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INTRODUCTION TO SUMMARY OF BENEFITS

This booklet provides you with a summary of what we cover and the cost-sharing
responsibilities. It doesn't list every service that we cover or list every limitation or exclusion. To
get a complete list of services we cover, please call us at the number listed on the last page and
ask for the “Evidence of Coverage” (EOC), or you may access the EOC on our website at
www.MassAdvantage.com.

You are eligible to enroll in Mass Advantage if:

* You are entitled to Medicare Part A and enrolled in Medicare Part B. Members must continue
to pay their Medicare Part B premium if not otherwise paid for under Medicaid or by another
third party.

* You must be a United States citizen or are lawfully present in the United States and
permanently reside in the service area of the plan (in other words, your permanent residence
is within the Mass Advantage service area counties). Our service area includes the following
counties in Massachusetts: Worcester

With Mass Advantage Premiere (PPO) plan, you'll enjoy the freedom and flexibility to access
your health care where you want it and when you want it. You may seek care from any Medicare
provider in the country who agrees to see you as a Medicare member, but you’ll generally pay
less when you use contracting providers in our network. Either way, doctor visits, hospital stays,
and many other services have a simple copayment, which helps make health care costs more
predictable. You can see our plan’s provider and pharmacy directory at our website at
www.MassAdvantage.com.

This Mass Advantage Premiere (PPO) plan also includes Part D coverage, which provides you
with the ease of having both your medical and prescription drug needs coordinated through a
single convenient source. You can access information about how the coverage works, including
covered drugs as well as coverage limitations on our website at www.MassAdvantage.com.




Mass Advantage Premiere (PPO)

MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY
FOR COVERED SERVICES

Monthly Plan Premium $0

You must continue to pay your Medicare Part B premium.

Deductible This plan does not have a deductible.
Pharmacy (Part D) $250 deductible for Tiers 3, 4 and 5
Deductible

Maximum Out-of-Pocket | In-network: $6,550

Responsibility In-network and Out-of-network combined: $11,300

This is the most you will pay for copays, coinsurance, and other
costs for Medicare-covered medical services, supplies, and Part B-
covered medication for the plan year. What you pay out-of-pocket
for Part D prescription drugs and certain supplemental benefits
(dental, hearing aids) do not apply to this amount.

Please refer to the Evidence of Coverage for more information.
COVERED MEDICAL AND HOSPITAL BENEFITS

Inpatient Hospital In-network:
Coverage”™ Days 1-5: $350 copay per day
Days 6-beyond: $0 copay per day
Out-of-network:

35% coinsurance per stay
Outpatient Hospital In-network:

Coverage” Outpatient Hospital: $300 copay per stay
Observation Services: $300 copay per stay
Out-of-network:

40% coinsurance per stay

Ambulatory Surgical In-network:

Center® $300 copay per visit
Out-of-network:

40% coinsurance per visit
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Mass Advantage Premiere (PPO)

Doctor Visits In-network:
Primary Care: $0 copay per visit
Specialist: $45 copay per visit

Out-of-network:
Primary Care: $0 copay per visit
Specialist: $65 copay per visit

Preventive Care In-network and Out-of-network:
There is no coinsurance, copayment, or deductible for Medicare-
covered preventive services.

Emergency Care In-network and Out-of-network:
$90 copay per visit

If you are admitted to the hospital within 24 hours, you do not have
to pay your emergency care copay.

Worldwide Emergency Coverage: $90 copay per visit

Urgently Needed In-network and Out-of-network:
Services $40 copay per visit

Diagnostic Services/ In-network:

Labs/Imaging* Lab services: $0 copay

Diagnostic tests and procedures: $20 copay
Outpatient X-ray services: $0 copay

Diagnostic Radiology services (such as, MRI, MRA, CT, PET):
$150 copay

Out-of-network:

Lab services: 40% coinsurance

Diagnostic tests and procedures: 40% coinsurance
Outpatient X-ray services: 40% coinsurance

Diagnostic Radiology services (such as, MRI, MRA, CT, PET): 40%
coinsurance



Mass Advantage Premiere (PPO)

Hearing Services

Dental Services

In-network:

Routine and Hearing Aids services outlined below must be received
from a NationsBenefits Hearing Health Care provider.

e Routine hearing exam: $0 copay (1 every calendar year)
e Entry Hearing Aids: $500 per hearing aid

e Basic Hearing Aids: $675 per hearing aid

e Prime Hearing Aids: $975 per hearing aid

e Preferred Hearing Aids: $1,275 per hearing aid

e Advanced Hearing Aids: $1,575 per hearing aid

e Premium Hearing Aids: $1,975 per hearing aid

Limit of 2 hearing aids per calendar year, (one per ear).

Medicare-covered Hearing care: $45 copay for each Medicare-
covered hearing care service if required for another medical
procedure and deemed medically necessary by a physician.

Out-of-network:

Routine and Hearing Aids services outlined below must be received
from a NationsBenefits Hearing Health Care provider.

e Routine hearing exam: $65 copay (1 every calendar year)

e Hearing Aids: The same as in-network copays for the
different types of hearing aids (as indicated above).

Medicare-covered Hearing care: $65 copay for each Medicare-
covered hearing care service if required for another medical
procedure and deemed medically necessary by a physician.
In-network:

Preventive and Comprehensive dental services outlined below
must be received from a DentaQuest provider.

Preventive Dental Services include the following: $0 copay
e Oral exam (2 per calendar year)
e Cleaning (2 per calendar year)

e Fluoride treatment (2 per calendar year)
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Mass Advantage Premiere (PPO)

e Dental X-rays (1 set per calendar year)

o One vertical bitewing imaging, and one panoramic
imaging is covered once every 36 months

o Intraoral occlusal imaging is covered twice every 24
months

o Intraoral-complete series is covered once every 36
months

e Comprehensive oral exam is covered once every 36 months

Comprehensive dental services include the following: 20%
coinsurance for each service outlined below

e Diagnostic services (1 per calendar year)
e Restorative services (1 every two years)
e Endodontics*®

e Periodontics (1 visit every three years)

e Extractions®

e Prosthodontics, including dentures, other oral/maxillofacial
surgery, and other services*

Medicare-covered Dental Care: $45 copay for each Medicare-
covered dental care service if required for another medical
procedure and deemed medically necessary by a physician.

Out-of-network:

Preventive Dental Services include the following: 20% coinsurance
for each service outlined below

e Oral exam (2 per calendar year)

e Cleaning (2 per calendar year)

e Fluoride treatment (2 per calendar year)
e Dental X-rays (1 set per calendar year)

o One vertical bitewing imaging, and one panoramic
imaging is covered once every 36 months

o Intraoral occlusal imaging is covered twice every 24
months

o Intraoral-complete series is covered once every 36
months

e Comprehensive oral exam is covered once every 36 months
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Mass Advantage Premiere (PPO)

Vision Services

Comprehensive dental services include the following: 20%
coinsurance for each service outlined below

e Diagnostic services (1 per calendar year)
e Restorative services (1 every two years)
e Endodontics*®

e Periodontics (1 visit every three years)

e Extractions®

e Prosthodontics, including dentures, other oral/maxillofacial
surgery, and other services*

*You should review your Evidence of Coverage (EOC) for
additional details and coverage limits.

Medicare-covered Dental Care: $65 copay for each Medicare-
covered dental care service if required for another medical
procedure and deemed medically necessary by a physician.

There is an in-network and out-of-network combined plan benefit
maximum of $2,000 each calendar year for comprehensive dental
services.

In-network:

Routine and vision services outlined below must be received by an
EyeQuest provider.

e Routine eye exam: $0 copay per visit (up to 1 every calendar
year)

Medicare-covered Vision Care: $45 copay for each Medicare-
covered eye exam related to the diagnosis and treatment of
diseases and conditions of the eye.

Out-of-network:

Routine eye exam: $65 copay per visit (up to 1 every
calendar year)

Medicare-covered Vision Care: $65 copay for each Medicare-
covered eye exam related to the diagnosis and treatment of
diseases and conditions of the eye.

$200 combined in and out-of-network allowance every calendar
year to use towards the purchase of contact lenses, eyeglass
lenses, and eyeglass frames.



Mass Advantage Premiere (PPO)

Mental Health Services* | In-network:
Outpatient group therapy: $30 copay per visit
Outpatient individual therapy: $30 copay per visit
Inpatient Mental Health Care:
e Days 1-5: $350 per day
e Days 6-90: $0 per day
Out-of-network:
Outpatient group therapy: 40% copay per visit
Outpatient individual therapy: 40% copay per visit
Inpatient Mental Health Care: 40% coinsurance per visit
Skilled Nursing Facility | In-network:
(SNF)* Days 1-20: $0 copay per day
Day 21-51: $196 copay per day
Day 52-100: $0 copay per day
Out-of-network:
20% coinsurance per day
Outpatient In-network:
Rehabilitation® Occupational therapy: $30 copay per visit
Speech and language therapy: $30 copay per visit
Physical therapy: $30 copay per visit
Out-of-network:
Occupational therapy: $65 copay per visit
Speech and language therapy: $65 copay per visit
Physical therapy: $65 copay per visit

Ambulance* In-network and Out-of-network:
Ground Ambulance: $275 copay (per one-way trip)
Air Ambulance: $275 copay (per one-way trip)

If you are admitted to the hospital, you do not have to pay your
ambulance services copay.



Mass Advantage Premiere (PPO)

Transportation* In-network and Out-of-network:

$0 copay for 6 one-way rides per year for plan approved health-
related locations.

Members can use taxi, ridesharing, and medical transportation
services under this benefit.
Medicare Part B Drugs* | In-network and Out-of-network:
Chemotherapy drugs: 20% coinsurance
Other Part B drugs: 20% coinsurance

Services with an * (asterisk) may require a referral and/or prior authorization
from your doctor.
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Mass Advantage Premiere (PPO)

PART D PRESCRIPTION DRUGS

Deductible Stage

Initial Coverage Stage

Prescription Drug Deductible: $250 deductible for Tiers 3, 4 and 5

**Select Insulins: Cost-sharing is applicable in the Initial Coverage,
and Coverage Gap phases of the Part D benefit, and only apply to
beneficiaries who are not eligible for Low Income Subsidy cost-

sharing.

Part D Vaccines: Cost-sharing of $0 is applicable in the Deductible,
Initial Coverage, and Coverage Gap phases of the Part D benefit

You pay the following until your total yearly drug costs reach $4,660.
Total yearly drug costs are the drug costs paid by both you and our

Part D plan.

Standard Retail Cost-Sharing

Select Insulins:
$35**

Part D Vaccines: $0

Tier One-month supply | Three-month supply
Tier 1 (Preferred $2 copay $4 copay

Generic)

Tier 2 (Generic) $6 copay $12 copay

Tier 3 (Preferred Brand) | $42 copay $84 copay

Select Insulins: $70**

Tier 4 (Non-Preferred
Brand)

$95 copay

$190 copay

Tier 5 (Specialty)

29% coinsurance

29% coinsurance

Standard Mail Order

Tier

One-month supply

Three-month supply

Tier 1 (Preferred $2 copay $4 copay
Generic)

Tier 2 (Generic) $6 copay $12 copay
Tier 3 (Preferred Brand) | $42 copay $84 copay

Select Insulins:
$35**

Select Insulins: $70**
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Mass Advantage Premiere (PPO)

Tier 4 (Non-Preferred $95 copay $190 copay
Brand)
Tier 5 (Specialty) 29% coinsurance 29% coinsurance

Your cost-sharing may be different if you use a Long-Term Care
pharmacy, or an out-of-network pharmacy.

**Select Insulins: Cost-sharing is applicable in the Initial Coverage,
and Coverage Gap phases of the Part D benefit, and only apply to
beneficiaries who are not eligible for Low Income Subsidy cost-
sharing.

Part D Vaccines: Cost-sharing of $0 is applicable in the Deductible,
Initial Coverage, and Coverage Gap phases of the Part D benefit

Coverage Gap Stage You will continue to pay the Tier 1 and Tier 2 copay for drugs while
in the coverage gap stage.

Tiers 3, 4, and 5 drugs: After you enter the coverage gap, you pay
25% of the plan’s cost for covered brand name drugs (plus a portion
of the dispensing fee) and 25% of the plan’s cost for covered generic
drugs until your costs total $7,400 which is the end of the coverage
gap.

**Select Insulins: Cost-sharing is applicable in the Deductible, Initial
Coverage, and Coverage Gap phases of the Part D benefit, and only

applies to beneficiaries who are not eligible for Low Income Subsidy
cost-sharing.

Part D Vaccines: Cost-sharing of $0 is applicable in the Deductible,
Initial Coverage, and Coverage Gap phases of the Part D benefit

Catastrophic Stage After your yearly out-of-pocket drug costs reach $7,400, you pay
the greater of:

e $4.15 copay for generic (including brand drugs treated as
generic) and a $10.35 copay for all other drugs, or

e 5% of the cost
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Mass Advantage Premiere (PPO)

ADDITIONAL BENEFITS

Over-the-Counter In-network and Out-of-network:

(OTC) ltems You have $50 every quarter to spend on plan approved OTC items.

OTC items must be ordered through Convey Health Solutions.

You are allowed to order once per quarter. Any unused money will
carry over to the next quarter but will not carry over to the next
benefit year.

Please visit www.MassAdvantage.com to see the list of covered
over-the counter items.

Chiropractic Care In-network:
Chiropractic Care (Medicare-covered): $20 copay per visit
Out-of-network:

Chiropractic Care (Medicare-covered): $65 copay per visit

Telehealth Services In-network:
Primary Care Visits: $0 copay per visit
Specialist Visits: $45 copay per visit
Individual Sessions for Mental Health Specialty Services: $0
Individual Sessions for Outpatient Substance Abuse: $0
Out-of-network:
Not covered

Medical Equipment/ In-network:

Supplies* Durable Medical Equipment (e.g., wheelchairs, oxygen): 20%

coinsurance

Prosthetics (e.g., braces, artificial limbs): 20% coinsurance

Diabetic supplies:
e 0% coinsurance for Medicare-covered diabetic monitoring
supplies from a preferred manufacturer (Abbott and Lifescan)
e 0% coinsurance for Medicare-covered therapeutic shoes or
inserts for people with diabetes who have severe diabetic foot
disease.
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Mass Advantage Premiere (PPO)

Out-of-network:

Durable Medical Equipment (e.g., wheelchairs, oxygen): 40%
coinsurance

Prosthetics (e.g., braces, artificial limbs): 40% coinsurance

Diabetic supplies: 40% coinsurance

Flex Card Flex Card: $150 every year
The flex card is available to members to pay for:

Eyewear

Fitness benefits

Weight management programs and services
Nutritional / dietary benefits

The flex card is preloaded with the full benefit amount and members
choose where to use it. Members may pay a portion or the full cost
of an item or buy a combination of items up to the allotted limit.

Flex card is not eligible for cost sharing for covered benefits.

Services with an * (asterisk) may require a referral and/or prior authorization from your
doctor.
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For more information, please contact:

Mass Advantage

PO Box 830059
Birmingham, AL 35283
www.MassAdvantage.com

This document is available in Spanish and in other formats such as large print, braille,
audio, or other alternate formats.

Mass Advantage is a Medicare Advantage organization with a Medicare contract offering
HMO and PPO plans. Enrollment in Mass Advantage depends on contract renewal.

Current members should call: 1-844-915-0234 (TTY: 711)
Prospective members should call: 1-844-514-0674 (TTY: 711)

Calls to this number are free. From October 1 to March 31, you can call us 7 days a
week from 8 a.m. to 8 p.m. EST. From April 1 to September 30, you can call us
Monday through Friday from 8 a.m. to 8 p.m. EST. A messaging system is used after
hours, weekends and on federal holidays.

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 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.

You must continue to pay your Medicare Part B premium.

This information is not a complete description of benefits. For more information, call 1-
844-915-0234 (TTY: 711).
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Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-844-915-
0234. 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 1-844-915-0234. Alguien que hable espafiol le
podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: FA 13 4E % % RIIEAR S5, B B IS MR8 o0 T RE B 259 RS AT AT B 1] 4l
R TFEIIN RS, 1550E 1-844-915- 0234 B SCTAEAN RIR R B IE ., X2 —T0
GRS

Chinese Cantonese: &¥EFMAOEEEE S LY Prln rTREAFA BEM, 2 I FAMIR At a2 IR
%, MRS, §5EE 1-844-915-0234, ?ﬂdf’%ﬁtﬁté’])\ﬁﬂ e AR AEE B, B
IE—%%H&T}JO

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang
anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-844-
915-0234. 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 1-844-
915-0234. Un interlocuteur parlant Francais pourra vous aider. Ce service est
gratuit.

Vietnamese: Chung t6i cé dich vu théng dich mién phi dé tra 18i cac cau hdi vé
chugng suc khée va chuong trinh thuéc men. Néu qui vi can thdng dich vién xin goi
1-844-915-0234 sé c6 nhan vién noi tiéng Viét giup d& qui vi. Day la dich vu miéen
phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-844-915-0234. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.

Korean: WAl o8 Wg wi oFE uae] Pot ARl el =l wa 5 B A6~
B S5 5] A ol £5kold 03] 1-844-915-0234 W0 2 el o) 4]
Frol 2 ah BEAst 29 £g AU o Auat PR g9RY

L il

o
a.

Russian: Ecnu y BaC BO3HUKHYT BOMPOCbLI OTHOCUTENIbHO CTPaxoBOro nau
MeANKaMeHTHOro nsiaHa, Bbl MOXeTe BOCMNO/Ib30BaTbCs HaWMMK 6ecnnaTHbIMU
ycnyramu nepesogvynkoB. YTobbl BOCNOb30BATLCA yC/yraMmm nepesBoaymka,
no3BoHUTE HaM no TenedoHy 1-844-915-0234. BaM okKaxeT NoMOLLb COTPYAHUK,
KOTOpbI FOBOPUT No-pycckn. laHHasa ycnyra 6ecnnaTHas.
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Ll 591 Jpon 5 dmally (3lat Al (f e Aa D Agilacdll (5 5l ansiall lasa ki i) ; Arabic
L el asii  1-844-915-0234 o L Jlai¥) 5 su clle Ll ()58 an yin o J panll

.44.11;4\ A0 ol aﬂj&cm LJ);J\ Q.A;.\.\:

Hindi: 8HR WY 91 Gdl &1 Aol & aR T 3 fht ot Uy & Sa1d ¢4 & fore guR o gued
SUIT FaTd SUT &. T TN UTed - & fTE, S 8H 1-844-915-0234 TR I &, HIS
i it fgw<l AT & MU Hag IR Iohdl 6. I8 U Jud 94l ©.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-844-915-0234. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de salde ou de medicacdo. Para
obter um intérprete, contacte-nos através do nimero 1-844-915-0234. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sevis enteprét gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepreét, jis rele
nou nan 1-844-915-0234. 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 skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwonié
pod numer 1-844-915-0234. Ta ustuga jest bezptatna.

Japanese: 4 fEOfEHE HEFELRRR & AL AT T BT 5 ZEMICBE 2T 57
DA, EERIOFERY—E2ARNH Y T TWET, WEiRE ZHMIZR DI,
1-844-915-0234 [TRHERE &V, HAFEZFET A HF NNV LET, iU
BtoH— v A TT,
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