2020 Summary of Benefits
PruittHealth Premier (HMO I-SNP)

H6345, Plan 001

This is a summary of drug and health services covered by PruittHealth Premier (HMO I-SNP)
January 1, 2020 - December 31, 2020.

PruittHealth Premier (HMO I-SNP) is a Medicare Advantage HMO Plan (HMO stands for Health
Maintenance Organization) with a Medicare contract. Enrollment in the Plan depends on contract
renewal.

This information is not a complete description of benefits. Call 1-844-224-3659, TTY should call 711,
for more information.

The benefit information provided is a summary of what we cover and what you pay. It does not list
every service that we cover or list every limitation or exclusion. To get a complete list of services we
cover, visit our website at www.pruitthealthpremier.com, or call Member Services and request the
Evidence of Coverage.

To Reach Our Member Services Representatives:
* Toll Free 1-844-224-3659, TTY/TDD should call 711.

* Hours of operation: 8 a.m. to 8 p.m., seven days a week (except Thanksgiving and Christmas) from
October 1 through March 31, and Monday to Friday (except holidays) from April 1 through
September 30.

To join PruittHealth Premier (HMO I-SNP), you must:
* be entitled to Medicare Part A,

* --and -- be enrolled in Medicare Part B,

* --and -- live in our service area,

* --and -- reside in one of our participating nursing facilities for greater than 90 days. The plan’s
Provider Directory has a list of participating nursing facilities. You can access this list on our
website www.pruitthealthpremier.com or call Member Services and ask us to send you a list.
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Our service area includes these counties in North Carolina: Cabarrus, Carteret, Durham, Forsyth, Pitt,
Richmond, Transylvania, Union, and Wake.

PruittHealth Premier (HMO I-SNP) has a network of doctors, hospitals, pharmacies, and other
providers that can be found on our website at www.pruitthealthpremier.com. If you use providers that
are not in our network, the plan may not pay for these services.

This document is also available in Braille and in large print.

Benefits, premium, deductible, and/or copayments/coinsurance may change on January 1 of each year.
Limitations, copayments, and restrictions may apply.

You must continue to pay your Medicare Part B premium.

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

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



PruittHealth Premier (HMO I-SNP)

Monthly plan premium $26.40
You must continue to pay your Medicare Part B premium.
Deductible The Part B deductible is $198.

Maximum out-of-pocket amount
(does not include Part D
Prescription drugs)

$6,600

Inpatient Hospital coverage

You pay the 2020 Original Medicare cost-sharing amounts.
$1,408 deductible;

$0 copayment each day for days 1-60;

$352 copayment each day for days 61 to 90;

$704 copayment each day for days 91 to 150 (lifetime reserve
days).

*Prior Authorization is required.

Outpatient Hospital coverage

Outpatient hospital services

20% coinsurance
*Prior Authorization may be required.

Outpatient hospital observation | $100 copayment
services *Prior Authorization may be required.
Doctor Visits

Primary Care Providers

Specialists

$0 copayment

20% coinsurance

Preventive Care

You pay nothing.

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




PruittHealth Premier (HMO I-SNP)

Emergency care

$90 copayment
Copayment is waived if you are admitted to a hospital within 3
days.

Urgently needed services

20% coinsurance up to a max of $65
Coinsurance is waived if you are admitted to a hospital within 3
days.

Diagnostic Services/Labs/Imaging

Diagnostic tests and procedures

Lab services

Diagnostic radiology services
(e.g. MRI, CAT Scan)

Outpatient X-rays

20% coinsurance
*Prior Authorization may be required.

$0 copayment
*Prior Authorization may be required.

20% coinsurance
*Prior Authorization may be required.

20% coinsurance
*Prior Authorization may be required.

Hearing services

Hearing exam

Supplemental Benefit

Routine hearing exam, fitting
and evaluation for hearing aids

Hearing aids

20% coinsurance of the cost for Medicare-covered hearing
services.

You pay $0 copayment for one routine hearing exam, and
fitting/evaluation for hearing aids every year.

Up to a $1,250 credit for both ears combined every two years for
hearing aids.
*Prior Authorization may be required.




PruittHealth Premier (HMO I-SNP)

Dental services

Medicare-covered dental

20% coinsurance for each Medicare-covered service.

*Prior Authorization is required.

Vision care

Yearly eye exam for diabetic
retinopathy

Supplemental Benefit
Routine eye exam

Eyeglasses, lenses, frames,
contacts

20% coinsurance for Medicare-covered services.

You pay a $0 copayment for 1 routine eye exam visit every year.

Allowance of up to $225 each year.

Mental Health Services

Inpatient visit

Outpatient group therapy visit

Outpatient individual therapy
visit

You pay the 2020 Original Medicare cost-sharing amounts.
$1,408 deductible;

$0 copayment each day for days 1-60;

$352 copayment each day for days 61 to 90;

$704 copayment each day for days 91 to 150 (lifetime reserve
days).

*Prior Authorization may be required.

20% coinsurance
*Prior Authorization is required.

20% coinsurance
*Prior Authorization is required.

Skilled nursing facility (SNF) care

$0 copayment for days 1 to 100 for each Medicare-covered
skilled nursing facility stay.

Per stay benefit period

*Prior Authorization is required.

Physical Therapy

20% coinsurance

Ambulance services
Ground Ambulance

20% coinsurance




PruittHealth Premier (HMO I-SNP)

Air Ambulance

20% coinsurance

Transportation (additional
routine)

$0 copayment
Routine transportation for up to 24 trips every year. A trip is

considered one-way transportation by taxi, bus/subway, van, or
medical transport to a plan approved health-related location.

Medicare Part B prescription
drugs

Chemotherapy drugs

Other Part B drugs

20% coinsurance
*Prior Authorization may be required.

20% coinsurance
*Prior Authorization may be required.

Ambulatory Surgical Center

20% coinsurance
*Prior Authorization is required.

Medical Equipment/Supplies
Durable Medical Equipment
(e.g. wheelchairs, oxygen)

Prosthetics (e.g., braces,
artificial limbs)

Diabetic supplies

Diabetic preferred vendor

Diabetic Therapeutic Shoes and

Inserts

20% coinsurance
*Prior Authorization is required.

20% coinsurance
*Prior Authorization is required.

20% coinsurance

Manufacturer limited to Medline EvenCare

20% coinsurance

Foot Care (podiatry services)
Foot exams and treatment

Supplemental Benefit
Routine foot care

20% coinsurance for Medicare-covered services.

$0 copayment for 6 routine foot care visits per year.




PruittHealth Premier (HMO I-SNP)

Occupational or Speech Therapy

20% coinsurance

Over-the-Counter Drugs (OTC)
Supplemental Benefit
Over-the-counter benefit

Up to $20 every month. Amounts do not accumulate from month
to month.

Pulmonary rehabilitation services

20% coinsurance
*Prior Authorization may be required.




PruittHealth Premier (HMO I-SNP)

Outpatient Prescription Drugs

Standard retail cost-sharing Long-term care (LTC) cost-sharing
(in-network) (up to a 31-day supply)
(up to a 30-day supply)

Deductible $435 for all Part D prescription drugs.

Cost-Sharing 25% coinsurance 25% coinsurance

for Covered

Drugs

Coverage Gap | After your total drug costs (including what our plan has paid and what you have paid)
reach $4,020, you will pay no more than 25% coinsurance for generic drugs or 25%
coinsurance for brand name drugs for any drug tier during the coverage gap.

Catastrophic After your yearly out-of-pocket drug costs (including drugs purchased through your
Coverage retail pharmacy and through mail order) reach $6,350, you pay the greater of:

* 5% coinsurance, or

* $3.60 copayment for generic (including brand drugs treated as generic) and a $8.95
copayment for all other drugs.

Cost-sharing may differ based on point-of-service (retail, Long Term Care (LTC)), home infusion, whether
the pharmacy is in our standard network, or whether the prescription is a short-term (30-day supply) or
long-term (90-day supply).



x PruittHealth

PREMIER

Non-Discrimination Notice

PruittHealth Premier complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PruittHealth
Premier does not exclude people or treat them differently because of race, color, national origin,
age, disability, or sex.

PruittHealth Premier:

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

e Qualified sign language interpreters
e Written information in other formats (e.g., large print, audio, accessible electronic formats,
Braille, other formats)

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

e Qualified interpreters
e Information written in other languages

If you need these services, contact PruittHealth Premier’s Member Services at the contact
information below.

If you believe that PruittHealth Premier has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with: PruittHealth Premier, P.O. Box 2190, Glen Allen, VA 23058; (844) 317-9059;
(TTY 711); fax: 800-335-0270; email: Compliance@pruitthealthpremier.com.

You can file a grievance in person or by mail, fax, or e-mail. If you need help filing a grievance,
the PruittHealth Premier Member Services is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services at the Office for Civil Rights Complaint Portal, or by mail or phone at: U.S. Department
of Health and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building
Washington, DC 20201, 1-800-368-1019 TTY/TDD: 1-800-537-7637 (TDD).

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

DATA CONTAINED IN THIS DOCUMENT IS CONSIDERED CONFIDENTIAL AND PROPRIETARY INFORMATION AND
ITS DUPLICATION USE OR DISCLOSURE IS PROHIBITED WITHOUT PRIOR APPROVAL OF PRUITTHEALTH PREMIER
© 2019 PruittHealth Premier
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Multi-Language Interpreter Services

Arabic
poad) Cacilesy(1-844-224-3659 s @ualpizadio &d salygelbag | sadiila ity Jdheldl Surcandtly) 13k g
D711 pdad)

Chinese

DU E BRGS0 A DI B SR S TR o S5EEE 1-844-224-3659 (TTY : 711)

French

ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-844-224-3659 (ATS : 711).

German
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-844-224-3659 (TTY: 711).

Gujarati

) dil [Ies2UcAl] clldl O], dl Nl S A dHIRL UL HEABUAGY B, 1-844-224-
3659 o 514 52U (2l.2l.ald: 711).

Hindi
e & Afg 39 Bt drert § 3 T v eI I RaTd 3uest g1 1-844-224-3659
(TTY: 711) W &iel H|

Hmong
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-844-

224-3659 (TTY: 711).

Japanese
AEEIE BREZEINDGE, BHOEEXIBEZ CARAWETET, 1-844-224-3659
(TTY:711) £T., BEEICTITEHKLLIZSULY,

Korean
x0|- sl2012 A 32, 0 K& MHIAE 22 0|Eotal &= USLICH 1-844-224-3659
A

otAl=
stol F=EAI2.

Laotian
BVIVCMO: T)IVIMVCDT WIFTIDID], PEDHNIVVINIVFOBCTDNINIIMVWIFTN 0BV DE Q390109

S99V, 99NMICO 1-844-224-3659 (TTY: 711).

H6345 2020MLINCSC _C



Cambodian
Uwa: 1iI0aSMyRSUNW MaNig8l NS SWiINAMaN INwESH S W
AMGEISUNUUITHMNY §1 §It01) 1-844-224-3659 (TTY: 711)

Portuguese
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-844-224-
3659 (TTY: 711).

Russian

BHUMAHMUE: Ecau Bbl rOBOpUTE HAa PYCCKOM S3bIKE, TO BaM JIOCTYIHbBI OECIUIaTHBIC YCIIyTH MepeBO/Ia.
3BonuTe 1-844-224-3659 (Teneraiin: 711).

Spanish
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-
844-224-3659 (TTY: 711).

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-844-224-3659 (TTY: 711).

Ukranian
VYBAT'A! SIkio Bu pO3MOBIIS€TE YKPAaiHCHKOIO MOBOIO, BU MOKETE 3BEpHYTHUCS J10 OE3KOIITOBHOT CIIyKOU
MOBHOI miaTpuMKku. Tenedonyiite 3a Homepom 1-844-224-3659 (teneraiimn: 711).

Viethnamese

CHU Y: Néu ban noi Tiéng Viét, co cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi sd 1-844-224-
3659 (TTY: 711).
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Pre-Enroliment Checklist
PruittHealth Premier (HMO [-SNP)

Before making an enrollment decision, it is important that you fully understand our benefits and rules.
If you have any questions, you can call and speak to a customer service representative at
1-844-224-3659 (TTY 711).

Understanding the Benefits

Review the full list of benefits found in the Evidence of Coverage (EOC), especially for those
services for which you routinely see a doctor. Visit PruittHealthPremier.com or call
1-844-224-3659 (TTY 711) to view a copy of the EOC.

Review the provider directory (or ask your doctor) to make sure the doctors you see now are in
the network. If they are not listed, it means you will likely have to select a new doctor.

Review the pharmacy directory to make sure the pharmacy you use for any prescription
medicine is in the network. If the pharmacy is not listed, you will likely have to select a new
pharmacy for your prescriptions.

Understanding Important Rules

In addition to your monthly plan premium, you must continue to pay your Medicare Part B
premium. This premium is normally taken out of your Social Security check each month.

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2021.

Except in emergency or urgent situations, we do not cover services by out-of-network
providers (doctors who are not listed in the provider directory).

This plan is an institutional special needs plan (I-SNP). Your ability to enroll will be based on
verification that you, for 90 days or longer, have had or are expected to need the level of services
provided in a long-term care (LTC) skilled nursing facility (SNF), a LTC nursing facility (NF), a
SNF/NF, an intermediate care facility for individuals with intellectual disabilities (ICF/IDD), or
an inpatient psychiatric facility.

This plan is an institutional special needs plan (I-SNP). Your ability to enroll will be based on
verification that your condition makes it likely that either the length of stay or the need for an
institutional level of care would be at least 90 days.

PruittHealth Premier complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex. ATENCION: si habla espafiol, tiene a su

disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-844-224-3659 (TTY 711). {F& :
AR BRI BTG RE S RIS, FHEEE 1-844-224-3659 (TTY 711)
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