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Medical benefits

*Prior authorization rules may apply.

Summit Health
Core
(HMO-POS) H2765-001

Summit Health
Value + Rx
(HMO-POS) H2765-002

Summit Health
Standard + Rx
(HMO-POS) H2765-003

Summit Health
Premier + Rx
(HMO-POS) H2765-004

Premiums and benefits In-network Out-of-network In-network Out-of-network In-network Out-of-network In-network Out-of-network
Monthly premium $0
(Includes both medical and drugs. You must continue to pay your This plan does not cover $80 $170
Medicare Part B premium.) Part D prescription drugs.
Medical deductible
(No deductible for medical. See outpatient prescription $0 $0
drugs section for Part D deductible.)
$5.990 $10,990 $8,990 $7,990
Maximum out-of-pocket responsibility . Includes Includes Includes
(Does not include Part D prescription drugs) . Combined $6.475 in-network $5.880 in-network $4.850 in-network
in and out of network . . .
services services services
. . $385 copay $385 copay $350 copay $325 copay
Inpatient hospital coverage*
3 . per day for 30% per day for 50% per day for 50% per day for 30%

(Copay per day 1-5, you pay nothing per day for days 6 and beyond.) days 1-5 days 1-5 days 1-5 days 1-5
Outpatient hospital coverage* o
(Includes Observation services.) $385 30% $385 50% $350 $350 $325 $325
Ambulatory surgical center (ASC) services* $385 30% $385 50% $350 50% $325 30%
Doctor visits

Prim::.)ry. care provider (PCP) $0 30% $0 50% $0 50% $0 30%

Specialists $35 30% $40 50% $35 50% $35 30%
Preventive care
(e.g., flu vaccine, diabetic screenings. Please note: a separate $0 30% $0 50% $0 50% $0 30%
cost sharing may apply if additional services are provided.)
Emergency care $120 $100 $110 $110
Urgently needed services $35 $40 $35 $35




Medical benefits (continued)

Summit Health
Premier + Rx
(HMO-POS) H2765-004

Summit Health
Standard + Rx
(HMO-POS) H2765-003

Summit Health
Value + Rx
(HMO-POS) H2765-002

Summit Health

*Prior authorization rules may apply. Core

(HMO-POS) H2765-001

Premiums and benefits

Diagnostic services/labs/imaging*

In-network

Hearing services

Exams to diagnose and treat hearing and

Out-of-network

In-network

Out-of-network

In-network

Out-of-network

In-network

Diagnostic tests and procedures 20% 20% 20% $5

Lab services $10 $0 $5 $5

MRI, CAT Scan 20% 30% 20% 50% 20% 50% 20% 30%
X-rays 20% 20% 20% 20%

Ultrasounds 20% 20% 20% 20%

Out-of-network

Dental services

Medically related dental care required to treat

balance issues (Medicare-covered) $35 30% $40 50% $35 50% $35 30%
Routine hearing exam for hearing aids $0 Not covered $0 Not covered $0 Not covered $0 Not covered
Hearing aids (Copay per each aid) $699 - $999 Not covered $699 - $999 Not covered $599 - $899 Not covered $599 - $899 Not covered

illness or injury* (Medicare-covered) $35 30% $40 50% $35 50% $35 30%
Preventive dental 0 0 0 0

3 50% up to 3 50% up to 3 50% up to 3 50% up to
Comprehensive dental 20% allowance 20% allowance 20% allowance 20% allowance

Maximum total benefit for
all supplemental dental services

Vision services

$1,000 allowance

$1,250 allowance

$1,250 allowance

$1,500 allowance

Medical vision services . . . .
e $35 30% $40 50% $35 50% $35 30%
Routine vision services o o o o
(Annual exam & glasses every 2 years) $0 50% $0 50% $0 50% $0 50%




Medical benefits (continued)

Summit Health Summit Health Summit Health Summit Health

*Prior authorization rules may apply. Core Value + Rx Standard + Rx Premier + Rx
(HMO-POS) H2765-001 (HMO-POS) H2765-002 (HMO-POS) H2765-003 (HMO-POS) H2765-004

Premiums and benefits In-network Out-of-network In-network Out-of-network In-network Out-of-network In-network Out-of-network

Mental health services

Outpatient mental health services o o o o

(Individual or group therapy visit) $35 30% $40 50% $35 50% $35 30%
325 copay

: ek $385 copay per $385 copay per $350 copay per o $ o

Inpatient mental health services day for days 1-5 30% day for days 1-5 50% day for days 1-5 50% pg;?sﬁl_gor 30%

Additional services

Skilled nursing facility (SNF)

(Copay per day 21-100) $196 30% $196 50% $175 50% $170 30%
Physical therapy $35 30% $40 50% $35 50% $35 30%
Ambulance* $325 $325 $300 $275
Transportation Not covered Not covered Not covered Not covered
Medicare Part B Drugs* 0%-20% 30% 0%-20% 50% 0%-20% 50% 0%-20% 30%
Durable medical equipment (DME)* o o o o o o o o
(e.g. CGM, nebulizers, walkers, etc.) 20% 30% 20% 50% 20% 50% 20% 30%
Diabetic monitoring supplies*

Diabetic Supplies $0 30% $0 50% $0 50% $0 30%

Diabetic Shoes/Inserts 20% 30% 20% 50% 20% 50% 20% 30%

Alternative care services

Acupuncture for chronic low back pain (Medicare-covered)
Primary care provider (PCP) $0 $0 $0 $0
Specialists $35 $40 $35 $35

Chiropractic services (Medicare-covered)

[e)
(For manipulation of the spine to correct a vertebral subluxation) $20 30% $15 50% $20 50% $20 30%

Alternative services (Embedded Supplemental benefit)

Chiropractic, Acupuncture and Naturopathic services 50% 50% 50% 50% 50% 50% 50% 50%
Maximum total benefit for all services $500 $500 $500 $500 $500 $500 $500 $500




Pharmacy benefits

Outpatient prescription drugs

Prescription drug deductible++

Initial coverage stage

Tier 1 (Preferred generic)

Tier 2 (Generic)

Tier 3 (Preferred brand)

You won'’t pay more than $35 for a one-month
supply of each covered insulin product.

Tier 4 (Non-preferred brand)

You won’t pay more than $35 for a one-month
supply of each covered insulin product.

Tier 5 (Preferred specialty)

Tier 6 (Specialty)

Tier 7 (Vaccine)

Coverage gap

Catastrophic coverage

Limit resets

Summit Health
Core
(HMO-POS) H2765-001

This plan does not
include Part D prescription
drug coverage.

Summit Health
Value + Rx
(HMO-POS) H2765-002

Summit Health
Standard + Rx
(HMO-POS) H2765-003

Summit Health
Premier + Rx
(HMO-POS) H2765-004

$200 $150 $100
++ (waived on Tier 1, Tier 2, & Tier 7) ++ (waived on Tier 1, Tier 2, & Tier 7) ++ (waived on Tier 1, Tier 2, & Tier 7)
Preferred Preferred Preferred Preferred Preferred Preferred
retail/ Standard retail/ Standard retail/ Standard retail/ Standard retail/ Standard retail/ |Standard
mail retail mail retail mail retail mail retail mail retail mail retail
order cost order cost order cost order cost order cost order cost
cost sharing ~cost sharing cost sharing cost  sharing cost | sharing cost | sharing
sharing 30-day sharing 90-day sharing 30-day sharing 90-day sharing 30-day sharing 90-day
30-day supply 90-day supply 30-day supply 90-day supply 30-day @ supply 90-day supply
supply supply supply supply supply supply
$0 $7 $0 $17.50 $0 $7 $0 $17.50 $0 $7 $0 $17.50
$7 $14 $1750  $35 $7 $14 $1750  $35 $7 $14 $1750  $35
$40 $47 $100 $11750 $40 $47 $100  $11750  $40 $47 $100 @ $117.50
$93 $100 $232.50 $250 $93 $100 $232.50 $250 $93 $100 $232.50 $250
24% 24% N/A N/A 25% 25% N/A N/A 26% 26% N/A N/A
29% 29% N/A N/A 30% 30% N/A N/A 31% 31% N/A N/A
$0 $0 N/A N/A $0 $0 N/A N/A $0 $0 N/A N/A

You stay in the Initial Coverage Stage until your total drug costs for
the year reach $5,030. Then you enter the Coverage Gap stage and you pay 25%
of the cost (and a portion of the dispensing fee) Once you pay $8,000, you leave
the Coverage Gap Stage and move to the Catastrophic Coverage Stage.

Once you are in the Catastrophic Coverage Stage, you will stay in this
payment stage until the end of the calendar year. During this payment stage, the
plan pays the full cost for your covered Part D drugs. You pay nothing.

Every year a person’s benefit limits are reset




Embedded supplemental benefits

Pa rt D Cove ra g e g a p Summit Health ST S Summit Health

without Core Health Health Premier + Rx

additional Value + Rx Standard + Rx
(d o n u t h o I e) premium cost (HMO'POS) HMO-POS (HMO-POS) (HMO'POS)

- H2765-004
H2765-001 | 15765.002 = H2765-003 8500
Policy period Policy period
begins January 1 ends December 31 Premiums and In- %‘;t In- Oo‘]f:‘ In- Ool;t In- C:)L;:(
benefits network network network network network network network network
1 2 3 4 5 $30 for $30 for $30 for $30 for
each each each each
t calendar calendar calendar calendar
spent spen spent Over the quarter quarter quarter quarter
< $5,030 $5,030 to > $8.000 Counter (OTC) with$0  Not  with$0  Not  with$0  Not  with $0 Not
$8,000 ’ from a preferred carry covered carry @covered carry covered carry | covered
> > > > > retailer list over to over to over to over to
the next the next the next the next
Coverage . quarter quarter quarter quarter
Deductible | Initial coverage g P Limit resets allowed allowed allowed allowed
gap Coverage .
Additional
a person pays a person only a person has a person pays every year virtual services
a specific pays a copay | to start paying | $0 of the cost a person'’s ZOATET MR
amount for their | or coinsurance for their of their benefit limits LCEER A, $0 Not $0 Not $0 Not $0 Not
prescription ot medications prescription reset 7 days a week, covered covered covered covered
. 365 days a year
drugs prescription drugs
drugs 24/7 physician
visits via text chat/ Not Not Not Not
optional video $0 covered $0 covered $0 covered $0 covered
functionality
Enhanced diabetes
management
program in
A Not Not Not Not
Important Message mpoitw; TGYSSGQG Eﬁ/ r;:g:hf'g_w'th $0 covered $0 covered $0 covered $0 covered
About What You P Ol; | = l 2l members that meet
Pay for Vaccines — ay for insulin — medical criteria
Our plan covers most Part D :ooruavcv)ir;:[nli?rgt::lrje tTar:)f$e3§ch C_hronic ;
vaccines at no cost to you, insulin product covepf:eZi by aldney Disease
EE [ e NN (Rl oy our plan, no matter what cost- anager:.ent !nh Not Not Not Not
deductible. Call Customer S . partnership wit $0 d $0 d $0 d $0 d
. : . sharing tier it’s on, even if you Strive Health. f covere covere covere covere
Service for more information. = ’ ) trive Health, for
haven’t paid your deductible. members that meet
medical criteria
Fitness Benefit Not Not Not Not
with Silver&Fit $0 covered $0 covered $0 covered $0 covered

1



Value added
items and services

These additional services/items are not part
of the plan benefit package or the Medicare benefit.

ChooseHealthy discounts discounts from popular health and
fitness brands, services from specialty
health care practitioners, and access to
evidence-based, online health classes
and articles offered at no extra cost.

With the ChooseHealthy® program,
offered by your Moda Health Medicare
Advantage plan, you can save more on
wellness products and services including

12

Service area and
eligibility requirements

Summit Health Medicare Advantage Out-of-network/non-contracted Medicare
plans are HMO plans with a Medicare providers are under no obligation to treat
contract. To join a Summit Health Medicare Summit Health Medicare Advantage
Advantage plan, you must be entitled to members, except in emergency situations.

Medicare Part A, be enrolled in Medicare
Part B, and live in our service area.

The Summit Health HMO plan service
area includes the following counties in
Eastern Oregon: Baker, Gilliam, Grant,
Harney, Lake, Malheur, Morrow, Sherman,
Umatilla, Union, Wallowa and Wheeler.

Please call our Customer Service
number (see back cover) or see

your Evidence of Coverage for more
information, including the cost sharing
that applies to out-of-network services.

Morrow

Gilliam
Sherman a .A-
Wheeler I Baker

‘ B
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Multi-Language Insert

Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about
our health or drug plan. To get an interpreter, just call us at 844-827-2355. Someone who
speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con
un intérprete, por favor llame al 844-827-2355. Alguien que hable espanol le podra ayudar.
Este es un servicio gratuito.

Chinese Mandarin: A5 (6 50 SRR ey, BRUDERMEZ R F MR 25 W RIS (1) A1 (] 5
], WURIERT SRR 5%, B R 844-827-2355, HAIT b SO LAE AN R ALK S B IR,
e IR RS

Chinese Cantonese: &% T ("1 et 5 ol 554 1 b ] BE A7 47 % [, %&tﬁﬁ%ﬁ!&%%ﬁ%ﬂ%
s, WFERGEIRYS, i 844-827-2355, FAMarh iy N HIBSE AWM E ), 8
e TR E IR,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang
anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 844-827-
2355. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng
serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos
questions relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder
au service d'interprétation, il vous suffit de nous appeler au 844-827-2355. Un interlocuteur
parlant Francgais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung toi co diqh vu théng dich miérj phi dé tra 1o cac cau hoi vé chuwong
strc khde va chuwong trinh thu6c men. Néu qui vi can thdng dich vién xin goi 844-827-2355
sé cO nhan vién ndi tieng Viét giup d& qui vi. Bay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem

Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 844-827-
2355. Man wird lhnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25)
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Korean: FAl= 9|7 B T oFF Bgo] #et Aol ga] =aux 75 5
AH 25 Al EkaL 9}1’5143} 59 A 5 ol &5he] W 715} 844-827-2355 W O % -2}
SN, BTl s BgAsl meh me AL of AUl Al g eodHL,

Russian: Ecnv y Bac BO3HUKHYT BOMNPOCbI OTHOCUTENBHO CTPaxoBOro umim
MeAMKaMEHTHOrO nraHa, Bbl MOXETe BOCMOSb30BaTbCs HawWmnmMm 6ecnnaTHbIMKU yCcnyramm
nepeBoaYnKoB. YTo6bl BOCMONBL30BaThCA yCryraMmu nepeBogynka, No3BOHUTE HaM MNo
Tenedony 844-827-2355. Bam okaxeT NOMOLLb COTPYAHWUK, KOTOPbIN rOBOPUT MO-PYCCKM.
[aHHas ycnyra 6ecnnartHas.

e Jsanll Lal 455080 Jan ol daally gleii il gl (e LDl Al (5 )5l aa jiall ciladd 236 L) : Arabic
FREQRYY d;mmuﬂ\umuuameﬁ;u 844 8272355&9@dh@‘2\&}udﬂ9wﬂc6)}5(;;)m
Aailaa

Hindi: AR WY I1 a1 $1 AIoHT & aR | 3 bt 1 Uy & Sa1e ¢ & o gHR U™
U TR YTl JueTed §. T U T R o 1T, 59 89 844-827-2355 TR I &y,
ﬁs‘wﬁrﬁl‘r%ﬁiﬁw%&mﬁ%qmﬂwdl% I8 Us qUd 941 3.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero
844-827-2355. Un nostro incaricato che parla ltalianovi fornira I'assistenza necessaria. E
un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagcéo gratuitos para responder a qualquer
questao que tenha acerca do nosso plano de saude ou de medicagao. Para obter um
intérprete, contacte-nos através do numero 844-827-2355. Ira encontrar alguém que fale o
idioma Portugués para o ajudar. Este servigo é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwdg nou an. Pou jwenn yon entéprét, jis rele nou nan 844-
827-2355. Yon moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby skorzystac
z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwonié¢ pod numer 844-827-

2355. Ta ustuga jest bezptatna.

Japanese: it D5 (SRR & FEAL LTI T T S ICBET 5 ZHBICBEZ T 5720
2. ERLOHERT —E A0S ) 2T 28 E T, WMRE ZHMIC L 51213,
844-827-2355 12 BEGEC 722 v, HAFZFET AN & 2Rz L ¥, ZiudmEptoy
— B 2T,
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YourSummitHealth.com

This information is not a complete description of benefits.Call Customer Service at
844-827-2355 for more information or visit us at yoursummithealth.com.

If you are not a member of this plan, call toll-free 844-931-1782. TTY users, call 711.

Customer Service regular business hours are 7 a.m.— 8 p.m. (Pacific Time), seven days a week
October 1 — March 31 (closed on Thanksgiving and Christmas), and weekdays April 1 — September
30. Your call will be handled by our automated phone systems outside business hours.

This document is available in other formats such as large print or Spanish.

REV5-0518 (09/23)



