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SECTION 1 Introduction

Section 1.1 You are enrolled in Martin’s Point Generations Advantage
Select, which is a Medicare PPO

You are covered by Medicare, and you have chosen to get your Medicare health care and your
prescription drug coverage through our plan, Martin’s Point Generations Advantage Select. We
are required to cover all Part A and Part B services. However, cost sharing and provider access in
this plan differ from Original Medicare.

Martin’s Point Generations Advantage Select is a Medicare Advantage PPO Plan (PPO stands
for Preferred Provider Organization). Like all Medicare health plans, this Medicare PPO is
approved by Medicare and run by a private company.

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

Section 1.2 What is the Evidence of Coverage document about?

This Evidence of Coverage document tells you how to get your medical care and prescription
drugs. It explains your rights and responsibilities, what is covered, what you pay as a member of
the plan, and how to file a complaint if you are not satisfied with a decision or treatment.

The words “coverage” and “covered services” refer to the medical care and services and the
prescription drugs available to you as a member of Martin’s Point Generations Advantage Select.

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

If you are confused, concerned, or just have a question, please contact Member Services.

Section 1.3 Legal information about the Evidence of Coverage

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

The contract is in effect for months in which you are enrolled in Martin’s Point Generations
Advantage Select between January 1, 2023 and December 31, 2023.



http://www.irs.gov/affordable-care-act/individuals-and-families
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Each calendar year, Medicare allows us to make changes to the plans that we offer. This means
we can change the costs and benefits of Martin’s Point Generations Advantage Select after
December 31, 2023. We can also choose to stop offering the plan, or to offer it in a different
service area, after December 31, 2023.

Medicare (the Centers for Medicare & Medicaid Services) must approve Martin’s Point
Generations Advantage Select each year. You can continue each year to get Medicare coverage
as a member of our plan as long as we choose to continue to offer the plan and Medicare renews
its approval of the plan.

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

Section 2.1 Your eligibility requirements

You are eligible for membership in our plan as long as:

e You have both Medicare Part A and Medicare Part B

e --and -- you live in our geographic service area (Section 2.2 below describes our service
area). Incarcerated individuals are not considered living in the geographic service area
even if they are physically located in it.

e --and -- you are a United States citizen or are lawfully present in the United States.

Section 2.2 Here is the plan service area for Martin’s Point Generations
Advantage Select

Martin’s Point Generations Advantage Select is available only to individuals who live in our plan
service area. To remain a member of our plan, you must continue to reside in the plan service
area. The service area is described below.

Our service area includes these counties in New Hampshire: Belknap, Carroll, and Grafton.

We offer coverage in several states. However, there may be cost or other differences between the
plans we offer in each state. If you move out of state and into a state that is still within our
service area, you must call Member Services in order to update your information.

If you plan to move out of the service area, you cannot remain a member of this plan. Please
contact Member Services to see if we have a plan in your new area. When you move, you will
have a Special Enrollment Period that will allow you to switch to Original Medicare or enroll in
a Medicare health or drug plan that is available in your new location.

It is also important that you call Social Security if you move or change your mailing address.
You can find phone numbers and contact information for Social Security in Chapter 2, Section 5.
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Section 2.3 U.S. citizen or lawful presence

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

SECTION 3 Important Membership Materials You Will Receive

Section 3.1 Your plan membership card

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

’ Member Services: Providers Send Medical Claims to:
%S S(ELE%'E 1-866-544-7504 Generations Advantage Claims
LPP PO Box 11410
GENERATIONS ADVANTAGE :'g::i'sr'eeri'i'cg/ss:“b“a"ce Portland, ME 04104-7410
1-800-708-4532 For EDI Claims Submission:
. 24-Hour Nurse Line: » Emdeon Bus. Srvc.,, Payor ID: 53275
Name: SALLY JONES 1-800-530-1021 » Office Ally, Payor ID: MPHCI1

Member ID: 00001234567 Policy: 004-002 Issuer: 80840 * Relay Health, Payor ID: MPHC2

Northeast Delta Dental:

1-800-832-5700 Provider Inquiry:
In-Network Copays: RxBIN: 004336 Over-the-Counter 1-888-732-7364
PCP: $10  Specialist: $40 ER: $95 RXZCN: MESDDADV (OTCHS): 1-888-628-2770 | Pharmacies:
Out-of-Network Cost Shares: RXGrp: RX8577 Hearing Aids (Amplifon): | Claims/CVS Caremark:
PCP: 30% Coinsurance ER: $95 | RxID: 00001234567  1.ggg-669-2167 1-866-693-4620
Specialist: 30% Coinsurance Medicare limiting Member eligibility: 1-866-544-7504
Dental Grp: 62923-2000 Medicare charges apply.
CMS#: H1365-004-002 Preseription Drug Coverage TTY Users dial: 711 EXZZA MartinsPoint.org/GAMember

Do NOT use your red, white, and blue Medicare card for covered medical services while you are
a member of this plan. If you use your Medicare card instead of your Martin’s Point Generations
Advantage Select membership card, you may have to pay the full cost of medical services
yourself. Keep your Medicare card in a safe place. You may be asked to show it if you need
hospital services, hospice services, or participate in Medicare approved clinical research studies
also called clinical trials.

If your plan membership card is damaged, lost, or stolen, call Member Services right away and
we will send you a new card.

Section 3.2 Provider and Pharmacy Directory

The Provider and Pharmacy Directory lists our network providers, pharmacies, and durable
medical equipment suppliers. Network providers are the doctors and other health care
professionals, medical groups, durable medical equipment suppliers, hospitals, and other health
care facilities that have an agreement with us to accept our payment and any plan cost sharing as
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payment in full. Network pharmacies are all of the pharmacies that have agreed to fill covered
prescriptions for our plan members. You can use the Provider and Pharmacy Directory to find
the network pharmacy you want to use. See Chapter 5, Section 2.5 for information on when you
can use pharmacies that are not in the plan’s network.

You must use network providers to get your medical care and services. If you go elsewhere
without proper authorization you will have to pay in full. The only exceptions are emergencies,
urgently needed services when the network is not available (that is, in situations when it is
unreasonable or not possible to obtain services in-network), out-of-area dialysis services, and
cases in which Martin’s Point Generations Advantage Select authorizes use of out-of-network
providers.

The Provider and Pharmacy Directory will also tell you which of the pharmacies in our network
have preferred cost sharing, which may be lower than the standard cost sharing offered by other
network pharmacies for some drugs.

The most recent list of providers and suppliers is available on our website at:

MartinsPoint.org/MedicareMembers

If you don’t have your copy of the Provider and Pharmacy Directory, you can request a copy
from Member Services.

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

The plan has a List of Covered Drugs (Formulary). We call it the “Drug List” for short. It tells
which Part D prescription drugs are covered under the Part D benefit included in Martin’s Point
Generations Advantage Select. The drugs on this list are selected by the plan with the help of a
team of doctors and pharmacists. The list must meet requirements set by Medicare. Medicare has
approved the Martin’s Point Generations Advantage Select Drug List.

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

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

SECTION 4 Your monthly costs for Martin’s Point Generations
Advantage Select

Your costs may include the following:
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e Plan Premium (Section 4.1)

e Monthly Medicare Part B Premium (Section 4.2)

e Part D Late Enrollment Penalty (Section 4.3)

e Income Related Monthly Adjusted Amount (Section 4.4)

In some situations, your plan premium could be less

There are programs to help people with limited resources pay for their drugs. These include
“Extra Help” and State Pharmaceutical Assistance Programs. Chapter 2, Section 7 tells more
about these programs. If you qualify, enrolling in the program might lower your monthly plan
premium.

If you are already enrolled and getting help from one of these programs, the information about
premiums in this Evidence of Coverage may not apply to you. We sent you a separate insert,
called the “Evidence of Coverage Rider for People Who Get Extra Help Paying for Prescription
Drugs” (also known as the “Low Income Subsidy Rider” or the “LIS Rider”), which tells you
about your drug coverage. If you don’t have this insert, please call Member Services and ask for
the “LIS Rider.”

Medicare Part B and Part D premiums differ for people with different incomes. If you have
questions about these premiums review your copy of Medicare & You 2023 handbook, the
section called “2023 Medicare Costs.” If you need a copy you can download it from the
Medicare website (www.medicare.gov). Or, you can order a printed copy by phone at 1-800-
MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users call 1-877-486-2048.

Section 4.1 Plan premium

You do not pay a separate monthly plan premium for Martin’s Point Generations Advantage
Select.

Section 4.2 Monthly Medicare Part B Premium

Many members are required to pay other Medicare premiums

You must continue paying your Medicare premiums to remain a member of the plan. This
includes your premium for Part B. It may also include a premium for Part A which affects
members who aren’t eligible for premium free Part A.

Section 4.3 Part D Late Enroliment Penalty

Some members are required to pay a Part D late enrollment penalty. The Part D late enrollment
penalty is an additional premium that must be paid for Part D coverage if at any time after your
initial enrollment period is over, there is a period of 63 days or more in a row when you did not
have Part D or other creditable prescription drug coverage. “Creditable prescription drug
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coverage” is coverage that meets Medicare’s minimum standards since it is expected to pay, on
average, at least as much as Medicare’s standard prescription drug coverage. The cost of the late
enrollment penalty depends on how long you went without Part D or other creditable prescription
drug coverage. You will have to pay this penalty for as long as you have Part D coverage.

When you first enroll in Martin’s Point Generations Advantage Select, we let you know the
amount of the penalty. If you do not pay your Part D late enrollment penalty, you could lose your
prescription drug benefits.

You will not have to pay it if:

¢ You receive “Extra Help” from Medicare to pay for your prescription drugs.

e You have gone less than 63 days in a row without creditable coverage.

¢ You have had creditable drug coverage through another source such as a former
employer, union, TRICARE, or Department of Veterans Affairs. Your insurer or your
human resources department will tell you each year if your drug coverage is
creditable coverage. This information may be sent to you in a letter or included in a
newsletter from the plan. Keep this information, because you may need it if you join a
Medicare drug plan later.

o Note: Any notice must state that you had “creditable” prescription drug coverage
that is expected to pay as much as Medicare’s standard prescription drug plan

pays.

o Note: The following are not creditable prescription drug coverage: prescription
drug discount cards, free clinics, and drug discount websites.

Medicare determines the amount of the penalty. Here is how it works:

e Ifyou went 63 days or more without Part D or other creditable prescription drug
coverage after you were first eligible to enroll in Part D, the plan will count the number
of full months that you did not have coverage. The penalty is 1% for every month that
you did not have creditable coverage. For example, if you go 14 months without
coverage, the penalty will be 14%.

e Then Medicare determines the amount of the average monthly premium for Medicare

drug plans in the nation from the previous year. For 2023, this average premium amount
is $32.74.

e To calculate your monthly penalty, you multiply the penalty percentage and the average
monthly premium and then round it to the nearest 10 cents. In the example, here it would
be 14% times $32.74, which equals $4.58. This rounds to $4.60. This amount would be
added to the monthly premium for someone with a Part D late enrollment penalty.

There are three important things to note about this monthly Part D late enrollment penalty:
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e First, the penalty may change each year, because the average monthly premium can
change each year.

e Second, you will continue to pay a penalty every month for as long as you are enrolled
in a plan that has Medicare Part D drug benefits, even if you change plans.

e Third, if you are under 65 and currently receiving Medicare benefits, the Part D late
enrollment penalty will reset when you turn 65. After age 65, your Part D late enrollment
penalty will be based only on the months that you don’t have coverage after your initial
enrollment period for aging into Medicare.

If you disagree about your Part D late enrollment penalty, you or your representative can
ask for a review. Generally, you must request this review within 60 days from the date on the
first letter you receive stating you have to pay a late enrollment penalty. However, if you were
paying a penalty before joining our plan, you may not have another chance to request a review of
that late enrollment penalty.

Important: Do not stop paying your Part D late enrollment penalty while you’re waiting for a
review of the decision about your late enrollment penalty. If you do, you could be disenrolled for
failure to pay your plan premiums.

Section 4.4 Income Related Monthly Adjustment Amount

Some members may be required to pay an extra charge, known as the Part D Income Related
Monthly Adjustment Amount, also known as IRMAA. The extra charge is figured out using your
modified adjusted gross income as reported on your IRS tax return from 2 years ago. If this
amount is above a certain amount, you’ll pay the standard premium amount and the additional
IRMAA. For more information on the extra amount you may have to pay based on your income,
visit https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-
coverage/monthly-premium-for-drug-plans.

If you have to pay an extra amount, Social Security, not your Medicare plan, will send you a
letter telling you what that extra amount will be. The extra amount will be withheld from your
Social Security, Railroad Retirement Board, or Office of Personnel Management benefit check,
no matter how you usually pay your plan premium, unless your monthly benefit isn’t enough to
cover the extra amount owed. If your benefit check isn’t enough to cover the extra amount, you
will get a bill from Medicare. You must pay the extra amount to the government. It cannot
be paid with your monthly plan premium. If you do not pay the extra amount you will be
disenrolled from the plan and lose prescription drug coverage.

If you disagree about paying an extra amount, you can ask Social Security to review the decision.
To find out more about how to do this, contact Social Security at 1-800-772-1213 (TTY 1-800-
325-0778).
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SECTION 5 More information about your monthly premium

Section 5.1 If you pay a Part D late enroliment penalty, there are several
ways you can pay your penalty

There are four ways you can pay the penalty.
Option 1: Paying by check

You may decide to pay your monthly plan premium directly to our plan. Checks should be made
out to “Martin’s Point Generations Advantage, Inc”. Martin's Point Generations Advantage does
not charge for bounced checks. Cash is not accepted.

Payments are due the first of each month and can be mailed to:

Martin’s Point Generations Advantage
Client ID #300100

PO Box 16019

Lewiston, ME 04243

Payments may also be dropped off in-person between 8 am and 5 pm, Monday through Friday
(except holidays), at our administrative office at:

Martin’s Point Health Care
891 Washington Ave.
Portland, ME 04103

Option 2: You can have your payment charged monthly to your credit card or
debit card

Please complete the automatic payment options form that is available on our website at
MartinsPoint.org/MedicareMembers. Withdrawals occur in the first week, but never before
the 3™ day, of the month. You can also call Member Services to request a copy of the form, or
for more information.




2023 Evidence of Coverage for Martin’s Point Generations Advantage Select 13
Chapter 1 Getting started as a member

Option 3: You can have your payment automatically withdrawn monthly from your
bank account

Withdrawals occur in the first week, but never before the 3rd day, of the month. Please call
Member Services for further information.

Option 4: Having your plan premium taken out of your monthly Social Security
check

Changing the way you pay your premium. If you decide to change the way you pay your
premium, it can take up to three months for your new payment method to take effect. While we
are processing your request for a new payment method, you are responsible for making sure that
your plan premium is paid on time. To change your payment method, call Member Services
(phone numbers are printed on the back cover of this document) or complete the Automatic
Payment Options form, which is available on our web site at
MartinsPoint.org/MedicareMembers and can be mailed to us at Martin's Point Generations
Advantage.

What to do if you are having trouble paying your Part D late enroliment penalty

Your Part D late enrollment penalty is due in our office by the first day of the month. If you are
required to pay a Part D late enrollment penalty, that penalty is due in our office by the first day
of the month. If we have not received your payment by the 15th day of the month, we will send
you a notice telling you that your plan membership will end if we do not receive your Part D late
enrollment penalty, if owed, within 60 days. If you are required to pay a Part D late enrollment
penalty, you must pay the penalty to keep your prescription drug coverage.

If you are having trouble paying your Part D late enrollment penalty, if owed, on time, please
contact Member Services to see if we can direct you to programs that will help with your costs.

If we end your membership because you did not pay your Part D late enrollment penalty, if
owed, you will have health coverage under Original Medicare. In addition, you may not be able
to receive Part D coverage until the following year if you enroll in a new plan during the annual
enrollment period. (If you go without “creditable” drug coverage for more than 63 days, you may
have to pay a Part D late enrollment penalty for as long as you have Part D coverage.)

At the time we end your membership, you may still owe us for the penalty you have not paid.
We have the right to pursue collection of the amount you owe. In the future, if you want to enroll
again in our plan (or another plan that we offer), you will need to pay the amount you owe before
you can enroll.

If you think we have wrongfully ended your membership, you can make a complaint (also called
a grievance); see Chapter 9 for how to file a complaint. If you had an emergency circumstance
that was out of your control and it caused you to not be able to pay your Part D late enrollment
penalty, if owed, within our grace period, you can make a complaint. For complaints, we will
review our decision again. Chapter 9, Section 10 of this document tells how to make a complaint,
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or you can call us at 1-866-544-7504 between 8 am-8 pm, seven days a week from October 1 to
March 31; and Monday through Friday the rest of the year. TTY users should call 711. You must
make your request no later than 60 days after the date your membership ends.

Section 5.2 Can we change your monthly plan premium during the year?

No. We are not allowed to change the amount we charge for the plan’s monthly plan premium
during the year. If the monthly plan premium changes for next year, we will tell you in
September and the change will take effect on January 1.

However, in some cases, you may be able to stop paying a late enrollment penalty, if owed, or
need to start paying a late enrollment penalty. This could happen if you become eligible for the
“Extra Help” program or if you lose your eligibility for the “Extra Help” program during the
year:

e Ifyou currently pay the Part D late enrollment penalty and become eligible for “Extra
Help” during the year, you would be able to stop paying your penalty.

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

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

SECTION 6 Keeping your plan membership record up to date

Your membership record has information from your enrollment form, including your address and
telephone number. It shows your specific plan coverage.

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

Let us know about these changes:

e Changes to your name, your address, or your phone number

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

e Ifyou have any liability claims, such as claims from an automobile accident
e Ifyou have been admitted to a nursing home
e Ifyoureceive care in an out-of-area or out-of-network hospital or emergency room

e If your designated responsible party (such as a caregiver) changes
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e Ifyou are participating in a clinical research study. (Note: You are not required to tell
your plan about the clinical research studies you intend to participate in but we encourage
you to do so)

If any of this information changes, please let us know by calling Member Services.

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

SECTION 7 How other insurance works with our plan

Other insurance

Medicare requires that we collect information from you about any other medical or drug
insurance coverage that you have. That’s because we must coordinate any other coverage you
have with your benefits under our plan. This is called Coordination of Benefits.

Once each year, we will send you a letter that lists any other medical or drug insurance coverage
that we know about. Please read over this information carefully. If it is correct, you don’t need to
do anything. If the information is incorrect, or if you have other coverage that is not listed, please
call Member Services. You may need to give your plan member ID number to your other
insurers (once you have confirmed their identity) so your bills are paid correctly and on time.

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

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

e Ifyou have retiree coverage, Medicare pays first.

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

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

If you’re over 65 and you or your spouse is still working, your group health plan pays first if the
employer has 20 or more employees or at least one employer in a multiple employer plan that
has more than 20 employees.
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e Ifyou have Medicare because of ESRD, your group health plan will pay first for the first
30 months after you become eligible for Medicare.

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

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

e Black lung benefits

e Workers’” Compensation

Medicaid and TRICARE never pay first for Medicare-covered services. They only pay after
Medicare, employer group health plans, and/or Medigap have paid.
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SECTION 1 Martin’s Point Generations Advantage Select
contacts
(how to contact us, including how to reach Member
Services)

How to contact our plan’s Member Services

For assistance with claims, billing, or member card questions, please call or write to Martin’s
Point Generations Advantage Select Member Services. We will be happy to help you.

Method Member Services — Contact Information

CALL 1-866-544-7504

Calls to this number are free.

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

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

TTY 711
Calls to this number are free.

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

FAX 207-828-7821

WRITE Martin's Point Generations Advantage
ATTN: Member Services
PO Box 9746

Portland, ME 04104-5040

WEBSITE MartinsPoint.org/MedicareMembers
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How to contact us when you are asking for a coverage decision or appeal about
your medical care

A coverage decision is a decision we make about your benefits and coverage or about the amount
we will pay for your medical services or Part D prescription drugs. An appeal is a formal way of
asking us to review and change a coverage decision we have made. For more information on
asking for coverage decisions or appeals about your medical care or Part D prescription drugs,
see Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)).

Method Coverage Decisions For Medical Care — Contact Information

CALL 1-866-544-7504
Calls to this number are free.

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

TTY 711
Calls to this number are free.

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

FAX 207-828-7821

WRITE Martin's Point Generations Advantage
ATTN: Member Services
PO Box 9746

Portland, ME 04104-5040

WEBSITE MartinsPoint.org/MedicareMembers
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Appeals For Medical Care — Contact Information

1-866-544-7504
Calls to this number are free.

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

711
Calls to this number are free.

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

207-828-7874

Martin's Point Generations Advantage
ATTN: Appeals Department
PO Box 8832

Portland, ME 04104-8832

MartinsPoint.org/MedicareMembers

Coverage Decisions for Part D Prescription Drugs —
Contact Information

1-888-296-6961
Calls to this number are free.
24 hours a day, 7 days a week.

711
Calls to this number are free.
24 hours a day, 7 days a week.

1-855-633-7673

CVS Caremark

Martin's Point Generations Advantage
Exception Department

MC109

PO Box 52000

Phoenix, AZ 85072-2000

MartinsPoint.org/PartD
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Method Appeals for Part D Prescription Drugs — Contact Information

CALL 1-888-296-6961
Calls to this number are free.
24 hours a day, 7 days a week.

TTY 711
Calls to this number are free.
24 hours a day, 7 days a week.

FAX 1-855-633-7673

WRITE CVS Caremark
Martin's Point Generations Advantage
Medicare Appeals Department
MC109
PO Box 52000
Phoenix, AZ 85072-2000

WEBSITE MartinsPoint.org/PartD

How to contact us when you are making a complaint about your medical care

You can make a complaint about us or one of our network providers or pharmacies, including a
complaint about the quality of your care. This type of complaint does not involve coverage or
payment disputes. For more information on making a complaint about your medical care, see
Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)).
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Method Complaints About Medical Care and Part D prescription drugs —
Contact Information

CALL 1-866-544-7504
Calls to this number are free.

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

TTY 711
Calls to this number are free.

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

FAX 207-828-7847

WRITE Martin's Point Generations Advantage
ATTN: Grievance Department
PO Box 9746

Portland, ME 04104-9746

MEDICARE You can submit a complaint about Martin’s Point Generations

WEBSITE Advantage Select directly to Medicare. To submit an online complaint
to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx.
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Where to send a request asking us to pay for our share of the cost for medical
care or a drug you have received

If you have received a bill or paid for services (such as a provider bill) that you think we
should pay for, you may need to ask us for reimbursement or to pay the provider bill. See
Chapter 7 (Asking us to pay our share of a bill you have received for covered medical
services or drugs).

Please note: If you send us a payment request and we deny any part of your request, you can
appeal our decision. See Chapter 9 (What to do if you have a problem or complaint (coverage
decisions, appeals, complaints)) for more information.

Method Payment Requests for Part C (Medical) Claims —
Contact Information
CALL 1-866-544-7504

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

TTY 711
Calls to this number are free.

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

WRITE Martin's Point Generations Advantage
ATTN: Claims Department
PO Box 11410

Portland, ME 04104-7410

WEBSITE MartinsPoint.org/MedicareMembers.
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Method Payment Requests for Part D (Prescription Drug) Claims —
Contact Information
CALL 1-888-296-6961

Calls to this number are free.
We are available 24 hours a day, 7 days a week

TTY 711
Calls to this number are free.

We are available 24 hours a day, 7 days a week

WRITE CVS Caremark
Martin's Point Generations Advantage
PO Box 52066

Phoenix, AZ 85072-2066

WEBSITE www.caremark.com

SECTION 2 Medicare
(how to get help and information directly from the Federal
Medicare program)

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

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

CALL

TTY

WEBSITE

Medicare — Contact Information

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

1-877-486-2048

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

Calls to this number are free.

www.medicare.gov

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

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

e Medicare Eligibility Tool: Provides Medicare eligibility status
information.

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

You can also use the website to tell Medicare about any complaints you have
about Martin’s Point Generations Advantage Select:

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

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

25
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SECTION 3 State Health Insurance Assistance Program
(free help, information, and answers to your questions
about Medicare)

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

SHIP is an independent (not connected with any insurance company or health plan) state
program that gets money from the Federal government to give free local health insurance
counseling to people with Medicare.

SHIP counselors can help you understand your Medicare rights, help you make complaints about
your medical care or treatment, and help you straighten out problems with your Medicare bills.
SHIP counselors can also help you with Medicare questions or problems and help you
understand your Medicare plan choices and answer questions about switching plans.

METHOD TO ACCESS SHIP and OTHER RESOURCES:

e Visit www.medicare.gov
e C(Click on “Talk to Someone” in the middle of the homepage
e You now have the following options
o Option #1: You can have a live chat with a 1-800-MEDICARE
representative
o Option #2: You can select your STATE from the dropdown
menu and click GO. This will take you to a page with phone
numbers and resources specific to your state.

Method ServiceLink Resource Center (New Hampshire’s SHIP) —
Contact Information

CALL 1-866-634-9412

TTY 603-228-9680

WRITE ServiceLink for Belknap County

67 Water Street
Laconia, NH 03246

ServiceLink of Carroll County
448 White Mountain Highway
Tamworth, NH 03886


http://www.medicare.gov/
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Method ServiceLink Resource Center (New Hampshire’s SHIP) —
Contact Information

ServiceLink of Cheshire County
105 Castle Street
Keene, NH 03431

ServiceLink of Coos County
610 Sullivan Street Suite 6
Berlin, NH 03570

ServiceLink of Grafton County (Lebanon)
10 Campbell Street
Lebanon, NH 03766

ServiceLink of Grafton County (Littleton)
Mount Eustis Commons

262 Cottage Street Suite G 25

Littleton, NH 03561

ServiceLink of Grafton County (Plymouth)
Plymouth Senior Center

8 Depot Street

PO Box 478

Plymouth, NH 03264

ServiceLink of Hillsborough County (Manchester)
555 Auburn St,
Manchester, NH 03103

ServiceLink of Hillsborough County (Nashua)
70 Temple St,
Nashua, NH 03060

ServiceLink for Merrimack County
2 Industrial Park Drive
Concord, NH 03302-1016

ServiceLink of Rockingham County
72 Portsmouth Avenue

Suite 113

Stratham, NH 03385

ServiceLink of Strafford County
25 Old Dover Rd
Rochester, NH 03867
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Method ServiceLink Resource Center (New Hampshire’s SHIP) —
Contact Information

ServiceLink of Sullivan County
224 Elm Street
Claremont, NH 03743

WEBSITE www.servicelink.nh.gov/medicare/index.htm

SECTION 4 Quality Improvement Organization

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

KEPRO has a group of doctors and other health care professionals who are paid by Medicare to
check on and help improve the quality of care for people with Medicare. KEPRO is an
independent organization. It is not connected with our plan.

You should contact KEPRO in any of these situations:

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

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

Method KEPRO (New Hampshire’s Quality Improvement Organization)—
Contact Information
CALL 1-888-319-8452
Monday-Friday 9 am-5 pm EST, weekends/holidays 11 am-3 pm EST.
TTY 711
WRITE 5700 Lombardo Center Dr.
Suite 100

Seven Hills, OH 44131
FAX 833-868-4055

WEBSITE https://www.keproqio.com/



2023 Evidence of Coverage for Martin’s Point Generations Advantage Select 29
Chapter 2 Important phone numbers and resources

SECTION 5 Social Security

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

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

If you move or change your mailing address, it is important that you contact Social Security to
let them know.

Method Social Security — Contact Information

CALL 1-800-772-1213
Calls to this number are free.
Available 8:00 am to 7:00 pm, Monday through Friday.

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

TTY 1-800-325-0778

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

Calls to this number are free.
Available 8:00 am to 7:00 pm, Monday through Friday.

WEBSITE WWW.S5a.20V

SECTION 6 Medicaid

Medicaid is a joint Federal and state government program that helps with medical costs for
certain people with limited incomes and resources. Some people with Medicare are also eligible
for Medicaid. The programs offered through Medicaid help people with Medicare pay their
Medicare costs, such as their Medicare premiums. These “Medicare Savings Programs” include:


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

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

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

To find out more about Medicaid and its programs, contact the New Hampshire Department of
Health and Human Services (DHHS).

Method New Hampshire Department of Health and Human Services
(DHHS) (New Hampshire’s Medicaid Program) Contact
Information

CALL 1-800-852-3345, ext. 4344
1-800-735-2964

TTY This number requires special telephone equipment and is only for

people who have difficulties with hearing or speaking.

Office of Medicaid Business & Policy
NH Department of Health & Human Services
WRITE 129 Pleasant Street

Concord, NH 03301
WEBSITE www.dhhs.nh.gov/ombp/medicaid/

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

The Medicare.gov website (https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-
drug-coverage/costs-in-the-coverage-gap/5-ways-to-get-help-with-prescription-costs) provides
information on how to lower your prescription drug costs. For people with limited incomes, there
are also other programs to assist, described below.

Medicare’s “Extra Help” Program

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


https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/costs-in-the-coverage-gap/5-ways-to-get-help-with-prescription-costs
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If you automatically qualify for “Extra Help” Medicare will mail you a letter. You will not have
to apply. If you do not automatically qualify you may be able to get “Extra Help” to pay for your
prescription drug premiums and costs. To see if you qualify for getting “Extra Help,” call:

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

e The Social Security Office at 1-800-772-1213, between 8 am to 7 pm, Monday through
Friday. TTY users should call 1-800-325-0778 (applications); or

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

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

Please call Member Services for details about the documents we will accept to provide this
evidence, how to submit these documents and information about how the plan will assist you
when you don’t have the acceptable documents (phone numbers are printed on the back cover of
this booklet).

e When we receive the evidence showing your copayment level, we will update our system
so that you can pay the correct copayment when you get your next prescription at the
pharmacy. If you overpay your copayment, we will reimburse you. Either we will
forward a check to you in the amount of your overpayment or we will offset future
copayments. If the pharmacy hasn’t collected a copayment from you and is carrying your
copayment as a debt owed by you, we may make the payment directly to the pharmacy. If
a state paid on your behalf, we may make payment directly to the state. Please contact
Member Services if you have questions.

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

The AIDS Drug Assistance Program (ADAP) helps ADAP-eligible individuals living with
HIV/AIDS have access to life-saving HIV medications. Medicare Part D prescription drugs that
are also on the ADAP formulary qualify for prescription cost-sharing assistance through the
following programs:

In New Hampshire contact the New Hampshire Ryan White CARE Program at (603) 271-4502
or (800) 852-3345, ext. 4502 toll-free from within New Hampshire).

Note: To be eligible for the ADAP operating in your State, individuals must meet certain
criteria, including proof of State residence and HIV status, low income as defined by the State,
and uninsured/under-insured status. If you change plans please notify your local ADAP
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enrollment worker so you can continue to receive assistance. For information on eligibility
criteria, covered drugs, or how to enroll in the program, please call:

In New Hampshire contact the New Hampshire Ryan White CARE Program at (603) 271-4502
or (800) 852-3345, ext. 4502 toll-free from within New Hampshire).

SECTION 8 How to contact the Railroad Retirement Board

The Railroad Retirement Board is an independent Federal agency that administers
comprehensive benefit programs for the nation’s railroad workers and their families. If you
receive your Medicare through the Railroad Retirement Board, it is important that you let them
know if you move or change your mailing address. If you have questions regarding your benefits
from the Railroad Retirement Board, contact the agency.

Method Railroad Retirement Board — Contact Information

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

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

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

TTY 1-312-751-4701

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

Calls to this number are not free.

WEBSITE rrb.gov/

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

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


https://rrb.gov/
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If you have other prescription drug coverage through your (or your spouse’s) employer or
retiree group, please contact that group’s benefits administrator. The benefits administrator
can help you determine how your current prescription drug coverage will work with our plan.
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SECTION 1 Things to know about getting your medical care as a
member of our plan

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

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

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

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

e “Network providers” are the doctors and other health care professionals, medical
groups, hospitals, and other health care facilities that have an agreement with us to accept
our payment and your cost-sharing amount as payment in full. We have arranged for
these providers to deliver covered services to members in our plan. The providers in our
network bill us directly for care they give you. When you see a network provider, you
pay only your share of the cost for their services.

e “Covered services” include all the medical care, health care services, supplies
equipment, and Prescription Drugs that are covered by our plan. Your covered services
for medical care are listed in the benefits chart in Chapter 4. Your covered services for
prescription drugs are discussed in Chapter 5.

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

As a Medicare health plan, Martin’s Point Generations Advantage Select must cover all services
covered by Original Medicare and must follow Original Medicare’s coverage rules.

Martin’s Point Generations Advantage Select will generally cover your medical care as long as:

e The care you receive is included in the plan’s Medical Benefits Chart (this chart is in
Chapter 4 of this document).

e The care you receive is considered medically necessary. “Medically necessary” means
that the services, supplies, equipment, or drugs are needed for the prevention, diagnosis,
or treatment of your medical condition and meet accepted standards of medical practice.

e You receive your care from a provider who is eligible to provide services under
Original Medicare. As a member of our plan, you can receive your care from either a
network provider or an out-of-network provider (for more about this, see Section 2 in this
chapter).
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The providers in our network are listed in the Provider and Pharmacy Directory.

If you use an out-of-network provider, your share of the costs for your covered services may be
higher.

Please note: While you can get your care from an out-of-network provider, the provider must be
eligible to participate in Medicare. Except for emergency care, we cannot pay a provider who is
not eligible to participate in Medicare. If you go to a provider who is not eligible to participate in
Medicare, you will be responsible for the full cost of the services you receive. Check with your
provider before receiving services to confirm that they are eligible to participate in Medicare.

SECTION 2 Using network and out-of-network providers to get
your medical care

Section 2.1 You may choose a Primary Care Provider (PCP) to provide and
oversee your medical care

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

When you become a member of our plan you have the option to choose a participating provider
to be your PCP. Your PCP is a health care professional who meets state requirements and is
trained to give you basic medical care. The following types of providers may act as PCPs:
General Practice, Family Practice, Internal Medicine, Pediatricians, and in certain cases, Nurse
Practitioners or Physician Assistants.

As we explain below, you have the option to get your routine or basic care from your PCP. Your
PCP can also coordinate the rest of the covered services you get as a member of our plan. Your
PCP can provide most of your care and can help you arrange or coordinate the rest of the covered
services you get as a member of the plan. This could include:

*  X-rays

» Laboratory tests

» Therapies

* Care from doctors who are specialists

* Hospital admissions, and follow-up care

“Coordinating” your services includes checking or consulting with other plan providers about
your care and how it is going. Since your PCP will provide and coordinate your medical care,
you should have all of your past medical records sent to your PCP’s office.

How do you choose your PCP?

If you would like to see a Primary Care Provider that participates in the Martin’s Point network,
you can choose one from our list of providers (available online or by calling our Member Service
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team, phone numbers are listed on the back of this booklet). Once you have selected a provider
you would like to see, call the provider’s office to establish yourself as a patient.

Changing your PCP

You may change your PCP for any reason at any time. Also, it’s possible that your PCP might
leave our plan’s network of providers and you would have to find a new PCP in our plan or you
will pay more for covered services.

If you decide to change your PCP, call Member Services to update your membership record.
(Phone numbers for Member Services are printed on the back cover of this booklet.) Please call
us before you see your new PCP. The change will take effect immediately.

Section 2.2 How to get care from specialists and other network providers

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

e Oncologists care for patients with cancer.
e Cardiologists care for patients with heart conditions.

e Orthopedists care for patients with certain bone, joint, or muscle conditions.
You do not need a referral to see a specialist or other provider.

Some services from network providers require Prior Authorization (PA). This is approval in
advance from the plan. You can look in Chapter 4, Section 2.1 for information about which
services require prior authorization. You can also call Member Services to determine if an
authorization is needed (phone numbers are printed on the back cover of this booklet).

If prior authorization is required, your Primary Care Provider (PCP) or treating provider is
responsible for contacting the plan to request the approval. The plan makes the prior
authorization decision.

Prior authorization may be needed for certain services (please see Chapter 4 or information
which services require prior authorization). Authorization can be obtained from the plan. You or
your provider, including a non-contracted provider, can ask the plan before a service is furnished
whether the plan will cover it. You or your provider can request that this determination be in
writing. This process is called an advanced determination. If we say we will not cover your
services, you, or your provider, have the right to appeal our decision not to cover your care.
Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)) has more information about what to do if you want a coverage decision from us or
want to appeal a decision we have already made.

If you do not have an advanced determination, authorization can also be obtained from a network
provider who refers an enrollee to a specialist outside the plan’s network for a service; provided
that service is not explicitly always excluded from plan coverage as discussed in Chapter 4.
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You are not required to stay in the same hospital network as your primary care provider,
however, it is possible that a provider will be more likely to refer a member to a provider within
their same organization or network. If you have any concerns, please discuss them with the PCP
you are considering before switching to that provider.

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

We may make changes to the hospitals, doctors, and specialists (providers) that are part of your
plan during the year. If your doctor or specialist leaves your plan you have certain rights and
protections that are summarized below:

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

e We will make a good faith effort to provide you with at least 30 days’ notice that your
provider is leaving our plan so that you have time to select a new provider.

e We will assist you in selecting a new qualified provider to continue managing your health
care needs.

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

e If our network does not have a qualified specialist for a plan-covered service, we must
cover that service at in-network cost sharing. Prior authorization is required.

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

e If you believe we have not furnished you with a qualified provider to replace your
previous provider or that your care is not being appropriately managed, you have the
right to file a quality of care complaint to the QIO, a quality of care grievance to the plan,
or both. Please see Chapter 9.

Section 2.3 How to get care from out-of-network providers

As a member of our plan, you can choose to receive care from out-of-network providers.
However, please note providers that do not contract with us are under no obligation to treat you,
except in emergency situations. Our plan will cover services from either network or out-of-
network providers, as long as the services are covered benefits and are medically necessary.
However, if you use an out-of-network provider, your share of the costs for your covered
services may be higher. Here are other important things to know about using out-of-network
providers:

e You can get your care from an out-of-network provider; however, in most cases that
provider must be eligible to participate in Medicare. Except for emergency care, we
cannot pay a provider who is not eligible to participate in Medicare. If you receive care
from a provider who is not eligible to participate in Medicare, you will be responsible for
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the full cost of the services you receive. Check with your provider before receiving
services to confirm that they are eligible to participate in Medicare.

e Youdon’t need to get a referral or prior authorization when you get care from out-of-
network providers. However, before getting services from out-of-network providers you
may want to ask for a pre-visit coverage decision to confirm that the services you are
getting are covered and are medically necessary. (See Chapter 9, Section 4 for
information about asking for coverage decisions.) This is important because:

o Without a pre-visit coverage decision, if we later determine that the services are
not covered or were not medically necessary, we may deny coverage and you will
be responsible for the entire cost. If we say we will not cover your services, you
have the right to appeal our decision not to cover your care. See Chapter 9 (What
to do if you have a problem or complaint) to learn how to make an appeal.

e tis best to ask an out-of-network provider to bill the plan first. But, if you have already
paid for the covered services, we will reimburse you for our share of the cost for covered
services. Or if an out-of-network provider sends you a bill that you think we should pay,
you can send it to us for payment. See Chapter 7 (4sking us to pay our share of a bill you
have received for covered medical services or drugs) for information about what to do if
you receive a bill or if you need to ask for reimbursement.

e If you are using an out-of-network provider for emergency care, urgently needed
services, or out-of-area dialysis, you may not have to pay a higher cost-sharing amount.
See Section 3 for more information about these situations.

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

Section 3.1 Getting care if you have a medical emergency

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

A “medical emergency” is when you, or any other prudent layperson with an average
knowledge of health and medicine, believe that you have medical symptoms that require
immediate medical attention to prevent your loss of life (and, if you are a pregnant woman, loss
of an unborn child), loss of a limb or function of a limb, or loss of or serious impairment to a
bodily function. The medical symptoms may be an illness, injury, severe pain, or a medical
condition that is quickly getting worse.

If you have a medical emergency:

e Get help as quickly as possible. Call 911 for help or go to the nearest emergency room
or hospital. Call for an ambulance if you need it. You do not need to get approval or a
referral first from your PCP. You do not need to use a network doctor. You may get
covered emergency medical care whenever you need it, anywhere in the United States or
its territories, and from any provider with an appropriate state license even if they are not
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part of our network. In addition, your Martin’s Point Generations Advantage plan covers
worldwide emergency and urgent care.

e As soon as possible, make sure that our plan has been told about your emergency.
We need to follow up on your emergency care. You or someone else should call to tell us
about your emergency care, usually within 48 hours. Phone numbers for Member
Services are printed on the back cover of this booklet and on the back of your plan
membership card.

What is covered if you have a medical emergency?

Our plan covers ambulance services in situations where getting to the emergency room in any
other way could endanger your health. We also cover medical services during the emergency.

The doctors who are giving you emergency care will decide when your condition is stable and
the medical emergency is over.

After the emergency is over, you are entitled to follow-up care to be sure your condition
continues to be stable. Your doctors will continue to treat you until your doctors contact us
and make plans for additional care. Your follow-up care will be covered by our plan.

If you get your follow-up care from out-of-network providers, you will pay the higher out-of-
network cost sharing.

What if it wasn’t a medical emergency?

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

However, after the doctor has said that it was not an emergency, the amount of cost sharing that
you pay will depend on whether you get the care from network providers or out-of-network
providers. If you get the care from network providers, your share of the costs will usually be
lower than if you get the care from out-of-network providers.

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

What are “urgently needed services”?

An urgently needed service is a non-emergency situation requiring immediate medical care but
given your circumstances, it is not possible or not reasonable to obtain these services from a
network provider. The plan must cover urgently needed services provided out of network. Some
examples of urgently needed services are 1) a severe sore throat that occurs over the weekend or
i1) an unforeseen flare-up of a known condition when you are temporarily outside the service
area.
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Urgent Care providers can respond quickly to a variety of non-life or limb threatening illnesses
and injuries if your PCP office is closed. A list of in-network urgent care centers is available
online through our Urgent Care Directory. For more information, please contact Member
Services.

You may also access urgent care services at out-of-network urgent care centers, which offer
medical care without an appointment and are not operated as a department of a hospital.

24-hour Nurse Line
For non-emergency care, our plan also provides a 24-hour nurse line to members.

You can reach a Registered Nurse at any time, day or night, for answers to any health questions.
To reach our nurse line, call 1-800-530-1021 (TTY: 711), 24 hours a day, 7 days a week.

Our plan covers worldwide emergency and urgent care services outside the United States under
the following circumstances.

e Martin’s Point Generations Advantage (MPGA) provides coverage for worldwide
emergency care. “Emergency Services” are inpatient or outpatient hospital services
that are necessary to prevent the death or serious impairment to an individual’s health
and that, because of the threat to the life or health, necessitate the use of the most
accessible hospital available and equipped to furnish the services.

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

Out-of-country emergency care, including inpatient and outpatient services, is covered for
stabilization only. Please see Chapter 4 Medical Benefits Chart for more information.

Section 3.3 Getting care during a disaster

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

Please visit the following website: MartinsPoint.org/MedicareMembers for information on
how to obtain needed care during a disaster.

If you cannot use a network provider during a disaster, your plan will allow you to obtain care
from out-of-network providers at in-network cost sharing. If you cannot use a network pharmacy
during a disaster, you may be able to fill your prescription drugs at an out-of-network pharmacy.
Please see Chapter 5, Section 2.5 for more information.
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SECTION 4 What if you are billed directly for the full cost of your
services?

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

If you have paid more than your plan cost sharing for covered services, or if you have received a
bill for the full cost of covered medical services, go to Chapter 7 (4sking us to pay our share of a
bill you have received for covered medical services or drugs) for information about what to do.

Section 4.2 If services are not covered by our plan, you must pay the full
cost

Martin’s Point Generations Advantage Select covers all medically necessary services as listed in
the Medical Benefits Chart in Chapter 4 of this document. If you receive services not covered by
our plan, you are responsible for paying the full cost of services.

For covered services that have a benefit limitation, you also pay the full cost of any services you
get after you have used up your benefit for that type of covered service. The cost you pay after
reaching the benefit limit for the service does not count toward your out-of-pocket maximum.

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

Section 5.1 What is a “clinical research study”?

A clinical research study (also called a “clinical trial”) is a way that doctors and scientists test
new types of medical care, like how well a new cancer drug works. Certain clinical research
studies are approved by Medicare. Clinical research studies approved by Medicare typically
request volunteers to participate in the study.

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

If you participate in a Medicare-approved study, Original Medicare pays most of the costs for the
covered services you receive as part of the study. If you tell us that you are in a qualified clinical
trial, then you are only responsible for the in-network cost sharing for the services in that trial. If
you paid more, for example, if you already paid the Original Medicare cost-sharing amount, we
will reimburse the difference between what you paid and the in-network cost sharing. However,
you will need to provide documentation to show us how much you paid. When you are in a
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clinical research study, you may stay enrolled in our plan and continue to get the rest of your
care (the care that is not related to the study) through our plan.

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

Although you do not need to get our plan’s permission to be in a clinical research study, we
encourage you to notify us in advance when you choose to participate in Medicare-qualified
clinical trials.

If you participate in a study that Medicare has not approved, you will be responsible for paying
all costs for your participation in the study.

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

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

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

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

e Treatment of side effects and complications of the new care.

After Medicare has paid its share of the cost for these services, our plan will pay the difference
between the cost sharing in Original Medicare and your in-network cost sharing as a member of
our plan. This means you will pay the same amount for the services you receive as part of the
study as you would if you received these services from our plan. However, you are required to
submit documentation showing how much cost sharing you paid. Please see Chapter 7 for more
information for submitting requests for payments.

Here’s an example of how the cost sharing works: Let’s say that you have a lab test that
costs $100 as part of the research study. Let’s also say that your share of the costs for this
test is $20 under Original Medicare, but the test would be $10 under our plan’s benefits.
In this case, Original Medicare would pay $80 for the test and you would pay the $20
copay required under Original Medicare. You would then notify your plan that you
received a qualified clinical trial service and submit documentation, such as a provider
bill, to the plan. The plan would then directly pay you $10. Therefore, your net payment
is $10, the same amount you would pay under our plan’s benefits. Please note that in
order to receive payment from your plan, you must submit documentation to your plan,
such as a provider bill.

When you are part of a clinical research study, neither Medicare nor our plan will pay for any
of the following:
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e Generally, Medicare will not pay for the new item or service that the study is testing
unless Medicare would cover the item or service even if you were not in a study.

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

Do you want to know more?

You can get more information about joining a clinical research study by visiting the Medicare
website to read or download the publication “Medicare and Clinical Research Studies.” (The
publication is available at: www.medicare.gov/Pubs/pdf/02226-Medicare-and-Clinical-Research-
Studies.pdf.) You can also call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a
week. TTY users should call 1-877-486-2048.

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

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

A religious non-medical health care institution is a facility that provides care for a condition that
would ordinarily be treated in a hospital or skilled nursing facility. If getting care in a hospital or
a skilled nursing facility is against a member’s religious beliefs, we will instead provide
coverage for care in a religious non-medical health care institution. This benefit is provided only
for Part A inpatient services (non-medical health care services).

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

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

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

voluntary or is required under federal, state, or local law.

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

e The facility providing the care must be certified by Medicare.

e Our plan’s coverage of services you receive is limited to non-religious aspects of care.



http://www.medicare.gov/Pubs/pdf/02226-Medicare-and-Clinical-Research-Studies.pdf
http://www.medicare.gov/Pubs/pdf/02226-Medicare-and-Clinical-Research-Studies.pdf
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e Ifyou get services from this institution that are provided to you in a facility, the
following conditions apply:

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

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

Medicare Inpatient Hospital coverage limits apply. Please see the Medical Benefits Chart in
Chapter 4 for inpatient and home health services coverage.

SECTION 7 Rules for ownership of durable medical equipment

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

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

In Original Medicare, people who rent certain types of DME own the equipment after paying
copayments for the item for 13 months. As a member of Martin’s Point Generations Advantage
Select, however, you usually will not acquire ownership of rented DME items no matter how
many copayments you make for the item while a member of our plan, even if you made up to 12
consecutive payments for the DME item under Original Medicare before you joined our plan.
Under certain limited circumstances, we will transfer ownership of the DME item to you. Call
member services for more information.

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

If you did not acquire ownership of the DME item while in our plan, you will have to make 13
new consecutive payments after you switch to Original Medicare in order to own the item. The
payments made while enrolled in your plan do not count.

Example 1: You made 12 or fewer consecutive payments for the item in Original Medicare and
then joined our plan. The payments you made in Original Medicare do not count.

Example 2: You made 12 or fewer consecutive payments for the item in Original Medicare and
then joined our plan. You were in our plan but did not obtain ownership while in our plan. You
then go back to Original Medicare. You will have to make 13 consecutive new payments to own
the item once you join Original Medicare again. All previous payments (whether to our plan or
to Original Medicare) do not count.
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Section 7.2 Rules for oxygen equipment, supplies, and maintenance

What oxygen benefits are you entitled to?

If you qualify for Medicare oxygen equipment coverage Martin’s Point Generations Advantage
Select will cover:

e Rental of oxygen equipment

e Delivery of oxygen and oxygen contents

e Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents
e Maintenance and repairs of oxygen equipment

If you leave Martin’s Point Generations Advantage Select or no longer medically require oxygen
equipment, then the oxygen equipment must be returned.

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

Original Medicare requires an oxygen supplier to provide you services for five years. During the
first 36 months you rent the equipment. The remaining 24 months the supplier provides the
equipment and maintenance (you are still responsible for the copayment for oxygen). After five
years you may choose to stay with the same company or go to another company. At this point,
the five-year cycle begins again, even if you remain with the same company, requiring you to
pay copayments for the first 36 months. If you join or leave our plan, the five-year cycle starts
over.
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Chapter 4 Medical Benefits Chart (what is covered and what you pay)

SECTION 1 Understanding your out-of-pocket costs for covered

services

This chapter provides a Medical Benefits Chart that lists your covered services and shows how
much you will pay for each covered service as a member of Martin’s Point Generations
Advantage Select. Later in this chapter, you can find information about medical services that are
not covered. It also explains limits on certain services.

Section 1.1 Types of out-of-pocket costs you may pay for your covered

services

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

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

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

Most people who qualify for Medicaid or for the Qualified Medicare Beneficiary (QMB)
program should never pay deductibles, copayments or coinsurance. Be sure to show your proof
of Medicaid or QMB eligibility to your provider, if applicable.

Section 1.2 What is the most you will pay for Medicare Part A and Part B

covered medical services?

Under our plan, there are two different limits on what you have to pay out-of-pocket for covered
medical services:

Your in-network maximum out-of-pocket amount is $6,700 This is the most you pay
during the calendar year for covered plan services received from network providers. The
amounts you pay for copayments, and coinsurance for covered services from network
providers count toward this in-network maximum out-of-pocket amount. (The amounts
you pay for your Part D prescription drugs, and services from out-of-network providers
do not count toward your in-network maximum out-of-pocket amount. In addition,
amounts you pay for some services do not count toward your in-network maximum out-
of-pocket amount. These services are marked with an arrow in the Medical Benefits
Chart.) If you have paid $6,700 for covered Part A and Part B services from network
providers, you will not have any out-of-pocket costs for the rest of the year when you see
our network providers. However, you must continue to pay the Medicare Part B premium
(unless your Part B premium is paid for you by Medicaid or another third party).
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Your combined maximum out-of-pocket amount is $10,000 This is the most you pay
during the calendar year for covered Medicare Part A and Part B services received from
both in-network and out-of-network providers. The amounts you pay for copayments, and
coinsurance for covered services count toward this combined maximum out-of-pocket
amount. (The amounts you pay for your Part D prescription drugs do not count toward
your combined maximum out-of-pocket amount. In addition, amounts you pay for some
services do not count toward your combined maximum out-of-pocket amount. These
services are marked with an arrow in the Medical Benefits Chart.) If you have paid
$10,000 for covered services, you will have 100% coverage and will not have any out-of-
pocket costs for the rest of the year for covered Part A and Part B services. However, you
must continue to pay the Medicare Part B premium (unless your Part B premium is paid
for you by Medicaid or another third party).

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

As a member of Martin’s Point Generations Advantage Select, an important protection for you is
that you only have to pay your cost-sharing amount when you get services covered by our plan.
Providers may not add additional separate charges, called “balance billing.” This protection
applies even if we pay the provider less than the provider charges for a service and even if there
is a dispute and we don’t pay certain provider charges.

Here is how this protection works.

If your cost sharing is a copayment (a set amount of dollars, for example, $15.00), then
you pay only that amount for any covered services from a network provider. You will
generally have higher copays when you obtain care from out-of-network providers.

If your cost sharing is a coinsurance (a percentage of the total charges), then you never
pay more than that percentage. However, your cost depends on which type of provider
you see:

o If you obtain covered services from a network provider, you pay the coinsurance
percentage multiplied by the plan’s reimbursement rate (as determined in the
contract between the provider and the plan).

o If you obtain covered services from an out-of-network provider who participates
with Medicare, you pay the coinsurance percentage multiplied by the Medicare
payment rate for participating providers.

o If you obtain covered services from an out-of-network provider who does not
participate with Medicare, then you pay the coinsurance amount multiplied by the
Medicare payment rate for non-participating providers.

If you believe a provider has “balance billed” you, call Member Services.
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SECTION 2 Use the Medical Benefits Chart to find out what is
covered and how much you will pay

Section 2.1 Your medical benefits and costs as a member of the plan

The Medical Benefits Chart on the following pages lists the services Martin’s Point Generations
Advantage Select covers and what you pay out-of-pocket for each service. Part D prescription
drug coverage is covered in Chapter 5. The services listed in the Medical Benefits Chart are
covered only when the following coverage requirements are met:

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

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

e Some of the services listed in the Medical Benefits Chart are covered as in-network
services only if your doctor or other network provider gets approval in advance
(sometimes called “prior authorization”) from Martin’s Point Generations Advantage
Select.

Covered services that need approval in advance to be covered as in-network services are marked
by an asterisk in the Medical Benefits Chart.

You never need approval in advance for out-of-network services from out-of-network providers.

e While you don’t need approval in advance for out-of-network services, you or your
doctor can ask us to make a coverage decision in advance.

Other important things to know about our coverage:

e For benefits where your cost sharing is a coinsurance percentage, the amount you pay
depends on what type of provider you receive the services from:

e If you receive the covered services from a network provider, you pay the coinsurance
percentage multiplied by the plan’s reimbursement rate (as determined in the contract
between the provider and the plan).

e Ifyoureceive the covered services from an out-of-network provider who participates
with Medicare, you pay the coinsurance percentage multiplied by the Medicare payment
rate for participating providers.

e Ifyoureceive the covered services from an out-of-network provider who does not
participate with Medicare, you pay the coinsurance percentage multiplied by the
Medicare payment rate for non-participating providers.

e Like all Medicare health plans, we cover everything that Original Medicare covers. For
some of these benefits, you pay more in our plan than you would in Original Medicare.
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For others, you pay /ess. (If you want to know more about the coverage and costs of
Original Medicare, look in your Medicare & You 2023 handbook. View it online at
www.medicare.gov or ask for a copy by calling 1-800-MEDICARE (1-800-633-4227),
24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

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

If Medicare adds coverage for any new services during 2023, either Medicare or our plan
will cover those services.

If you are diagnosed by a plan provider with the following chronic condition(s)
identified below and meet certain medical criteria, you may be eligible for other targeted
supplemental benefits and/or targeted reduced cost sharing:

o Opioid Use Disorder

o Certain Chronic Pain Conditions
o History of Hip Fracture

o History of Falls

Please go to the “Help with Certain Chronic Conditions” row in the below Medical
Benefits Chart for further detail.

If you are diagnosed with the following chronic condition(s) identified below and meet
certain criteria, you may be eligible for special supplemental benefits for the chronically
ill.

o End Stage Renal Disease (ESRD)
o Congestive Heart Failure (CHF)

o Members with a diagnosis of CHF or ESRD who are post-discharge or post-
surgery; or who indicate need and meet objective screening priority for food
insecurity, are eligible for this benefit.

Please go to the “Special Supplemental Benefits for the Chronically I11” row in the below
Medical Benefits Chart for further detail.

Please contact us to find out exactly which benefits you may be eligible for.

~ . : : L
) You will see this apple next to the preventive services in the benefits chart.


http://www.medicare.gov/
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What you must pay when
you get these services

Services that are covered for you In Network: Out of Network:
3 Abdominal aortic aneurysm screening
A one-time screening ultrasound for people There is no coinsurance, You pay 30% of the cost.

at risk. The plan only covers this screening if
you have certain risk factors and if you get a

referral for it from your physician, physician

assistant, nurse practitioner, or clinical nurse

specialist

copayment, or deductible
for members eligible for
this preventive screening.

Acupuncture for chronic low back pain
Covered services include:

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

For the purpose of this benefit, chronic low
back pain is defined as:

e Lasting 12 weeks or longer;

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

e not associated with surgery; and
e not associated with pregnancy.

An additional eight sessions will be covered
for those patients demonstrating an
improvement. No more than 20 acupuncture
treatments may be administered annually.

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

Provider Requirements:

Physicians (as defined in 1861(r)(1) of the
Social Security Act (the Act) may furnish

acupuncture in accordance with applicable
state requirements.

Physician assistants (PAs), nurse practitioners

(NPs)/clinical nurse specialists (CNSs) (as

*$10 for each Primary
Care Physician (PCP)
office visit for Medicare-
covered services.

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

You pay 30% of the cost.
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Services that are covered for you

What you must pay when
you get these services

In Network:

Out of Network:

Acupuncture for chronic low back pain
(Continued)...

identified in 1861(aa) (5) of the Act), and
auxiliary personnel may furnish acupuncture
if they meet all applicable state requirements
and have:

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

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

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

Alternative therapies — see “Wellness
Wallet”




2023 Evidence of Coverage for Martin’s Point Generations Advantage Select 54
Chapter 4 Medical Benefits Chart (what is covered and what you pay)

Services that are covered for you

What you must pay when
you get these services

In Network: Out of Network:

Ambulance services*

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

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

In- and Out-of-Network:
You pay $325 for each Medicare-covered emergency
ambulance service (one-way).

A $25,000 annual maximum amount applies for
ambulance transportation, urgent care, and emergency
services received outside of the U.S.

Note: Covered ambulance services in the United States
or outside of the United States are limited to transport to
the nearest provider who can deliver the necessary care.

Note: The ambulance benefit is for transportation and
care during transport only.

Note: Declining transport to the hospital may result in
the ambulance provider billing you for services. If the
member chooses to bypass the nearest location that can
provide appropriate care, the provider may bill the
member for the mileage past the nearest appropriate
location.

*Qut-of-country emergency services may require that
your provider get prior authorization (approval in
advance). Please have your provider contact the plan
for more information.

* Non-emergency ambulance transportation may
require that your provider get prior authorization
(approval in advance). Please have your provider
contact the plan for more information.




2023 Evidence of Coverage for Martin’s Point Generations Advantage Select 55
Chapter 4 Medical Benefits Chart (what is covered and what you pay)
What you must pay when
you get these services
Services that are covered for you In Network: Out of Network:
Annual routine physical exam You pay $0 for the non- You pay 30% of the cost.
A yearly appointment with your Primary Care Medicare covered routine
Provider. In this visit, your primary care physical exam.
provider evaluates your body and its
functions using inspection, palpation (feeling
with the hands), percussion (tapping with the
fingers), and auscultation (listening). Your
provider may also gather information about
your medical history and lifestyle, doing
laboratory tests, and screening for disease.
This is different than Medicare's Wellness
Visit.
3 Annual wellness visit
If you’ve had Part B for longer than 12 There is no coinsurance, You pay 30% of the cost.

months, you can get an annual wellness visit
to develop or update a personalized
prevention plan based on your current health
and risk factors. This is covered once every
12 months.

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

copayment, or deductible
for the annual wellness
visit.

Behavioral health — see “Inpatient services
in a psychiatric hospital, Outpatient mental
health care, or Partial hospitalization
services”’
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What you must pay when
you get these services

Services that are covered for you In Network: Out of Network:

3 Bone mass measurement

For qualified individuals (generally, this There is no coinsurance, You pay 30% of the cost.
means people at risk of losing bone mass or at coPayment, or deductible

risk of osteoporosis), the following services for Medicare-covered

are covered every 24 months or more bone mass measurement.

frequently if medically necessary: procedures

to identify bone mass, detect bone loss, or You pay $0 for Medicare- You pay 30% of the cost.
physician’s interpretation of the results. screening.

3 Breast cancer screening

(mammograms) There is no coinsurance, You pay 30% of the cost.

Covered services include:

e One baseline mammogram between
the ages of 35 and 39

e One screening mammogram every 12
months for women aged 40 and older

¢ Clinical breast exams once every 24
months

copayment, or deductible
for covered screening
mammograms.

For information about
diagnostic mammograms,
please go to the section,
“Outpatient diagnostic
tests and therapeutic
services and supplies”.

For information about
diagnostic mammograms,
please go to the section,
“Outpatient diagnostic
tests and therapeutic
services and supplies”.

Catheterization Lab - see "Outpatient
surgery"




2023 Evidence of Coverage for Martin’s Point Generations Advantage Select 57
Chapter 4 Medical Benefits Chart (what is covered and what you pay)
What you must pay when
you get these services
Services that are covered for you In Network: Out of Network:
Cardiac rehabilitation services *
Comprehensive programs of cardiac Phasg & ‘ Phasg & ‘
rehabilitation services that include exercise, £ 07 information about For information about
education, and counseling are covered for Phase I, please go to the | Phase I, please go to the
members who meet certain conditions witha ~ S€ction I,’fpa”e”t section Ili’zpatzent
doctor’s referral. The plan also covers Hospital. Hospital.
intensive cardiac rehabilitation programs that
are typically more rigorous or more intense Phase II: . Phase II: .
than cardiac rehabilitation programs. You pay $0 for Medicare- | You pay 30% of the cost.
covered Phase II cardiac
rehabilitation services.
Phase III: Phase I11:

Not a covered medical
benefit.

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

Not a covered medical
benefit.

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

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

healthy.

There is no coinsurance,
copayment, or deductible
for the intensive
behavioral therapy
cardiovascular disease
preventive benefit.

You pay 30% of the cost.

3 Cardiovascular disease testing

Blood tests for the detection of cardiovascular
disease (or abnormalities associated with an
elevated risk of cardiovascular disease) once

every 5 years (60 months).

There is no coinsurance,
copayment, or deductible
for cardiovascular disease
testing that is covered
once every 5 years.

You pay 30% of the cost.
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What you must pay when
you get these services
Services that are covered for you In Network: Out of Network:
‘é Cervical and vaginal cancer screening
Covered services include: There is no coinsuranf:e, You pay 30% of the cost.
) copayment, or deductible
e For all women: Pap tests and pelvic for Medicare-covered
exams are covered once every 24 preventive Pap and pelvic
months o ' exams.
e [fyou are at high risk of cervical or
vaginal cancer or you are of
childbearing age and have had an
abnormal Pap test within the past 3
years: one Pap test every 12 months
Chemotherapy — see “Medicare Part B
prescription drugs
Chiropractic services
Covered services include: You pay $20 for You pay 30% of the cost.
W 1 1 ulati fth Medicare-covered
e cover only smanual manipulation of the services.

spine to correct subluxation

X-rays are not covered
when provided in a
chiropractor’s office.

X-rays are not covered
when provided in a
chiropractor’s office.

Colonoscopies - see “Colorectal cancer
screening” or QOutpatient surgery”

5 Colorectal cancer screening

For people 50 and older, the following are
covered:

e Flexible sigmoidoscopy (or screening
barium enema as an alternative) every 48
months

e One of the following every 12 months:

e Guaiac-based fecal occult blood test
(gFOBT)

e Fecal immunochemical test (FIT)

There is no coinsurance,
copayment, or deductible
for a Medicare-covered
colorectal cancer
screening exam.

You pay $0 for Medicare-
covered barium enema
services.

You pay 30% of the cost.

You pay $0 for Medicare-
covered barium enema
services.
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Services that are covered for you

What you must pay when
you get these services

In Network:

Out of Network:

3 Colorectal cancer screening
(continued)...

DNA based colorectal screening every 3

years

For people at high risk of colorectal cancer,

we cover:

e Screening colonoscopy (or screening
barium enema as an alternative) every 24
months

For people not at high risk of colorectal

cancer, we cover:

e Screening colonoscopy every 10 years
(120 months), but not within 48 months of
a screening sigmoidoscopy

If a screening colonoscopy
results in biopsy or
removal of any growth
during the procedure, the
member cost share for
outpatient surgery will not
be applied.

If your FIT test, gFOBT,
or DNA test is positive,
your following
colonoscopy (within 1
year) will be considered a
screening colonoscopy ($0

copay).

For information about
diagnostic colonoscopies,
please see “Outpatient
surgery, including services
provided at hospital
outpatient facilities and
ambulatory surgical
centers”

If a screening colonoscopy
results in biopsy or
removal of any growth
during the procedure, the
member cost share for
outpatient surgery will not
be applied.

If your FIT test, gFOBT,
or DNA test is positive,
your following
colonoscopy (within 1
year) will be considered a
screening colonoscopy ($0

copay).

For information about
diagnostic colonoscopies,
please see “Outpatient
surgery, including services
provided at hospital
outpatient facilities and
ambulatory surgical
centers”

Debridement -- for wound debridement, see
“Outpatient surgery, including services
provided at hospital outpatient facilities and
ambulatory surgical centers”; for all other
services, see “Physician Services”.

Dental services*

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

Medicare-covered dental services (non-
routine dental care required to treat illness or
injury) in-and out-of-network.

You pay $40 per visit for
Medicare-covered dental
services (non-routine
dental care required to
treat illness or injury).

* Medicare-covered dental
services may require that
your provider get prior
authorization (approval in
advance). Please have
your provider contact the
plan for more details.

You pay 30% of the cost.
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Services that are covered for you

What you must pay when
you get these services

In Network:

Out of Network:

Dental services — Preventive Dental »

In addition to the Medicare-covered dental
services, we cover the following preventive
dental services:

Category A: Diagnostic/Preventive
Evaluations once per calendar year; this
includes periodic, limited, problem-focused,
and comprehensive evaluations.
e X-rays (complete series or panoramic
film) once in a 5-calendar year period.
e Bitewing x-rays once in a calendar

year.

e X-rays of individual teeth as
necessary.

e One routine cleaning in a calendar
year.

There is a $1,000 benefit
maximum for in- and out-
of-network preventive
dental services.

You pay $50 office visit
copay, 0% coinsurance for
Diagnostic/Preventive
services when seeing a
Delta Dental provider.

Note: The plan is unable to
pay for Medicare covered
services provided by a
Northeast Delta Dental
provider who has opted-
out of Medicare. If you
have questions about what
may be covered, please
contact Northeast Delta
Dental.

There is a $1,000 benefit
maximum for in- and out-
of-network preventive
dental services.

You pay $50 office visit
copay, 50% coinsurance
for Diagnostic/Preventive
services when seeing an
out of network provider.

é Depression screening

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

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

You pay 30% of the cost.

Diabetes prevention program - see
“Medicare Diabetes Prevention Program”
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Services that are covered for you

What you must pay when
you get these services

In Network:

Out of Network:

3 Diabetes screening

We cover this screening (includes fasting
glucose tests) if you have any of the
following risk factors: high blood pressure
(hypertension), history of abnormal
cholesterol and triglyceride levels
(dyslipidemia), obesity, or a history of high
blood sugar (glucose). Tests may also be
covered if you meet other requirements, like
being overweight and having a family history
of diabetes.

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

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

You pay 30% of the cost.

é Diabetes self-management training,
diabetic services and supplies

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

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

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

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

You pay $0 for Medicare-
covered diabetes
monitoring supplies.

You pay $0 for Medicare-
covered therapeutic shoes
and inserts.

You pay $0 for Medicare-
covered diabetes self-
management training.

You pay 20% of the cost
for Medicare-covered
diabetes monitoring
supplies.

You pay 20% of the cost
for Medicare-covered
therapeutic shoes and
inserts.

You pay $0 for Medicare-
covered diabetes self-
management training.
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What you must pay when
you get these services
Services that are covered for you In Network: Out of Network:
Durable medical equipment (DME) and
related supplies*
You pay 20% of the cost You pay 30% of the cost

(For a definition of “durable medical
equipment,” see Chapter 12 as well as
Chapter 3, Section 7 of this document.)

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

We cover all medically necessary DME
covered by Original Medicare. If our supplier
in your area does not carry a particular brand
or manufacturer, you may ask them if they
can special order it for you. The most recent
list of suppliers is available on our website at
MartinsPoint.org/MedicareMembers

for Medicare-covered
durable medical
equipment and supplies.

Your cost sharing for
Medicare oxygen
equipment coverage is
20% coinsurance, every
month.

After 36 months, your cost
sharing will be $0 for the
24 months following. If
you are still enrolled in the
plan after 5 years, your
original cost sharing
would apply.

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

for Medicare-covered
durable medical
equipment and supplies.

Your cost sharing for
Medicare oxygen
equipment coverage is
30% coinsurance, every
month.

After 36 months, your cost
sharing will be $0 for the
24 months following. If
you are still enrolled in the
plan after 5 years, your
original cost sharing
would apply.
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Services that are covered for you

What you must pay when
you get these services

In Network: Out of Network:

Emergency care
Emergency care refers to services that are:

e Furnished by a provider qualified to
furnish emergency services, and

e Needed to evaluate or stabilize an
emergency medical condition.

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

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

Emergency care is covered worldwide.

In- and Out-of-Network:
You pay $95 for each Medicare-covered emergency
room visit.

Note: You do not have to pay this amount if you are
admitted to a hospital within 24 hours for the same
condition.

If you receive emergency care at an out-of-network
hospital and need inpatient care after your emergency
condition is stabilized, you must move to a network
hospital in order to pay the in-network cost-sharing
amount for the part of your stay after you are stabilized.
If you stay at the out-of-network hospital, your stay will
be covered but you will pay the out-of-network cost-
sharing amount for the part of your stay after you are
stabilized.

Out of country emergency care is for stabilization only.

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.

Eyewear-see “Vision care”

Eye care — see “Vision care”

Fitness benefit — see “Wellness Wallet”

Foot care — see “Podiatry”

Gym fees — see “Wellness Wallet”




2023 Evidence of Coverage for Martin’s Point Generations Advantage Select 64
Chapter 4 Medical Benefits Chart (what is covered and what you pay)
What you must pay when
you get these services
Services that are covered for you In Network: Out of Network:
Hearing services
Diagnostic hearing and balance evaluations You pay $40 per visit for | You pay 30% of the cost

performed by your provider to determine if
you need medical treatment are covered as
outpatient care when furnished by a
physician, audiologist, or other qualified
provider.

Hearing aids»

In order to use this benefit, you must receive
a formal referral from Amplifon to a
participating provider. Please call Amplifon,
8 am—8 pm, Monday through Friday to get
started: 1-888-669-2167 (TTY: 711)
Amplifon will assist you with locating a
nearby participating provider and schedule
your initial appointment.

Hearing aid fittings and evaluations>»

Medicare-covered hearing
services.

You pay $495, $695,
$1095, $1495, or $2095
copay per ear, per year
depending on Tier
selected.

Hearing aid devices are
limited to the devices
available through the
Martin's Point-Amplifon
program.

You receive two years of
free hearing aid batteries
in conjunction with your
hearing aid benefit.

There is a limit of 2
hearing aids per year, 1
per ear.

Services must be received
from an Amplifon
provider.

You pay $0 copay 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

for Medicare-covered
hearing services.

You pay $495, $695,
$1095, $1495, or $2095
copay per ear, per year
depending on Tier
selected.

Hearing aid devices are
limited to the devices
available through the
Martin's Point-Amplifon
program.

You receive two years of
free hearing aid batteries
in conjunction with your
hearing aid benefit.

There is a limit of 2
hearing aids per year, 1
per ear.

Services must be received
from an Amplifon
provider.

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
by an Amplifon provider.
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What you must pay when
you get these services
Services that are covered for you In Network: Out of Network:
Help with Certain Chronic Conditions
For members with a diagnosis of Opioid Use
Disorder:
e Members with a diagnosis of Opioid Use
Disorder can receive a cost share You pay $0 up to your You pay $0 up to your

reduction for individual/group mental
health, psychiatry, or substance use
therapy visits.

e Your benefit covers up to $100 of your
copays for individual/group mental health,
psychiatry, or substance use therapy
visits.

Please call Member Services for more

information on how to access these benefits
1-866-544-7504.

For members with a diagnosis of either
Opioid Use Disorder and/or Certain Chronic
Pain Conditions

e Members with a diagnosis of either
Opioid Use Disorder and/or Certain
Chronic Pain Conditions can receive
up to $200 reimbursement for
therapeutic massage and/or
acupuncture

Please call Member Services for more
information on how to access these benefits
1-866-544-7504.

For members with a diagnosis of History of
Hip Fracture or History of Falls:

e Members with a diagnosis of either
History of Hip Fracture or History of
Falls can be reimbursed up to $200 for
bathroom safety devices, assessment,
and installation.

o Covered bathroom safety
devices include: shower seats,
toilet safety bars, raised toilet
seats, grab bars, transfer

$100 benefit allowance.

You receive up to $200
reimbursement for
therapeutic massage
and/or acupuncture.

You can be reimbursed up
to $200 for bathroom
safety devices, assessment,
and installation.

$100 benefit allowance.

You receive up to $200
reimbursement for
therapeutic massage
and/or acupuncture.

You can be reimbursed up
to $200 for bathroom
safety devices, assessment,
and installation.
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Services that are covered for you

What you must pay when
you get these services

In Network:

Out of Network:

Help with Certain Chronic Conditions
(continued)...

benches, commodes, bath lifts,
bathmats, and handheld
shower heads.

The benefit also covers
installation of devices and an
in-home bathroom safety
inspection conducted by a
qualified health professional
(Occupational Therapist or
Physical Therapist) to identify
the need for safety devices and
applicability to the specific
enrollee’s bathroom.

e Members with a diagnosis of either
History of Hip Fracture or History of
Falls can attend an evidence-based
falls prevention program supported by
the National Council on Aging
(NCOA).

o 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.

o 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).

Please call Member Services for more
information on how to access these benefits
1-866-544-7504.

You pay $0 for plan
sponsored programs
offered either at Martin’s
Point facilities or in the
community through plan
community partners.

The plan will reimburse up
to $50 per year.

You pay $0 for plan
sponsored programs
offered either at Martin’s
Point facilities or in the
community through plan
community partners.

The plan will reimburse up
to $50 per year.
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What you must pay when
you get these services
Services that are covered for you In Network: Out of Network:
3 HIV screening . )
. There is no coinsurance, You pay 30% of the cost.
For people who ask for an HIV screening test copayment, or deductible
or who are at increased risk for HIV infection, ¢~ e;s eligible for
we cover: Medicare-covered
¢ One screening exam every 12 months preventive HIV screening.
For women who are pregnant, we cover:
e Up to three screening exams during a
pregnancy
Home health agency care*
Prior to receiving home health services, a You pay $0 for Medicare- | You pay 20% of the cost.

doctor must certify that you need home health
services and will order home health services
to be provided by a home health agency. You
must be homebound, which means leaving
home is a major effort.

Covered services include, but are not limited
to:

e Part-time or intermittent skilled
nursing and home health aide services
(to be covered under the home health
care benefit, your skilled nursing and
home health aide services combined
must total fewer than 8 hours per day
and 35 hours per week)

e Physical therapy, occupational
therapy, and speech therapy

e Medical and social services

e Medical equipment and supplies

covered services.

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

Home infusion therapy*

Home infusion therapy involves the
intravenous or subcutaneous administration of
drugs or biologicals to an individual at home.
The components needed to perform home
infusion include the drug (for example,
antivirals, immune globulin), equipment (for

You pay $0 for the
administration of the drugs
listed in the home setting.

Part B drug cost sharing
applies. See "Medicare
Part B prescription drugs”

You pay $0 for the
administration of the drugs
listed in the home setting.

Part B drug cost sharing
applies. See “Medicare
Part B prescription drugs”




2023 Evidence of Coverage for Martin’s Point Generations Advantage Select 68
Chapter 4 Medical Benefits Chart (what is covered and what you pay)

What you must pay when
you get these services

Services that are covered for you In Network: Out of Network:
Home infusion therapy* (continued)... *Services may require that
example, a pump), and supplies (for example, YOur provider get prior

authorization (approval in
advance). Please have
your provider contact the
plan for more details.

tubing and catheters).

Covered services include, but are not limited
to:

e Professional services, including nursing
services, furnished in accordance with the
plan of care

e Patient training and education not
otherwise covered under the durable
medical equipment benefit

e Remote monitoring

e Monitoring services for the provision of
home infusion therapy and home infusion
drugs furnished by a qualified home
infusion therapy supplier

You pay $0 for the
In addition to Medicare-covered home administration of the drugs | You pay 30% of the cost
infusion services listed above, we cover the listed in the home setting. | for the administration of
following home infusion services for non- the drugs listed in the
homebound members: Part B drug cost sharing home setting.
. . . . applies. See "Medicare .
?rclllrgslmstratlon of Anti-fungal Part B Part B prescription Part B drug c‘(‘)st sharlng
drugs”. applies. See “Medicare
e Administration of Anti-viral Part B drugs Part B prescription
drugs”.

e Administration of Anti-bacterial Part B
drugs

Hospice care

You are eligible for the hospice benefit when  When you enroll in a Medicare-certified hospice
your doctor and the hospice medical director  program, your hospice services and your Part A and Part

havg g.iven you a terminal prognqsis B services related to your terminal prognosis are paid
certifying that you’re terminally ill and have 6 for by Original Medicare, not Martin’s Point
months or less to live if your illness runs its Generations Advantage Select.

normal course. You may receive care from
any Medicare-certified hospice program.
Your plan is obligated to help you find
Medicare-certified hospice programs in the
plan’s service area, including those the MA
organization owns, controls, or has a financial
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Services that are covered for you

What you must pay when
you get these services

In Network:

Out of Network:

Hospice care (continued)...

interest in. Your hospice doctor can be a
network provider or an out-of-network
provider.

Covered services include:

¢ Drugs for symptom control and pain relief
e Short-term respite care
e Home care

When you are admitted to a hospice you have
the right to remain in your plan; if you chose
to remain in your plan you must continue to
pay plan premiums.

For hospice services and for services that are
covered by Medicare Part A or B and are
related to your terminal prognosis: Original
Medicare (rather than our plan) will pay your
hospice provider for your hospice services
and any Part A and Part B services related to
your terminal prognosis. While you are in the
hospice program, your hospice provider will
bill Original Medicare for the services that
Original Medicare pays for. You will be
billed Original Medicare cost sharing.

For services that are covered by Medicare
Part A or B and are not related to your
terminal prognosis: If you need non-
emergency, non-urgently needed services that
are covered under Medicare Part A or B and
that are not related to your terminal
prognosis, your cost for these services
depends on whether you use a provider in our
plan’s network and follow plan rules (such as
if there is a requirement to obtain prior
authorization).

e If you obtain the covered services from a
network provider and follow plan rules for
obtaining service, you only pay the plan
cost-sharing amount for in-network
services.
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What you must pay when
you get these services

Services that are covered for you In Network:

Out of Network:

Hospice care (continued)...

If you obtain the covered services from an
out-of-network provider, you pay the plan
cost sharing for out-of-network services

For services that are covered by Martin’s
Point Generations Advantage Select but are
not covered by Medicare Part A or B:
Martin’s Point Generations Advantage Select
will continue to cover plan-covered services
that are not covered under Part A or B
whether or not they are related to your
terminal prognosis. You pay your plan cost-
sharing amount for these services.

For drugs that may be covered by the plan’s
Part D benefit: If these drugs are unrelated to
your terminal hospice condition you pay cost
sharing. If they are related to your terminal
hospice condition, then you pay Original
Medicare cost sharing. Drugs are never
covered by both hospice and our plan at the
same time. For more information, please see
Chapter 5, Section 9.4 (What if you re in
Medicare-certified hospice).

Note: If you need non-hospice care (care that
is not related to your terminal prognosis), you
should contact us to arrange the services.

é Immunizations . )
There is no coinsurance,

copayment, or deductible
for the pneumonia,
influenza, Hepatitis B, and
COVID-19 vaccines.

Covered Medicare Part B services include:

e Pneumonia vaccine

e Flu shots, once each flu season in the fall
and winter, with additional flu shots if
medically necessary

e Hepatitis B vaccine if you are at high or
intermediate risk of getting Hepatitis B

e (COVID-19 vaccine

For a list of in-network
providers of immunization
services, including some

There is no coinsurance,
copayment, or deductible
for the pneumonia,
influenza, Hepatitis B, and
COVID-19 vaccines.

For a list of in-network
providers of immunization
services, including some
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Services that are covered for you

What you must pay when
you get these services

In Network:

Out of Network:

e Other vaccines if you are at risk and they
meet Medicare Part B coverage rules

} Immunizations (continued)...

We also cover some vaccines under our Part
D prescription drug benefit including
Shingrix and Tdap.

If you choose to receive your part B vaccines
at a pharmacy instead of the provider’s office,
you may need to pay up front and seek
reimbursement from your plan. You may also
be liable for additional costs if received from
an out-of-network pharmacy.

Some immunizations such as tetanus may be
covered under Part B or Part D. Prior
authorization is required for these vaccines to
determine how it will be covered. Ifthe
tetanus vaccine is for wound treatment, it will
be covered under part B. If it is preventative,
it will be covered under Part D.

pharmacies, please call
Member Services.

pharmacies, please call
Member Services.

Inpatient hospital care*

Includes inpatient acute, inpatient
rehabilitation, long-term care hospitals, and
other types of inpatient hospital services.
Inpatient hospital care starts the day you are
formally admitted to the hospital with a
doctor’s order. The day before you are
discharged is your last inpatient day.

This plan covers up to 90 days per benefit
period and 60 additional Lifetime Reserve
days over your lifetime.

Covered services include but are not limited
to:

e Semi-private room (or a private room if
medically necessary)

e Meals including special diets

e Regular nursing services

You pay per Medicare-

covered admission:

e $385 per day for days
1-5;

e 50 per day for days 6-
90.

e $0 per day for up to 60
Lifetime Reserve
Days.

A benefit period begins
the day you’re admitted as
an inpatient in a hospital
or Skilled Nursing
Facility. The benefit
period ends when you
haven’t received any
inpatient hospital care (or
skilled care in a Skilled
Nursing Facility) for 60

You pay per Medicare-
covered admission:

40% of the cost for a
Medicare-covered hospital
stay.

For information about
emergency coverage,
please go to the section,
“Emergency care”.
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Services that are covered for you

What you must pay when
you get these services

In Network:

Out of Network:

Costs of special care units (such as
intensive care or coronary care units)

Inpatient hospital care (continued)*

Drugs and medications

Lab tests

X-rays and other radiology services
Necessary surgical and medical supplies
Use of appliances, such as wheelchairs
Operating and recovery room costs
Physical, occupational, and speech
language therapy

Inpatient substance abuse services
Under certain conditions, the following
types of transplants are covered: corneal,
kidney, kidney-pancreatic, heart, liver,
lung, heart/lung, bone marrow, stem cell,
and intestinal/multivisceral. If you need a
transplant, we will arrange to have your
case reviewed by a Medicare-approved
transplant center that will decide whether
you are a candidate for a transplant.
Transplant providers may be local or
outside of the service area. If our in-
network transplant services are outside the
community pattern of care, you may
choose to go locally as long as the local
transplant providers are willing to accept
the Original Medicare rate. If Martin’s
Point Generations Advantage Select
provides transplant services at a location
outside the pattern of care for transplants
in your community and you choose to
obtain transplants at this distant location,
we will arrange or pay for appropriate
lodging and transportation costs for you
and a companion.

days in a row. If you go
into a hospital or a Skilled
Nursing Facility after one
benefit period has ended, a
new benefit period begins.

For information about
emergency coverage,
please go to the section,
“Emergency care”.

* Authorization is
required, please have your
provider contact the plan
for more details.
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Services that are covered for you

What you must pay when
you get these services

In Network:

Out of Network:

Inpatient hospital care (continued)*

e Blood - including storage and
administration. Coverage of whole blood
and packed red cells begins only with the
fourth pint of blood that you need - you
must either pay the costs for the first 3
pints of blood you get in a calendar year
or have the blood donated by you or
someone else. All other components of
blood are covered beginning with the first
pint used.

e Physician services

Note: To be an inpatient, your provider must
write an order to admit you formally as an
inpatient of the hospital. Even if you stay in
the hospital overnight, you might still be
considered an “outpatient.” If you are not sure
if you are an inpatient or an outpatient, you
should ask the hospital staff.

You can also find more information in a
Medicare fact sheet called “Are You a
Hospital Inpatient or Outpatient? If You Have
Medicare — Ask!” This fact sheet is available
on the Web at
https://www.medicare.gov/sites/default/files/2

021-10/11435-Inpatient-or-Outpatient.pdf or
by calling 1-800-MEDICARE (1-800-633-
4227). TTY users call 1-877-486-2048. You
can call these numbers for free, 24 hours a
day, 7 days a week.

If you get authorized
inpatient care at an out-of-
network hospital after your
emergency condition is
stabilized, your cost is the
cost sharing you would
pay at a network hospital.

If you get authorized
inpatient care at an out-of-
network hospital after your
emergency condition is
stabilized, your cost is the
cost sharing you would
pay at a network hospital.
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What you must pay when
you get these services
Services that are covered for you In Network: Out of Network:
Inpatient services in a psychiatric hospital* You pay per Medicare- You pay per Medicare-

Covered services include mental health care
services that require a hospital stay

Our plan covers up to 190 days in a lifetime
for inpatient mental health care in a
psychiatric hospital. The inpatient services in
a psychiatric hospital limit does not apply to
inpatient mental health services provided in a
psychiatric unit of a general hospital.

Our plan covers 90 days for an inpatient
hospital stay per benefit period.

e Our plan also covers 60 “lifetime reserve
days.” These are “extra” days that we
cover. If your hospital stay is longer than
90 days, you can use these extra days. But
once you have used up these extra 60
days, your inpatient hospital coverage will
be limited to 90 days.

covered admission:
$220 per day for days 1-7;

$0 per day for days 8 and
beyond

A benefit period ends 60
days after the beneficiary
has ceased to be an
inpatient of a hospital and
has not received inpatient
skilled care in a SNF
during the same 60-day
period.

* Authorization is
required, please have your
provider contact
Behavioral HealthCare
Program at 1-800-708-
4532 (TTY: 711) for more
details.

covered admission:

30% of the cost for days 1-
90 for a Medicare covered
hospital stay.

A benefit period ends 60
days after the beneficiary
has ceased to be an
inpatient of a hospital and
has not received inpatient
skilled care in a SNF
during the same 60-day
period.

Inpatient stay: Covered services received
in a hospital or SNF during a non-covered
inpatient stay*

As described above, the plan covers 90 days
per benefit period and 60 lifetime reserve
days for inpatient hospital care and up to 100
days per benefit period for skilled nursing
facility (SNF) care.

If you have exhausted your inpatient benefits
or if the inpatient stay is not reasonable and
necessary, we will not cover your inpatient
stay. However, in some cases, we will cover
certain services you receive while you are in
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Services that are covered for you

What you must pay when
you get these services

In Network: Out of Network:

Inpatient stay: Covered services received
in a hospital or SNF during a non-covered
inpatient stay* (continued)...

the hospital or the skilled nursing facility
(SNF). Covered services include, but are not
limited to:

Physician services

Diagnostic tests (like lab tests)

X-ray, radium, and isotope therapy
including technician materials and
services

Surgical dressings

Splints, casts and other devices used to
reduce fractures and dislocations
Prosthetics and orthotics devices (other
than dental) that replace all or part of an
internal body organ (including contiguous
tissue), or all or part of the function of a
permanently inoperative or
malfunctioning internal body organ,
including replacement or repairs of such
devices

Leg, arm, back, and neck braces; trusses;
and artificial legs, arms, and eyes
including adjustments, repairs, and
replacements required because of
breakage, wear, loss, or a change in the
patient’s physical condition

Physical therapy, speech therapy, and
occupational therapy

e Please refer to Physician Services.

e Please refer to Qutpatient diagnostic tests and
therapeutic services and supplies.

o Please refer to Prosthetic equipment and supplies.

e Please refer to Durable medical equipment and
supplies.

Please refer to Outpatient rehabilitation services.

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

Kidney disease and conditions — see
“Services to treat kidney disease and
conditions”
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What you must pay when
you get these services

In Network: Out of Network:

Mammograms — see “Breast cancer
screening (mammograms)” or “QOutpatient
diagnostic tests and therapeutic services and
supplies”

3 Medical nutrition therapy*

This benefit is for people with diabetes, renal
(kidney) disease (but not on dialysis), a
diagnosis of obesity, morbid obesity,
coronary artery disease, congestive heart
failure, fatty liver disease, eating disorders,
failure to thr