatment of gum disease (periodontics,
including periodontal maintenance
cleanings*)

You pay 50% of
the cost + $50
office visit copay

Category C: Major Restorative

*Note: Cleanings are limited to two per calendar year; you may choose
from Category A (preventative/routine) and/or Category B (periodontal).

Office visit copays and coinsurances apply.

2024 Summary of Benefits

Dentures You pay 50% of

Crowns the cost + $50

Implants office visit copay
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Section 3: Dental Benefit Overview (Continued)

Claim Process for Participating Dentists

Present your Generations Advantage member ID card to your participating dentist at the time of your visit. Your participating dentist will submit
your claim to Delta Dental.

Members can register online to view claims and benefit information at www.nedelta.com.

Non-participating Dentists

No benefits are available under your policy if you choose to visit a dentist who is not participating in the Delta Dental network. Non-participating
dentists are welcome to join the Delta Dental network at any time.

Identification Cards

Your Generations Advantage member ID card includes your dental group number and the Delta Dental customer service number. Your member ID
number for dental benefits is the same as your Generations Advantage Value Plus plan member ID number.
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Martin's Point Generations Advantage Access (LPPO)
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Section 1: Introduction

This is a summary of drug and health services covered by Martin's Point Generations Advantage Access (LPPO) plan.

Plan Name Plan Service Area Monthly

Premium

Martin's Point Generations Advantage

Access For members living in Belknap, Carroll, Coos, and Grafton counties in NH: $0
N 016:’ Your premium is based on your For members living in Cheshire, Hillsborough, Merrimack, Rockingham, $29
SEAES LA Strafford, and Sullivan counties in New Hampshire:

January 1, 2024 - December 31, 2024

Martin’s Point Generations Advantage is a health plan with a Medicare For Martin’s Point Generations Advantage Access (LPPO) plan:
contract offering HMO, HMO-POS, and Local PPO products.
Enrollment in a Martin’s Point Generations Advantage plan depends on
contract renewal.

» Our service area includes: Belknap, Carroll, Coos, Cheshire, Grafton,
Hillsborough, Merrimack, Rockingham, Strafford, and Sullivan counties

in New Hampshire.
This information may be available in other formats such as large print, ) ]
braille, or an electronic copy on our website. For more information call The Access plan has a network of doctors, hospitals, pharmacies, and

Generations Advantage at 1-866-544-7504 other providers. If you use the providers in our network, you may pay
less for your covered services. But if you want to, you can also use

The benefit information provided is a summary of what we cover and providers that are not in our network.

what you pay. It does not list every service that we cover or list every
limitation or exclusion. To get a complete list of services we cover,
please see the Evidence of Coverage on our website, or you may contact
us. To join Martin's Point Generations Advantage Access, you must be
entitled to Medicare Part A, be enrolled in Medicare Part B, and live in
our service area.

Section 2: Summary of Benefits

This is a summary of drug and health services covered by Martin's Point Generations Advantage Access (LPPO) plan.
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Benefit Access (LPPO) Plan

Deductible You pay $0 annually

Maximum out-of-pocket (does not include prescription drugs)
Our plan protects you by having yearly limits on your out-of- In-network: $5,900 annually
pocket costs for medical and hospital care.

Note: Your Maximum Out-of-Pocket is based on your service area. Combined In- and Out-of-network: $9,550 annually

Inpatient hospital In-network:
You pay per admission:
$360 per day for days 1-7;

Note: Your copay is based on your service area.
$0 per day for days 8+

Services may require that your provider get prior authorization
(approval in advance). Please have your provider contact the plan
for more details.

Out-of-network:
You pay per admission:
40% of the Medicare-allowed cost for a Medicare-covered hospital stay.

Outpatient hospital In-network:

Services may require that your provider get prior authorization You pay $250 for Medicare-covered surgery services at a hospital
(approval in advance). Please have your provider contact the plan  outpatient facility.

for more details.

Out-of-network:
You pay 30% of the Medicare-allowed cost of Medicare-covered surgery

Note: Your copay is based on your service area. . : . o1
services at a hospital outpatient facility.

Ambulatory & Surgical Centers (ASC) In-network:

Note: Your copay is based on your service area. You pay $150 for Medicare-covered surgery services at an ambulatory
Services may require that your provider get prior authorization surgical center.

(approval in advance). Please have your provider contact the plan  Qut-of-network:

for more details. You pay 30% of the Medicare-allowed cost of Medicare-covered surgery

services at an ambulatory surgical center.
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Benefit Access (LPPO) Plan

Doctor visits Primary care
Note: Your copay is based on your service area. In-network:
You pay $0 for post-operative and post-discharge visits with your PCP.

You pay $0 for a brief emotional/behavioral assessment with your PCP.

In-network for members living in Belknap, Carroll, Coos, and Grafton
counties in New Hampshire: You pay $10 for all other PCP services and
visits.

In-network for members living in Cheshire, Hillsborough, Merrimack,
Rockingham, Strafford, and Sullivan counties in New Hampshire: You
pay $5 for all other PCP services and visits.

Out-of-network:
You pay 30% of the Medicare-allowed cost for each Primary Care
Physician (PCP) office visit for Medicare-covered services.

Specialists

In-network for members living in Belknap, Carroll, Coos, and Grafton
counties in New Hampshire: You pay $40 for each specialist office visit
for Medicare-covered services.

In-network for members living in Cheshire, Hillsborough, Merrimack,
Rockingham, Strafford, and Sullivan counties in New Hampshire: You
pay $35 for each specialist office visit for Medicare-covered services.

Out-of-network:
You pay 30% of the Medicare-allowed cost for each specialist office visit
for Medicare-covered services.
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Benefit Access (LPPO) Plan

Preventive care In-network:
Any additional preventive services approved by Medicare during ~ You pay $0 for additional preventive services approved by Medicare
the contract year will be covered. There are some items not

Out-of-network:
covered at $0 cost.

You pay 30% for additional preventive services approved by Medicare
Note: Your copay is based on your service area.

Emergency care In- and Out-of-network:

Note: You do not have to pay this amount if you are admitted to @~ You pay $120 for each Medicare-covered emergency room visit.
hospital within 24 hours for the same condition.

Emergency care is covered worldwide.

There is a $25,000 limit for worldwide emergency, urgent care,
and ambulance transport, this limit does not apply to services in

the U.S.
Urgently needed services In- and Out-of-network:
Urgent care is covered nationwide. You pay $50 for each Medicare-covered urgent care visit when

performed at an urgent care center.

There is a $25,000 limit for worldwide emergency, urgent care,

and ambulance transport, this limit does not apply to services in Out-of-Country: ‘ o
the U.S. You pay $120 for each Medicare-covered urgent care visit when

performed at an urgent care center outside of the United States and its
associated territories.

Diagnostic radiology service (e.g., MRI)

In-network:

You pay 20% of the contracted rate for complex diagnostic radiology
(such as PET, CT, MRI, MRA, nuclear medicine)

Out-of-network:
You pay 30% of the Medicare-allowed cost of complex diagnostic
radiology (PET, CT, MRI, MRA, nuclear medicine).

Diagnostic Services / Labs / Imaging

Services may require that your provider get prior authorization
(approval in advance). Please see the Evidence of Coverage for
more information.
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Benefit Access (LPPO) Plan

Lab services

In-network:

You pay 20% of the contracted rate for genetic labs.
You pay $0/$5 copay for all other lab services.

Out-of-network:
You pay 20% of the Medicare-allowed cost for genetic labs.
You pay $0/$5 copay for all other lab services.

Diagnostic tests and procedures
In-network:
You pay 15% of the contracted rate for simple diagnostic radiology.

Out-of-network:
You pay 15% of the Medicare-allowed cost of simple diagnostic
radiology.

Outpatient x-rays
In-network:
You pay 15% of the contracted rate for X-rays.

Out-of-network:
You pay 15% of the Medicare-allowed cost for x-rays.
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Benefit Access (LPPO) Plan

Hearing services Hearing exam
In-network for members living in Belknap, Carroll, Coos, and Grafton
counties in New Hampshire: You pay $40 per visit for Medicare-covered
hearing services.

In-network for members living in Cheshire, Hillsborough, Merrimack,
Rockingham, Strafford, and Sullivan counties in New Hampshire: You
pay $35 per visit for Medicare-covered hearing services.

Out-of-network:
You pay 30% of the Medicare-allowed cost.

Hearing aid fittings and evaluations

In-network:

You pay $0 for 1 year of hearing aid fittings and ongoing hearing aid
evaluations when used in conjunction with your hearing aid benefit.
Services must be received from an Amplifon provider.

Hearing aids

In-network:

There is a $1,000 benefit maximum ($500 copay per ear, per year).
Services must be received from an Amplifon provider.

Dental services (Medicare-covered) In-network for members living in Belknap, Carroll, Coos, and Grafton
Services may require that your provider get prior authorization counties in New Hampshire: You pay $40 per visit for Medicare-covered
(approval in advance). Please see the Evidence of Coverage for dental services (non-routine dental care required to treat illness or injury).

more information. In-network for members living in Cheshire, Hillsborough, Merrimack,

Rockingham, Strafford, and Sullivan counties in New Hampshire: You
pay $35 per visit for Medicare-covered dental services (non-routine
dental care required to treat illness or injury).

Out-of-network:
You pay 30% of the Medicare-allowed cost.
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Benefit Access (LPPO) Plan

Preventive and comprehensive dental Preventive and comprehensive dental services are covered.
Members must use Delta Dental PPO/Premier or Martin's Point Please see Dental Overview on page 69 for more information.
Generations network dentist in Maine, New Hampshire, or

Vermont to obtain these supplemental dental benefits.

Note: Your Preventive and Comprehensive Dental Coverage is
based on your service area.
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Vision services

2024 Summary of Benefits

Annual routine eye exam
In-network:
You pay $0 for an annual routine eye exam.

Out-of-network:
You pay 30% of the Medicare-allowed cost for an annual routine eye
exam.

Medicare-covered physician services

In-network for members living in Belknap, Carroll, Coos, and Grafton
counties in NH:

You pay $40 for non-routine Medicare-covered physician services.

In-network for members living in Cheshire, Hillsborough, Merrimack,
Rockingham, Strafford, and Sullivan counties in NH:
You pay $35 for non-routine Medicare-covered physician services.

Out-of-network:
You pay 30% of the Medicare-allowed cost of non-routine Medicare-
covered physician services.

Glaucoma testing
In- and Out-of-network:
You pay $0 for glaucoma testing.

Diabetic retinopathy
In-Network:
You pay $0 for a diabetic eye exam (retinopathy).

Out-of-network:
You pay 30% of the Medicare-allowed cost for a diabetic eye exam
(retinopathy).

Eyeglass frames, lenses, and contacts:

For members living in Belknap, Carroll, Coos, and Grafton counties in
New Hampshire:

The plan will reimburse up to $150 for prescription frames, lenses, and
contacts.
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Benefit Access (LPPO) Plan

For members living in Cheshire, Hillsborough, Merrimack, Rockingham,
Strafford, and Sullivan counties in New Hampshire:
The plan will reimburse up to $250 for prescription frames, lenses, and

contacts.
Mental health services Inpatient visit
Services may require that your provider get prior authorization
. : In-network:
(approval in advance). Please see the Evidence of Coverage for v s -
: formation ou pay per admission:
more in : $220 per day for days 1-7;

$0 per day for days 8+

Out-of-network:
You pay per admission: 30% of the Medicare-allowed cost per day for a
Medicare-covered hospital stay.

Note: Your copay is based on your service area.

Outpatient individual therapy visit
In-network:
You pay $25 per visit for individual therapy.

Out-of-network:
You pay 30% of the Medicare-allowed cost of a visit for individual
therapy.

Outpatient group therapy visit
In-network:
You pay $25 per visit for group therapy.

Out-of-network:
You pay 30% of the Medicare-allowed cost of a visit for group therapy.

Skilled nursing facility In-network:

Services may require that your provider get prior authorization For each benefit period you pay for Medicare-covered services:
(approval in advance). Please see the Evidence of Coverage for $0 per day for days 1-20;

more information. $203 per day for days 21-100

Out-of-network:
You pay 30% of the Medicare-allowed cost.
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Benefit Access (LPPO) Plan

Physical therapy In-network for members living in Belknap, Carroll, Coos, and Grafton
counties in New Hampshire:

Note: Your copay is based on your service area. ‘ .
You pay $40 for each Medicare-covered visit.

In-network for members living in Cheshire, Hillsborough, Merrimack,
Rockingham, Strafford, and Sullivan counties in New Hampshire:
You pay $35 for each Medicare-covered visit.

Out-of-network:
You pay 30% of the Medicare-allowed cost.

Ambulance In- and Out-of-network:

Non-emergency ambulance transportation may require that your You pay $325 for each Medicare-covered emergency ambulance service
provider get prior authorization (approval in advance). Please see ~ (one-way).

the Evidence of Coverage for more information.

Ambulance services are covered worldwide.

There is a $25,000 limit for worldwide emergency, urgent care,
and ambulance transport, this limit does not apply to services in

the U.S.
Transportation Not a covered benefit.
Medicare Part B drugs You pay 20% of the contracted rate for Medicare-covered services.

Services may require that your provider get prior authorization
(approval in advance). Please see the Evidence of Coverage for
more information.
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Section 3: Dental Benefit Overview

The Martin’s Point Generations Advantage Access (LPPO) plan
includes the following benefits when seeing a Delta Dental network
dentist. This benefit overview is provided for summary purposes
only.

Delta Dental Network

Plan benefits are available only when you receive your dental care
from a Delta Dental network dentist in Maine, New Hampshire, or
Vermont:

»No Balance Billing: Participating dentists accept Delta Dental’s
fees for services as payment in full.

»No Claims Paperwork: Participating dentists will prepare and
submit claims for you.

»Direct Payment: Delta Dental pays participating dentists
directly, so you don’t have to pay the covered amount up front
and wait for reimbursement.

To find out if your dentist participates in the Delta Dental network,
please visit our website at
www.MartinsPoint.org/MedicareMembers, visit
www.nedelta.com/Dentist-Search, or call Delta Dental’s
Customer Service Department at 1-800-832-5700 (TTY: 711)
Monday through Friday, 8am — 4:45pm.

2024 Summary of Benefits

Benefit Maximum for members living in $1,000
Belknap, Carroll, Coos, and Grafton

counties in New Hampshire:

Office Visit Copay $50

Category A: Diagnostic/Preventative

Oral exam and routine cleaning® twice in a
calendar year

Problem-focused exams as needed

Bitewing x-rays once every calendar year
and panoramic x-rays once in a 5 calendar
year period

X-rays of individual teeth as needed

Crowns

Implants

No cost sharing
(must pay office
visit copay)

*Note: Cleanings are limited to two per calendar year. Office visit

copays and coinsurances apply.
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Section 3: Dental Benefit Overview (Continued)

Claim Process for Participating Dentists

Present your Generations Advantage member ID card to your participating dentist at the time of your visit. Your participating dentist will
submit your claim to Delta Dental.

Members can register online to view claims and benefit information at www.nedelta.com.

Non-participating Dentists

No benefits are available under your policy if you choose to visit a dentist who is not participating in the Delta Dental network. Non-participating
dentists are welcome to join the Delta Dental network at any time.

Identification Cards

Your Generations Advantage member ID card includes your dental group number and the Delta Dental customer service number. Your member ID
number for dental benefits is the same as your Generations Advantage Value Plus plan member ID number.
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Section 3: Dental Benefit Overview

The Martin’s Point Generations Advantage Access (LPPO) plan
includes the following benefits when seeing a Delta Dental network
dentist. This benefit overview is provided for summary purposes
only.

Delta Dental Network

Plan benefits are available only when you receive your dental care
from a Delta Dental network dentist in Maine, New Hampshire, or
Vermont:

»No Balance Billing: Participating dentists accept Delta Dental’s
fees for services as payment in full.

»No Claims Paperwork: Participating dentists will prepare and
submit claims for you.

»Direct Payment: Delta Dental pays participating dentists
directly, so you don’t have to pay the covered amount up front
and wait for reimbursement.

To find out if your dentist participates in the Delta Dental network,
please visit our website at
www.MartinsPoint.org/MedicareMembers, visit
www.nedelta.com/Dentist-Search, or call Delta Dental’s
Customer Service Department at 1-800-832-5700 (TTY: 711)
Monday through Friday, 8am — 4:45pm.

Benefit Maximum for members living in $2,000
Cheshire, Hillsborough, Merrimack,

Rockingham, Strafford, and Sullivan

counties in New Hampshire:

Office Visit Copay $50

Category A: Diagnostic/Preventative

Oral exam and routine cleaning® twice in a
calendar year

Problem-focused exams as needed

Bitewing x-rays once every calendar year
and panoramic x-rays once in a 5 calendar
year period

X-rays of individual teeth as needed

No cost sharing
(must pay office
visit copay)

Category B: Basic Restorative

Amalgam (silver) fillings

Resin restoration on anterior teeth,
posterior teeth, and the buccal surface of
bicuspids only

Surgical and routine extractions

Root canals

Treatment of gum disease (periodontics,
including periodontal maintenance
cleanings*)

You pay 50% of
the cost + $50
office visit copay

Category C: Major Restorative

Dentures

Crowns

Implants

You pay 50% of
the cost + $50
office visit copay

*Note: Cleanings are limited to two per calendar year; you may choose
from Category A (preventative/routine) and/or Category B (periodontal).
Office visit copays and coinsurances apply.

72
2024 Summary of Benefits



Section 3: Dental Benefit Overview (Continued)

Claim Process for Participating Dentists

Present your Generations Advantage member ID card to your participating dentist at the time of your visit. Your participating dentist will submit
your claim to Delta Dental.

Members can register online to view claims and benefit information at www.nedelta.com.

Non-participating Dentists

No benefits are available under your policy if you choose to visit a dentist who is not participating in the Delta Dental network. Non-participating
dentists are welcome to join the Delta Dental network at any time.

Identification Cards

Your Generations Advantage member ID card includes your dental group number and the Delta Dental customer service number. Your member ID
number for dental benefits is the same as your Generations Advantage Value Plus plan member ID number.
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Outpatient Prescription Drugs (Generations Advantage Access (LPPO) Plan)

Standard Preferred Retail Mail-Order
Retail

E— (30-day supply) (30-day supply)

$275 Part D deductible for Tiers 3 to 5

Cost sharing Tier 1 $4 $0 $4
(Preferred Generic)
. - Cost sharing may change depending on the pharmacy
Cost sharing Tier 2 $18 $10 $18 you choose and when you enter another phase of the
(Generic) Part D benefit. You won’t pay more than $35 for a
- - one-month supply of each insulin product covered by
SrsSsiasineRiles $47 $40 $47 our plan, no matter what cost-sharing tier it’s on. For
(Preferred Brand) more information on the additional pharmacy-specific
. . cost sharing and the phases of the benefit, please refer
Cost sharing Tier 4 $100 $95 $100 to the Evidence of Coverage.
(Non-Preferred Drug)
Cost sharing Tier 5 29% 29% 299%
(Specialty Tier)
Cost sharing Tier 6 $4 $0 $4
(Select Care Drug)

During this phase you will pay 25% for generic or brand-name drugs.

~
|
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Generic and Brand ) ) .
Name Drugs During this payment stage, the plan pays the full cost for your covered Part D drugs. You pay nothing.

Martin’s Point Generation Advantage’s pharmacy network includes limited lower-cost, preferred pharmacies in suburban areas in Maine and New
Hampshire. The lower costs advertised in our plan materials for these pharmacies may not be available at the pharmacy you use. For up-to-date
information about our network pharmacies, including whether there are any lower-cost preferred pharmacies in your area, please call 1-866-544-7504
(TTY:711) or consult the online pharmacy directory at www.MartinsPoint.org/MedicareMembers.
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Outpatient Prescription Drugs (Generations Advantage Access (LPPO) Plan)

Standard Preferred Retail Mail-Order
Retail
(90-day supply)  (90-day supply) (90-day supply)

$275 Part D deductible for Tiers 3 through 5 drugs

Cost sharing Tier 1 $12 $0 $10

(Preferred Generic) Cost sharing may change depending on the pharmacy
Cost sharing Tier 2 $54 $30 $45 you choose and when you enter another phase of the
(Generic) Part D benefit. You won’t pay more than $70 for up to
Cost sharing Tier 3 $141 $120 $117.50 a two-month supply or $105 for up to a three-month

supply of each covered insulin product regardless of

(Preferred Brand) the cost-sharing tier. For more information on the
Cost sharing Tier 4 $300 $285 $250 additional pharmacy-specific cost sharing and the
(Non-Preferred Drug) phases of the benefit, please refer to the Evidence of
Cost sharing Tier 5 Not covered Not covered Not covered Coverage

(Specialty Tier)

Cost sharing Tier 6 $12 $0 $0

(Select Care Drug)

During this phase you will pay 25% for generic or brand-name drugs.

Generic or Brand

Name Drugs During this payment stage, the plan pays the full cost for your covered Part D drugs. You pay nothing.
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Martin’s Point Generation Advantage’s pharmacy network includes limited lower-cost, preferred pharmacies in suburban areas in Maine and New
Hampshire. The lower costs advertised in our plan materials for these pharmacies may not be available at the pharmacy you use. For up-to-date
information about our network pharmacies, including whether there are any lower-cost preferred pharmacies in your area, please call 1-866-544-7504
(TTY:711) or consult the online pharmacy directory at www.MartinsPoint.org/MedicareMembers.

Additional Benefits

Wellness Wallet (Fitness, Naturopathic
Services, Acupuncture, Nutrition/Dietary Education, Weight
Management Programs, and Face Masks)

Please see the Evidence of Coverage for more information.

Over-The-Counter items (OTC)

More than 350 covered items including: non-prescription
medicine (pain relief, cough, allergies), toothpaste, first aid
items, and vitamins. Members can order online, over the
phone, or visit a designated store location.

Please see the Evidence of Coverage for more information.
Nutrition and dietary:

Telenutrition: Members have access to an online
nutrition/dietary platform and unlimited visits with a
registered dietitian via video connection, email, or telephone
through third-party vendor FoodSmart™.

Note: Food cost and delivery of meals/groceries are not
covered under this benefit.

2024 Summary of Benefits

The plan will reimburse up to $425 each year in total for Fitness Benefit,
Naturopathic Services, Acupuncture, Nutrition/Dietary Education, Weight
Management Programs, and Face Masks.

The plan will cover up to $50 per quarter for members to purchase select
CVS brand over-the-counter (OTC) products.

The benefit refreshes quarterly. Remaining balances do not carry over to
the next quarter.

$0 cost for telenutrition services through FoodSmart™
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Martin’s Point Health Care complies with applicable Federal civil
rights laws and does not discriminate on the basis of race, color,

national origin, age, disability, or sex. Martin’s Point Health Care
does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex.

Martin’s Point Health Care:

* Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

- Qualified sign language interpreters

- Written information in other formats (large print, audio,
accessible electronic formats, other formats)

* Provides free language services to people whose primary
language is not English, such as:

- Qualified interpreters
- Information written in other languages

If you need these services, contact the Martin’s Point
Generations Advantage Member Services Team.

If you believe that Martin’s Point Health Care has failed to
provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you
can file a grievance with Member Services: Member Services,
Martin’s Point Generations Advantage, PO Box 9746, Portland,

ME 04104, 1-866-544- N ) ®
7504, TTY: 71, Fax: {%} MARTIN S POINT
207-828-7847. (We're @Y HearTH CARE
available 8 am-8 pm, -

seven days a week from

October 1to March 37;

and Monday through Friday the rest of the year.) You can file a
grievance in person, by mail, or by fax. If you need help filing a
grievance, the Martin’s Point Generations Advantage Member
Services Team is available to help you.

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for Civil
Rights, electronically through the Office for Civil Rights
Complaint Portal, available at ocrportal.hhs.gov/ocr/ portal/
lobby.jsf, or by mail or phone at:

U.S. Department of Health and

Human Services

200 Independence Avenue, SW

Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019 (TDD: 1-800-537-7697)

Complaint forms are available at www.hhs. gov/ocr/office/file/
index.html.

Form Approved OMB# 0938-1421

Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health or drug plan. To get an interpreter, just call us at 1-
877-553-7054 (TTY: 711). Someone who speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener sobre nuestro plan de salud o
medicamentos. Para hablar con un intérprete, por favor llame al 1-877-553-7054 (TTY: 711). Alguien que hable espafiol le podra ayudar. Este es un

servicio gratuito.

Chinese Mandarin: {152 (L 0 BIMIFIRS, BENEMRE S TS A AR T % [a), A& T EIEMIRIRSS, 1BEE 1-877-553-
7054 (TTY: 711), AL TAE AR BREFHEE, Xt TEIRS.

Chinese Cantonese: &% oMU SR EBEY R Ba nT BEA - A BETn], 2 LI MEE 0t B nufEs Mk i, WMEMEEIR s, 5 E0E 1-877-553-7054
(TTY: 711), BAMaErb S0 AN B E A el ), 8 &S0 B IRk,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga katanungan ninyo hinggil sa aming planong
pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-877-553-7054 (TTY: 711). Maaari kayong tulungan ng

isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.
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French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous appeler au 1-877-553-7054 (TTY: 711). Un interlocuteur parlant Frangais
pourra vous aider. Ce service est gratuit.

Vietnamese: Chiing t6i c6 dich vy thong dich mién phi dé tra 10i cac cau hoi vé chuong sirc khoe va chuong trinh thudc men. Néu qui vi can thong
dich vién xin goi 1-877-553-7054 (TTY: 711) s& c6 nhan vién noi tieng Viét giup dd qui vi. Pay 1a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-877-553-7054 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: BAHE 9% MY mi ofF @] Bd %ol B3 Selud £8 59 A 2E AFstn gk 59 A s
o] &3t A3} 1-877-553-7054 (TTY: 711) HO. 2 F o8] FAA| Q. =0l Z 3l ddA7F =9 =2 Ay} o] Mu]ae=
DEEIRIES

Russian: Ecnun Y BaC BO3HUKHYT BOMPOCblI OTHOCUTEJIbHO CTpaxoBOro nin MeankKaMeHTHOro rnsjiaHa, Bbl MOXeETE
BOCMO/1b30BaTbCs HaWKMMM becniaTHbIMU ycnyramm nepesogynKosB. YT1o6bl BOCNOBL30BATLCA ycnyramum nepesogyunka,
NO3BOHMUTE HaM No TenedoHy 1-877-553-7054 (TTY: 711). BamM oKa)XeT NOMOLLb COTPYAHMK, KOTOPbIM FOBOPUT NO-PYCCKW.
[NaHHag ycnyra 6ecnnaTHas.

L Juai¥) (s g clile al (558 aa e o Jgeanll Lal 4 0¥ Joan sl daally Glati Aiud (g1 e U Lilaal) (5 68l) an jiall cladd o283 W) ; Arabic
Agilae dedd oda elire Ly A jall Eaaty le add 2 s, 1-877-553-7054 (TTY: 711) e
Hindi: THR WA 1 &al &1 Aol & aR H 37U foadt Hft U8 & Sfare &= & forg gHR o gud gHIRa TaTd Suds €. U gHTvaT urd
HRA & T, o9 8 1-877-553-7054 (TTY: 711) R B B, B3 Afad ol <! Siadl § SIS Heg R Jobdl 5. I8 U HUd 9T 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro piano sanitario e farmaceutico. Per un
interprete, contattare il numero 1-877-553-7054 (TTY: 711). Un nostro incaricato che parla Italianovi fornira l'assistenza necessaria. E un servizio
gratuito.

TEE

Portuguese: Dispomos de servigos de interpretagdo gratuitos para responder a qualquer questdo que tenha acerca do nosso plano de satde ou de
medicagdo. Para obter um intérprete, contacte-nos através do nimero 1-877-553-7054 (TTY: 711). Ira encontrar alguém que fale o idioma Portugués
para o ajudar. Este servigo ¢ gratuito.

French Creole: Nou genyen s¢vis enteépret gratis pou reponn tout kesyon ou ta genyen konseénan plan medikal oswa dwog nou an. Pou jwenn yon
entepret, jis rele nou nan 1-877-553-7054 (TTY: 711). Yon moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezplatne skorzystanie z ustug thumacza ustnego, ktory pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub
dawkowania lekow. Aby skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-877-553-7054 (TTY: 711). Ta ushuga
jest bezplatna.

Japanese: 24 it O B (B HE(RIR & BRGL AL SHK T T S ICBAT A SHEIC BEZ T Ao T, MROMRY —EZ» D) T IS F
T, MR E I % AT
1-877-553-7054 (TTY: 711) IZ BHEGEC 28 v, AAREZFHT A E W2 L ET, T8O — EXTT,
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MARTIN’S POINT’

MEDICARE ADVANTAGE PLANS

GENERATIONS ADVANTAGE

For more information about benefits or enrollment, call us
or visit our website at MartinsPoint.org/Medicare

1-833-953-3487 (TTY: 711)

We are available 8 am-8 pm, seven days a week from
October 1to March 31; and Monday through Friday the rest
of the year.

Martin’s Point Generations Advantage,
891 Washington Ave., PO Box 9746, Portland, ME 04104



