SelectHealth Medicare

Summary of Benefits
Nevada 2023

The Summary of Benefits is meant to help you
understand what we cover and what you pay.
It doesn’t list every service we cover or every
limitation or exclusion. To get a complete list
of services we cover, call and ask for the
“Evidence of Coverage.”

Who can join SelectHealth Medicare (HMO, PPO)?

To join, you must be enrolled in Medicare Part A
and Part B and live in one of our service areas.

The following Nevada counties are included in our
service areas: Clark and Nye.

What is a PPO?

A PPO Medicare Advantage plan has a network of
doctors, specialists, hospitals, and other healthcare
providers you can use. You also have the flexibility
to use out-of-network providers for covered
services, usually at a higher cost.

What is an HMO?

An HMO Medicare Advantage plan has an
established network of doctors, providers, and
hospitals where you must get your care, except for
emergency care and out-of-area urgent care.

Which doctors, hospitals, and pharmacies can | use?

Our plans are on the SelectHealth Medicare
network. It includes a wide variety of doctors,
hospitals, pharmacies, and other providers. If you
use providers that are not in our network, and it’s
not urgent or emergency care, your plan may not
pay for these services. You can see our most
up-to-date provider and pharmacy directories on
our website, selecthealth.org/medicare. Or, call us
and we will send you a copy of the directories.

Important Message About What You Pay for
Vaccines: Our plan covers most Part D vaccines
at no cost to you.

SelectHealth Medicare Essential (HMO) 012

SelectHealth Medicare Choice (PPO) 019

SelectHealth Medicare No Rx (PPO) 020

For coverage and costs of Original Medicare,
look in your current “Medicare & You” handbook.
View it online at medicare.gov or get a copy by
calling 1-800-MEDICARE (1-800-633-4227),

7 days a week, 24 hours a day. TTY users should
call 1-877-486-2048.

HOW TO CONTACT US

Call us toll-free at 855-442-9940 (TTY: 711) or
visit selecthealth.org/medicare.

Hours of operation:

October 1 to March 31 - Monday through Sunday,
8:00 a.m. to 8:00 p.m.

April 1to September 30 - Weekdays,
8:00 a.m. to 8:00 p.m., closed weekends.

Outside of these hours of operation, please leave
a message and your call will be returned within
one business day.

o selecthealth




SelectHealth Medicare Essential (HMO) H1994 _ 012

Clark and Nye counties in Nevada.

SELECTHEALTH MEDICARE ESSENTIAL (HMO) H1994_012

Diagnostic Services, Labs, and Imaging*
Only one copay is collected when multiple tests are performed during
the same visit. Copays are in addition to any applicable primary care or

BENEFIT COST
Premium Amount $0
Medical Deductible $0
Pharmacy Deductible $0
Member Out-of-Pocket Maximum $1,000
Does not include prescription drugs or hearing aid copays.

If you reach the limit on out-of-pocket costs, you’re covered 100% for the

rest of the year. You will still need to pay monthly premiums and cost-

sharing for your Part D drugs.

Inpatient Hospital Coverage*

Copays start over each time you are admitted to an inpatient

hospital facility.

All days $0 copay

Meals after discharge*

Outpatient Facility Coverage*
Outpatient surgery
Ambulatory surgical center
Diagnostic colonoscopy

Other covered services
Includes: |V infusion therapy, non-nuclear stress tests, and more.

Doctor’s Office Visits
Primary care provider

Specialist
Referrals may be required.

Preventive Care
Annual physical/comprehensive wellness visit
Medicare-covered preventive services

Worldwide Emergency Care
Copay is waived if you are admitted to the hospital within 24 hours.

Worldwide Urgently Needed Services
No extra charges for labs and/or x-rays.

Copay is waived if you are admitted to the ER or hospital within 24 hours.

Refer to the Evidence of Coverage for additional details.
In-network
Out-of-network
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$0 copay, up to 14 days of
meals after discharged from
an inpatient acute hospital or
skilled nursing facility.

$0 copay
$0 copay
$0 copay
20% coinsurance

$0 copay
$0 copay

$0 copay
$0 copay
$125 copay

$10 copay
$40 copay

specialist copay.

Diagnostic radiology services (e.g., MRIs, CT scans)
Nuclear medicine(e.g., PET scans)

Diagnostic tests and procedures

Lab services

Outpatient x-rays

Therapeutic radiology services

Hearing Services

Hearing exam related to a medical condition

Routine hearing exam
One per year.

Hearing aids
Copay is for each hearing aid. Copays do not apply to the annual
member out-of-pocket maximum.

Dental Services*

Limited Medicare-covered dental services related to a medical condition.

Preventive Dental
Two exams, two cleanings, two bitewing x-rays every year, plus one
panoramic x-ray every 60 months.

Comprehensive Dental*

Maximum plan payment of $2,500, preventive dental services do not go
towards maximum payment. Administered by Delta Dental of California.

No deductible.

Basic services
Fillings, extractions, endodontic, and periodontal treatment.

Major services
Things like crowns and dentures.

Vision Services

Routine and/or preventive eye exam
One per year.

Non-routine vision exam
Vision test for prescriptions
Eyeglasses or contact lenses after cataract surgery*

Frames or contact lenses
Once per year.

Inpatient Mental Health Services*

Days 1-90

Lifetime reserve days

Outpatient Mental Health Services

Outpatient individual or group therapy visit in a provider’s office
Outpatient individual or group therapy visit in an outpatient facility
Partial hospitalization for mental health*

*Service may require prior authorization.

$60 copay

$80 copay

$0 copay

$0 copay

$0 copay

20% coinsurance

$0 copay
$0 copay

$399 to $699 copay

$0 copay

$0 copay

$0 copay

50% coinsurance

$0 copay

$0 copay
$0 copay
$0 copay
$300 allowance

$0 copay
$0 copay

$0 copay

$30 copay
$55 copay

SelectHealth.org
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SELECTHEALTH MEDICARE ESSENTIAL (HMO) H1994_012

BENEFIT

Skilled Nursing Facility (SNF)*
Our plan covers up to 100 days in a SNF, no prior hospital stay required.

Days 1-20

Days 21-40

Days 41-100

Outpatient Rehabilitation Services*

Physical, occupational, and speech therapy visit in a provider’s office or
outpatient facility

Cardiac rehab services
Pulmonary rehab services

Ambulance*
Prior authorization only required for non-emergency transfers.

Routine Transportation
Services such as getting a ride to and from your doctor, pharmacy,
or facility.

Companionship Services through Papa Pals

Medicare Part B Drugs*
Includes chemotherapy drugs, insulin for use with insulin pumps, and
other Part B drugs.

Foot Care (Podiatry Services)
Foot exams and treatment for Medicare-covered services.

Routine foot care
Treatment that is considered preventive (i.e. cutting or removal of corns,
warts, calluses, or nails), up to six visits.

Medical Equipment and Supplies
Durable medical equipment (e.g., wheelchairs, oxygen, etc.)*
Prosthetic devices and supplies (e.g., braces, artificial limbs, etc.)*

Diabetes monitoring supplies
Coverage for test strips and glucose monitors by produced by Abbott.

Diabetes self-management training
Therapeutic shoe inserts

Wellness Your Way
Receive money on your SelectHealth Medicare flexible benefits card for

approved wellness services such as gym/health club memberships, health

education, nutritional benefits, weight management programs, etc.

Over-the-Counter Items
Receive money on your SelectHealth Medicare flexible benefits card for
OTC items. Amounts do not roll over.

Intermountain LiVe Well Center Programs
Chiropractic Care*
Medicare-Covered Acupuncture Services*

Treatment of lower back pain.
12 initial visits, and additional 8 visits if member is making progress.

4 | SelectHealth.org

COST

$0 copay
$125 copay
$0 copay

$0 copay

$0 copay
$0 copay
$200 copay

$0 copay, up to 24 one-way
trips

$0 copay, up to 30 hours a year
20% coinsurance
$0 copay

$0 copay

20% coinsurance
20% coinsurance
$0 copay

$0 copay

20% coinsurance
$240 per year

$75 allowance per quarter

$0 copay
$0 copay

$0 copay

SELECTHEALTH MEDICARE ESSENTIAL (HMO) H1994_012

Home Health Care*

Outpatient Substance Abuse*

Therapy in a provider’s office

Therapy in an outpatient facility

Renal Dialysis

Dialysis center

Outpatient facility

Services and supplies for home dialysis
Hospice

Intermountain Connect Care
Visit with a provider via video chat for urgent medical needs.

Telehealth Services
Telehealth visit with a primary care provider
Telehealth visit with a specialist

DIABETES SPECIFIC BENEFITS

$0 copay

$0 copay
$30 copay

$0 copay

20% coinsurance

20% coinsurance

Covered by Original Medicare
$0 copay

$0 copay
$0 copay

If you have a confirmed diabetes diagnosis, some benefits have different copay and coinsurances.

See the below table for details.
Diabetes Specific Benefits

Primary care provider
In-person or through telehealth.

Routine and non-routine eye exam

Diabetes monitoring supplies
Coverage for test strips and glucose monitors by produced by Abbott.

Diabetes self-management training
Therapeutic shoe inserts
Tier 1drugs
Select diabetes drugs in Tier 2 (non-insulin)
Continuous Glucose Monitors (CGM)*
Part B insulin pumps and supplies
INSULIN

Tier Tinsulin
30-day supply in all Part D stages. Coverage Gap and deductible do not
apply to select insulins.

Tier 3 and Tier 4 insulin
30-day supply in all Part D stages. Coverage Gap and deductible do not
apply to select insulins.

Part B pump insulin
For use in a pump.

*Service may require prior authorization.

$0 copay

$0 copay
$0 copay

$0 copay

20% coinsurance
Covered through the gap
Covered through the gap
$0 copay

20% coinsurance

$0 copay

$35 copay

20% coinsurance

SelectHealth.org
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SELECTHEALTH MEDICARE ESSENTIAL (HMO) H1994_012

Your Prescription Benefits

SelectHealth Medicare Essential (HMO) 012

The below cost-sharing table shows what you will pay for your prescription in the Initial Coverage Stage.
There is no pharmacy deductible on this plan.

You stay in the Initial Coverage Stage until your year-to-date total drug costs reaches $4,660. Then you
move to the Coverage Gap (Donut Hole) stage.

You will generally pay 25% on brand-name and generic drugs while in the Coverage Gap. Once you reach
$7,400 in annual total drug costs, you move to the Catastrophic Coverage stage.

During the Catastrophic Coverage stage, the plan pays most of the cost for your covered drugs. You
generally pay $4.15 for generic drugs and $10.35 for all other drugs—or 5% of the cost, whichever is greater.
You will stay in this stage for the rest of the calendar year through December 31. For more information on
how pharmacy coverage stages work, please see the Pharmacy section of the Enrollment Guide.

PHARMACY DEDUCTIBLE

Tiers1,2,3,4,5 $0
COST-SHARING RETAIL COST-SHARING MAIL ORDER COST-SHARING

30-DAY SUPPLY | 100-DAY SUPPLY | 30-DAY SUPPLY | 100-DAY SUPPLY

Tier 1 (Preferred Generic) $0 | $0 $0 | $0
Tier 2 (Generic) $0 | $0 $0 | %0
Tier 3 (Preferred Brand) $47 | $141 $47 | $141
Tier 4 (Nonpreferred Brand) $100 | $300 $100 | $300

Tier 5 (Specialty Tier) 33% coinsurance | N/A 33% coinsurance | N/A

Please see the Evidence of Coverage (EOC) for information regarding cost-sharing difference
depending on pharmacy status, mail-order, Long Term Care (LTC) or home infusion, and 30- or 100-day
medication supplies.

Qf\ HOW WE HELP WITH PRESCRIPTION DRUG COSTS

-@ All Tier 1 prescription drugs are covered through the Coverage Gap. Select diabetes
= prescription drugs on Tier 2 are covered through the Coverage Gap. Tier 3 and Tier 4
insulin copays are capped at a $35 copay for a 30-day supply, during all Part D stages.

6 | SelectHealth.org

SELECTHEALTH MEDICARE ESSENTIAL (HMO) H1994_012

Exclusive Plan Benefits

Our mission is to help you live the healthiest life possible. That's why we give you tools and
incentives to help you get healthy and stay healthy.

&D $240 WELLNESS YOUR WAY

Our flexible wellness benefit allows you to choose
how you want to get and stay healthy. We’ll give you
$240 per year on a SelectHealth Medicare flexible
benefits card that you can use to participate in
wellness activities.

@ HEALTHY LIVING INCENTIVE

Get up to $160 a year loaded onto your
SelectHealth Medicare flexible benefits card for
completing activities that keep you healthy,
like your annual physical, cancer screenings,
and immunizations.

%
v’ OVER-THE-COUNTER (OTC) BENEFIT

Receive $75 per quarter on your SelectHealth
Medicare flexible benefits card for over-the-
counter items.

Q MEALS AFTER HOSPITAL STAY

Receive up to 14 days of meals after you are
discharged from an inpatient hospital or skilled
nursing facility stay, based on need, at no cost
to you. Prior authorization by a care manager
is required.

COMPANIONSHIP SERVICES -
PAPA PALS

Get connected with a Papa Pal to lend
companionship services and help with daily living
activities such as technology lessons, light house
tasks, and even rides to your doctor’s office

or pharmacy.

E
\,L VISION COVERAGE

This plan includes vision services, such as an annual
routine eye exam and a vision hardware benefit.

X DENTAL COVERAGE

This plan covers preventive and comprehensive
dental for no additional cost.

({CD\;
c%o TRANSPORTATION
—

Our plan includes non-emergent medical
transportation at no additional cost. This means you
can get up to 24 one-way trips to and from your
doctor’s appointments, facilities, or pharmacy.

~\ HEARING AIDS

Q TruHearing
We cover diagnostic hearing and balance
evaluations under your plan’s copay, as long as you
visit an in-network provider and the evaluation is

done in an outpatient setting. Hearing aids are
available in two tiers:

Tier 1] $399
Tier 2 | $699
NOTE: Costs are per hearing aid. Hearing aid

copays do not go towards the Member
Out-of-Pocket Maximum.

SelectHealth.org | 7



SelectHealth Medicare Choice (PPO) H2246_019

Clark and Nye counties in Nevada.

BENEFIT Cost Out-of-Network Cost
Premium Amount $0 $0

Medical Deductible $0 $0

Pharmacy Deductible $0 $0

Member Out-of-Pocket Maximum $6,700 $10,000 combined
Does not include prescription drugs or hearing aid copays. with in-network

If you reach the limit on out-of-pocket costs, you’re covered

100% for the rest of the year. You will still need to pay monthly

premiums and cost-sharing for your Part D drugs.

Inpatient Hospital Coverage*

Copays start over each time you are admitted to an inpatient

hospital facility.

Days 1-5 $295 copay

Days 6+ $0 copay

Days 1-20 $500 copay

Days 21+ $0 copay

Meals after discharge* $0 copay, up to 14 | N/A

Outpatient Facility Coverage*
Outpatient surgery
Ambulatory surgical center
Diagnostic colonoscopy
Other covered services

Includes: |V infusion therapy, non-nuclear stress tests, facility

or lab-based sleep studies, and more.
Doctor’s Office Visits
Primary care provider

Specialist
We do not require referrals.

Preventive Care

Annual physical/comprehensive wellness visit
Medicare-covered preventive services
Worldwide Emergency Care

Copay is waived if you are admitted to the hospital within

24 hours.
Worldwide Urgently Needed Services

No extra charges for labs and/or x-rays. Copay is waived if you
are admitted to the ER or hospital within 24 hours. Refer to the

Evidence of Coverage for additional details.

8 | SelectHealth.org

days of meals after

discharged from
an inpatient acute
hospital or skilled
nursing facility.

$250 copay
$175 copay
$250 copay
20% coinsurance

$0 copay
$35 copay

$0 copay
$0 copay
$95 copay

$10 copay

40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance

$20 copay
$75 copay

$20 copay
40% coinsurance
$95 copay

$40 copay

SELECTHEALTH MEDICARE CHOICE (PPO) H2246_019 W

Diagnostic Services, Labs, and Imaging*

Only one copay is collected when multiple tests are performed
during the same visit. Copays are in addition to any applicable

primary care or specialist copay.

Diagnostic radiology services (e.g., MRIs, CT scans)
Nuclear medicine(e.g., PET scans)

Diagnostic tests and procedures

Lab services

Outpatient x-rays

Therapeutic radiology services

Hearing Services

Hearing exam related to a medical condition

Routine hearing exam
One per year.

Hearing aids

Copay is for each hearing aid. Copays do not apply to the

annual member out-of-pocket maximum.
Dental Services*

Limited Medicare-covered dental services related to a medical

condition.
Preventive Dental

Two exams, two cleanings, two bitewing x-rays every year, plus

one panoramic x-ray every 60 months.
Comprehensive Dental*

Maximum plan payment of $2,500, preventive dental services
do not go towards maximum payment. Administered by Delta

Dental of California. No deductible.
Basic services

Fillings, extractions, endodontic, and periodontal treatment.

Major services
Things like crowns and dentures.

Vision Services

Routine and/or preventive eye exam
One per year.

Non-routine vision exam
Vision test for prescriptions
Eyeglasses or contact lenses after cataract surgery*

Frames or contact lenses
Once per year.

Inpatient Mental Health Services*
Days 1-5

Days 6-90

Days 1-20

Days 21-90

Lifetime reserve days

*Service may require prior authorization.

$150 copay

$150 copay

20% coinsurance
$0 copay

$5 copay

20% coinsurance

$35 copay
$0 copay

$399 to $699
copay

$35 copay

$0 copay

20% coinsurance

50% coinsurance

$0 copay

$35 copay

$0 copay

$0 copay

$300 allowance

$295 copay
$0 copay

$0 copay

40% coinsurance
40% coinsurance
40% coinsurance
$5 copay

40% coinsurance
40% coinsurance

$75 copay
$75 copay

Not covered

$75 copay

$0 copay

20% coinsurance

50% coinsurance

$35 reimbursement

$75 copay

$35 reimbursement

$75 copay

$300 reimbursement

$500 copay
$0 copay
$0 copay

SelectHealth.org

9



BENEFIT

Outpatient Mental Health Services

Individual therapy visit in a provider’s office or outpatient facility
Group therapy visit in an provider’s office or outpatient facility
Partial hospitalization for mental health*

Skilled Nursing Facility (SNF)*
Our plan covers up to 100 days in a SNF, no prior hospital

stay required.
Days 1-20
Days 21-35
Days 36-100

Outpatient Rehabilitation Services*

Physical, occupational, and speech therapy visit in a provider’s
office or outpatient facility

Cardiac rehab services
Pulmonary rehab services

Ambulance*

Prior authorization only required for non-emergency transfers.

Routine Transportation
Services such as getting a ride to and from your doctor,
pharmacy, or facility.

Companionship Services through Papa Pals

Medicare Part B Drugs*
Includes chemotherapy drugs, insulin for use with insulin
pumps, and other Part B drugs.

Foot Care (Podiatry Services)
Foot exams and treatment for Medicare-covered services.

Routine foot care

Treatment that is considered preventive (i.e. cutting or removal
of corns, warts, calluses, or nails), up to six Visits.

Medical Equipment and Supplies
Durable medical equipment (e.g., wheelchairs, oxygen, etc.)*
Prosthetic devices and supplies (e.g., braces, artificial

limbs, etc.)*

Diabetes monitoring supplies
Coverage for test strips and glucose monitors by produced

by Abbott.

Diabetes self-management training
Therapeutic shoe inserts

Wellness Your Way

Receive money on your SelectHealth Medicare flexible benefits
card for approved wellness services such as gym/health club
memberships, health education, nutritional benefits, weight
management programs, etc.

Over-the-Counter Iltems
Receive money on your SelectHealth Medicare flexible benefits
card for OTC items. Amounts do not roll over.
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Cost

$25 copay
$20 copay
$55 copay

$0 copay
$196 copay
$0 copay

$20 copay

$0 copay
$20 copay
$270 copay

$0 copay, up to
24 one-way trips

$0 copay, up to
30 hours a year
20% coinsurance

$35 copay

$35 copay

20% coinsurance
20% coinsurance

$0 copay
$0 copay

20% coinsurance
$240 per year

$75 allowance per
quarter

SELECTHEALTH MEDICARE CHOICE (PPO) H2246_019 W

Out-of-Network Cost

$65 copay
$45 copay
$65 copay

40% coinsurance
40% coinsurance
40% coinsurance

$75 copay

40% coinsurance
40% coinsurance
$270 copay

N/A

N/A

40% coinsurance

$75 copay

$75 copay

40% coinsurance
50% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance
N/A

N/A

Intermountain LiVe Well Center Programs

Chiropractic Care*

Medicare-Covered Acupuncture Services*

Treatment of lower back pain. 712 initial visits, and additional
8 visits if member is making progress.

Home Health Care*

Outpatient Substance Abuse*

Individual therapy
Group therapy
Renal Dialysis
Dialysis center
Outpatient facility

Services and supplies for home dialysis

$0 copay
$20 copay

$35 copay

$0 copay

$25 copay
$20 copay

$0 copay
20% coinsurance
20% coinsurance

N/A
$75 copay

$75 copay

50% coinsurance

$65 copay
$45 copay

20% coinsurance
20% coinsurance
20% coinsurance
N/A

Hospice Covered by
Original Medicare
Intermountain Connect Care $0 copay

Visit with a provider via video chat for urgent medical needs.
Telehealth Services

Telehealth visit with a primary care provider $0 copay
Telehealth visit with a specialist $35 copay

DIABETES SPECIFIC BENEFITS

N/A

Not covered
Not covered

If you have a confirmed diabetes diagnosis, some benefits have different copay and coinsurances.

See the below table for details.

SELECTHEALTH MEDICARE CHOICE (PPO) H2246_019 W

Diabetes Specific Benefits

Primary care provider
In-person or through telehealth.

Routine and non-routine eye exam

Diabetes monitoring supplies
Coverage for test strips and glucose monitors by produced by Abbott.

Diabetes self-management training
Therapeutic shoe inserts
Tier 1 drugs
Select diabetes drugs in Tier 2 (non-insulin)
Continuous Glucose Monitors (CGM)*
Part B insulin pumps and supplies
INSULIN

Tier 1Tinsulin
30-day supply in all Part D stages. Coverage Gap and deductible do not
apply to select insulins.

Tier 3 and Tier 4 insulin
30-day supply in all Part D stages. Coverage Gap and deductible do not
apply to select insulins.

Part B pump insulin
For use in a pump.

*Service may require prior authorization.

In-Network Cost
$0 copay

$0 copay
$0 copay

$0 copay

20% coinsurance
Covered through the gap
Covered through the gap
$0 copay

20% coinsurance

$0 copay

$35 copay

20% coinsurance

SelectHealth.org
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SELECTHEALTH MEDICARE CHOICE (PPO) H2246_019 W

Your Prescription Benefits

SelectHealth Medicare Choice (PPO) 019

The below cost-sharing table shows what you will pay for your prescription in the Initial Coverage Stage.
There is no pharmacy deductible on this plan.

You stay in the Initial Coverage Stage until your year-to-date total drug costs reaches $4,660. Then you
move to the Coverage Gap (Donut Hole) stage.

You will generally pay 25% on brand-name and generic drugs while in the Coverage Gap. Once you reach
$7,400 in annual total drug costs, you move to the Catastrophic Coverage stage.

During the Catastrophic Coverage stage, the plan pays most of the cost for your covered drugs. You
generally pay $4.15 for generic drugs and $10.35 for all other drugs—or 5% of the cost, whichever is greater.
You will stay in this stage for the rest of the calendar year through December 31. For more information on
how pharmacy coverage stages work, please see the Pharmacy section of the Enrollment Guide.

PHARMACY DEDUCTIBLE

Tiers1,2,3,4,5 $0
COST-SHARING RETAIL COST-SHARING MAIL ORDER COST-SHARING

30-DAY SUPPLY | 100-DAY SUPPLY | 30-DAY SUPPLY | 100-DAY SUPPLY

Tier 1 (Preferred Generic) $0 | $0 $0 | $0
Tier 2 (Generic) $8 | $24 $8 | $16
Tier 3 (Preferred Brand) $47 | $141 $47 | $141

$100 | $300
33% coinsurance | N/A

$100 | $300
33% coinsurance | N/A

Tier 4 (Nonpreferred Brand)
Tier 5 (Specialty Tier)
Please see the Evidence of Coverage (EOC) for information regarding cost-sharing difference

depending on pharmacy status, mail-order, Long Term Care (LTC) or home infusion, and 30- or 100-day
medication supplies.

Qf;\ HOW WE HELP WITH PRESCRIPTION DRUG COSTS

All Tier 1 prescription drugs are covered through the Coverage Gap.
Select diabetes prescription drugs on Tier 2 are covered through the Coverage Gap.
Tier 3 and Tier 4 insulin copays are capped at a $35 copay for a 30-day supply, during all Part D stages.
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SELECTHEALTH MEDICARE CHOICE (PPO) H2246_019 W

Exclusive Plan Benefits

Our mission is to help you live the healthiest life possible. That’s why we give you tools and
incentives to help you get healthy and stay healthy.

@ $240 WELLNESS YOUR WAY
Our flexible wellness benefit allows you to choose

how you want to get and stay healthy. We’ll give you

$240 per year on a SelectHealth Medicare flexible
benefits card that you can use to participate in
wellness activities.

@ HEALTHY LIVING INCENTIVE

Get up to $160 a year loaded onto your
SelectHealth Medicare flexible benefits card for
completing activities that keep you healthy,
like your annual physical, cancer screenings,
and immunizations.

o&°
o OVER-THE-COUNTER (OTC) BENEFIT

Receive $75 per quarter on your SelectHealth
Medicare flexible benefits card for over-the-
counter items.

Q MEALS AFTER HOSPITAL STAY

Receive up to 14 days of meals after you are
discharged from an inpatient hospital or skilled
nursing facility stay, based on need, at no cost
to you. Prior authorization by a care manager
is required.

COMPANIONSHIP SERVICES -
PAPA PALS

Get connected with a Papa Pal to lend
companionship services and help with daily living
activities such as technology lessons, light house
tasks, and even rides to your doctor’s office

or pharmacy.

N
L_‘.L VISION COVERAGE

This plan includes vision services, such as an annual
routine eye exam and a vision hardware benefit.

x DENTAL COVERAGE

This plan covers preventive and comprehensive
dental for no additional cost.

/,.?\\ HEARING AIDS
N TruHearing

We cover diagnostic hearing and balance
evaluations under your plan’s copay, as long as you
visit an in-network provider and the evaluation is
done in an outpatient setting. Hearing aids are
available in two tiers:

Tier 1] $399
Tier 2 | $699
NOTE: Costs are per hearing aid. Hearing aid

copays do not go towards the Member
Out-of-Pocket Maximum.

SelectHealth.org | 13



SelectHealth Medicare No Rx (PPO) H2246_020

Clark and Nye counties in Nevada.

BENEFIT Cost Out-of-Network Cost
Premium Amount $0 $0

Part B Premium Reduction $100 reduction N/A

Medical Deductible $0 $0

Member Out-of-Pocket Maximum $6,700 $10,000 combined with
Does not include prescription drugs or hearing aid copays. in-network

If you reach the limit on out-of-pocket costs, you’re

covered 100% for the rest of the year. You will still need

to pay monthly premiums and cost-sharing for your

Part D drugs.

Inpatient Hospital Coverage*

Copays start over each time you are admitted to an

inpatient hospital facility.

Days 1-3 $395 copay 40% coinsurance

Days 4+ $0 copay 40% coinsurance

Meals after discharge*

Outpatient Facility Coverage*
Outpatient surgery
Ambulatory surgical center
Diagnostic colonoscopy

Other covered services
Includes: |V infusion therapy, non-nuclear stress tests,
and more.

Doctor’s Office Visits
Primary care provider

Specialist
We do not require referrals.

Preventive Care
Annual physical/comprehensive wellness visit
Medicare-covered preventive services

Worldwide Emergency Care
Copay is waived if you are admitted to the hospital
within 24 hours.

14 | SelectHealth.org

$0 copay, up to

14 days of meals after

discharged from
an inpatient acute
hospital or skilled
nursing facility.

$375 copay
$325 copay
$375 copay
20% coinsurance

$0 copay
$40 copay

$0 copay
$0 copay
$95 copay

N/A

40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance
40% coinsurance
$95 copay

SELECTHEALTH MEDICARE NO RX (PPO) H2246_020 W

Worldwide Urgently Needed Services

No extra charges for labs and/or x-rays.

Copay is waived if you are admitted to the ER or hospital
within 24 hours. Refer to the Evidence of Coverage for
additional details.

Diagnostic Services, Labs, and Imaging*

Only one copay is collected when multiple tests are
performed during the same visit. Copays are in addition to
any applicable primary care or specialist copay.

Diagnostic radiology services (e.g., MRIs, CT scans)
Nuclear medicine(e.g., PET scans)

Diagnostic tests and procedures

Lab services

Outpatient x-rays

Therapeutic radiology services

Hearing Services

Hearing exam related to a medical condition

Routine hearing exam

One per yeatr.

Hearing aids

Copay is for each hearing aid. Copays do not apply to the
annual member out-of-pocket maximum.

Dental Services*
Limited Medicare-covered dental services related to a
medical condition.

Preventive Dental
Two exams, two cleanings, two bitewing x-rays every yeat,
plus one panoramic x-ray every 60 months.

Comprehensive Dental*

Maximum plan payment of $2,500, preventive dental
services do not go towards maximum payment.
Administered by Delta Dental of California. No deductible.

Basic services
Fillings, extractions, endodontic, and
periodontal treatment.

Major services
Things like crowns and dentures.

Vision Services

Routine and/or preventive eye exam
One per yeatr.

Non-routine vision exam
Vision test for prescriptions
Eyeglasses or contact lenses after cataract surgery*

Frames or contact lenses
Once per year.

*Service may require prior authorization.

$20 copay

$75 copay

$150 copay

$0 copay

$0 copay

$0 copay

20% coinsurance

$0 copay
$0 copay

$399 to $699 copay

$40 copay

$0 copay

20% coinsurance

50% coinsurance

$0 copay

$0 copay
$0 copay
$0 copay
$300 allowance

$40 copay

40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance

40% coinsurance
40% coinsurance

Not covered

40% coinsurance

$0 copay

20% coinsurance

50% coinsurance

$35 reimbursement

40% coinsurance
$35 reimbursement
40% coinsurance
$300 reimbursement

SelectHealth.org
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BENEFIT Cost Out-of-Network Cost Prosthetic devices and supplies
Inpatient Mental Health Services* (e.g., braces, artificial limbs, etc.)
. Diabetes monitoring supplies
- (o)
Days 1-3 $395 copay 40% coinsurance Coverage for test strips and glucose monitors by
Days 4-90 $0 copay 40% coinsurance produced by Abbott.
Lifetime reserve days $0 copay 40% coinsurance Diabetes self-management training
Outpatient Mental Health Services Therapeutic shoe inserts
Individual therapy visit in a provider’s office or $25 copay 40% coinsurance Wellness Your Way
outpatient facility Receive money on your SelectHealth Medicare flexible
Group therapy visit in an provider’s office or $20 copay 40% coinsurance benefits card for approved wellness services such
outpatient facility as gym/health club memberships, health education,
Partial hospitalization for mental health* $55 copay 40% coinsurance nutritional benefits, weight management programs, etc.
Skilled Nursing Facility (SNF)* Over-the-Counter Items . .
Our plan covers up to 100 days in a SNE. no prior hospital Receive money on your SelectHealth Medicare flexible
; ! benefits card for OTC items. Amounts do not roll over.
stay required. S
Days 1-20 $0 copay 40% coinsurance Intermountain LiVe Well Center Programs
. . "
Days 21-100 $196 copay 40% coinsurance Chiropractic Care
H - 1 *
Outpatient Rehabilitation Services* Medicare-Covered Acupuncture Services
. . . . Treatment of lower back pain.
(o)
Phys'|cal,’occg|oat|onal, anql speech'therapy visit in a $20 copay 40% coinsurance 12 initial visits, and additional 8 visits if member is
provider’s office or outpatient facility .
making progress.
. . o .
Cardiac rehab services $0 copay 40% coinsurance Home Health Care*
. o .
Pulmonary rehab services $20 copay 40% coinsurance Outpatient Substance Abuse*
Ambulance* $250 copay $250 copay .
Prior authorization only required for Individual therapy
non-emergency transfers. Group therapy
Routine Transportation $0 copay, up to N/A Renal Dialysis
Services such as getting a ride to and from your doctor, 24 one-way trips Dialysis center
pharmacy, or facility. Outpatient facility
Companionship Services through Papa Pals $0 copay, up to N/A

Medicare Part B Drugs*

Includes chemotherapy drugs, insulin for use with insulin

pumps, and other Part B drugs.
Foot Care (Podiatry Services)

Foot exams and treatment for Medicare-covered services.

Routine foot care

Treatment that is considered preventive (i.e. cutting or
removal of corns, warts, calluses, or nails), up to six visits.

Medical Equipment and Supplies

Durable medical equipment
(e.g., wheelchairs, oxygen, etc.)*

16 | SelectHealth.org

30 hours a year
20% coinsurance

$40 copay

$40 copay

20% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

Services and supplies for home dialysis
Hospice

Intermountain Connect Care
Visit with a provider via video chat for urgent
medical needs.

Telehealth Services
Telehealth visit with a primary care provider
Telehealth visit with a specialist

*Service may require prior authorization.

20% coinsurance

$0 copay

$0 copay
20% coinsurance
$240 per year

$75 allowance
per quarter

$0 copay
$10 copay

$40 copay

$0 copay

$40 copay
$25 copay

$0 copay
20% coinsurance
20% coinsurance

Covered by
Original Medicare

$0 copay

$0 copay
$40 copay

40% coinsurance
40% coinsurance
40% coinsurance

40% coinsurance
N/A

N/A

N/A
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance

20% coinsurance
20% coinsurance
20% coinsurance
N/A

N/A

Not covered
Not covered

SelectHealth.org
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DIABETES SPECIFIC BENEFITS

If you have a confirmed diabetes diagnosis, some benefits have different copay and coinsurances.

See the below table for details.

Diabetes Specific Benefits

Primary care provider
In-person or through telehealth.

Routine and non-routine eye exam

Diabetes monitoring supplies
Coverage for test strips and glucose monitors by
produced by Abbott.

Diabetes self-management training
Therapeutic shoe inserts

Continuous Glucose Monitors (CGM)*
Part B insulin pumps and supplies

i S
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In-Network Cost
$0 copay

$0 copay
$0 copay

$0 copay
20% coinsurance
$0 copay
20% coinsurance

SELECTHEALTH MEDICARE NO RX (PPO) H2246_020 W

Exclusive Plan Benefits

Our mission is to help you live the healthiest life possible. That’s why we give you tools and
incentives to help you get healthy and stay healthy.

@ $240 WELLNESS YOUR WAY

Our flexible wellness benefit allows you to choose
how you want to get and stay healthy. We’ll give you
$240 per year on a SelectHealth Medicare flexible
benefits card that you can use to participate in
wellness activities.

@ HEALTHY LIVING INCENTIVE

Get up to $160 a year loaded onto your
SelectHealth Medicare flexible benefits card for
completing activities that keep you healthy,
like your annual physical, cancer screenings,
and immunizations.

%
%>’ OVER-THE-COUNTER (OTC) BENEFIT

Receive $75 per quarter on your SelectHealth
Medicare flexible benefits card for over-the-
counter items.

Q MEALS AFTER HOSPITAL STAY

Receive up to 14 days of meals after you are
discharged from an inpatient hospital or skilled
nursing facility stay, based on need, at no cost
to you. Prior authorization by a care manager
is required.

COMPANIONSHIP SERVICES -
PAPA PALS

Get connected with a Papa Pal to lend
companionship services and help with daily living
activities such as technology lessons, light house
tasks, and even rides to your doctor’s office

or pharmacy.

N
L,_‘.L VISION COVERAGE

This plan includes vision services, such as an annual
routine eye exam and a vision hardware benefit.

X DENTAL COVERAGE

This plan includes preventive and comprehensive
dental for no additional cost.

n\\ HEARING AIDS
‘(} TruHearing

We cover diagnostic hearing and balance
evaluations under your plan’s copay, as long as you
visit an in-network provider and the evaluation is
done in an outpatient setting. Hearing aids are
available in two tiers:

Tier 1] $399
Tier 2 | $699
NOTE: Costs are per hearing aid. Hearing aid

copays do not go towards the Member
Out-of-Pocket Maximum.
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Multi-Language Insert

Multi-Language Interpreter Services

SelectHealth: 1-855-442-9900 (TTY: /1)

4 selecthealth.

SelectHealth provides free services to help you communicate with us such as letters in other
languages, Braille, large print, audio, or you can ask for an interpreter. Please contact our
Member Services team at 1-855-442-9900 for additional information (TTY users, please call

711). Hours are 24 hours a day, 7 days a week.

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 1-855-442-9900 (TTY: 711). Someone who
speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin
costo alguno para responder cualquier pregunta
que pueda tener sobre nuestro plan de salud o
medicamentos. Para hablar con un intérprete,

por favor llame al 1-855-442-9900. Alguien que
hable espaiiol le podra ayudar. Este es un servicio
gratuito.

Chinese: =5 " [fiLff e fspv@ il 7 - FXDLE Pff—
PR S 2P I -] UPH (SR
ﬁu [P@mqg % 0 T 1-855-442-9900, *Y f"%gﬁ
[Ie T (B R RS, R fﬁ‘éﬂﬁﬁ%
e

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
1-855-442-9900. 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
1-855-442-9900. Un interlocuteur parlant Francais
pourra vous aider. Ce service est gratuit.
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Vietnamese: Chung t6i c6 dich vu thong dich mién
phi dé tra 101 cac cau hoi vé chuong strc khoe va
chuong trinh thuéc men. Néu qui vi can thong dich
vién xin goi 1-855-442-9900 s€ c6 nhan vién noéi
tiéng Viét giup d& qui vi. Pay 1a dich vu mién phi.

German: Unser kostenloser Dolmetscherservice
beantwortet [hren Fragen zu unserem Gesundheits-
und Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-855-442-9900. Man wird
Ihnen dort auf Deutsch weiterhelfen. Dieser Service
1st kostenlos.

Korean: 2 AIE 9| EY L& FE HHQ|
ot 20| Bl E2|0X B2 E9Y
HHIAE M&asta Q&L ‘l“'. MHIAE
0| 838l2{™ T3} 1-855-442-9900 HO =2 20|38}

THAL o=0|E ot HEAZL 2t EF
AYL|Ct O] MH[A2= FEZ 2 E L

Navajo: Dii saad bee yanilti’go Diné Bizaad, saad
bee akd’anida’awo’de’e"”, t’44 jiik’eh, éi na holo’,
koji’ hédiilnih SelectHealth.

Russian: Eciu y Bac BO3HUKHYT BOIIPOCHI
OTHOCHUTEIHHO CTPAXOBOTO MM MEUKAMEHTHOTO
TUTaHa, BBl MOKETE BOCIOIB30BATHCS HAITMMHU
OeCIUTaTHBIMH yCITyTaMU TIEPEBOTINKOB. YTOOBI
BOCTIOJIB30BATHCS yCIyTaMy MEPEBOTIHKA,
1o3BoHUTE HaMm 10 Tenedony1-855-442-9900. Bam
OKa)KeT TIOMOIIb COTPYAHHUK, KOTOPBIA TOBOPUT TIO-
pyccku. JlanHast yciayra OecriaTHasl.

Lﬁ‘ o Al Akl Lﬁ)}m ?.;:)143\ QLILAJ;& aaai L) ;Arabi(z
A8 aogeYoA0eL Lo Ly JLaiY) (s e Gl o5 8
a:ul;ao;\.nhal% gﬂhr_md\_u)d\ EL\JA:\.II.AUM?)S:\M

Multi-Language Insert

Hindi 89R Jard 1 leﬁqm-ﬂ@
IR H 3 SR 1 R B SIqr@ A B
ot BHR U ghd glmﬁmnm‘w
2. T GHIVRAT TRITd 3 & @Y, o o
1-855-442-9900 TR I &3, DTS quUPbT il

g SieTdT & 3MUe! Hag o Jobdl 8. I8
T qed Hal 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 1-855-442-9900.

Un nostro incaricato che parla Italianovi
fornira ’assistenza necessaria. E un servizio
gratuito.

Portugueés: Dispomos de servicos de
interpretagdo gratuitos para responder a
qualquer questao que tenha acerca do nosso
plano de saude ou de medicagdo. Para
obter um intérprete, contacte-nos através
do nimero 1-855-442-9900. Ira encontrar
alguém que fale o idioma Portugués para o
ajudar. Este servico € gratuito.

French Creole: Nou genyen sevis entepret
gratis pou reponn tout kesyon ou ta genyen
konsenan plan medikal oswa dwog nou an.
Pou jwenn yon enteépret, jis rele nou nan
1-855-442-9900. Yon moun ki pale Kreyol
kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne
skorzystanie z ustug thumacza ustnego,
ktory pomoze w uzyskaniu odpowiedzi na
temat planu zdrowotnego lub dawkowania
lekow. Aby skorzysta¢ z pomocy tlumacza
znajacego jezyk polski, nalezy zadzwonié
pod numer 1-855-442-9900. Ta ustuga jest
bezptatna.

f selecthealth.

Japanese: HtDEER RRRME & R MFEE
7> VBT B TEMICEER T B (T,
EROWERT—ERDBYEFITENET,
BERA AEMBICEBICIE. 1-855-442-9900 |
BBEELCETV, BEREBZEIT A & HZE
WelEd, ThidERNDOY — EXTY,

Ambharic: A M9 ©29° Qoo+ 0P LT
09§ m-19° MY Aooav\( 19 Shn+(302
h72°7 Nt hn1: An+C392 A7 T+ N

1-855-442-9900 8.0~ A1 h09CE R0997C
N0~ ALY 2FAA: U 19 h7A 0ot joo:

Serbian: lmamo GecruiatHe yciayre npeBouora
3a OJIFOBOpPE HA CBA Ballla MMUTamka O HAIIEM
3[IpaBCTBEHOM IUIaHy WX TUTaHy 3a JekoBe. [la
oucTe 100MIM IPEBOAMOIIA, CAMO HAC MTO30BUTE
Ha 1-855-442-9900. Heko ko roBopu cpricku
Moxe BaM nmomohu. OBo je O6ecruiaTHa ycyra.

45&\3*»}44\3&")\3 QL?\_J\J PENg Gt WL sPersian

2l 4381 253 (5l b Sl 7yl 3 ) se 0 il (Sas

ajmbkssce;)h&sb)d&\}ﬁhdcub

oo S 84S S 855G (il 1-855-442-9900
Cand B g S (S S Ly 3 55 e S

Thai: 15 usMsarunsiionausa NNl
ADIAVATAWNEDUNULNDDIT) WINFDINNSAN
WenInswsTi 1-855-442-9900 ﬂuﬁ'wummmvlma
annsnguaasld Lifluusnnsua

Nepali: BTHRI YT a1 39 el IrSHTen]
A g1 RREAD!

SRHT (‘Il-{l‘éc'ﬂ'i @ {-ch"l ekl

SaT% & Wﬁuﬁmm|

T 4N l—RIud TR, GTHICITS, 1-855-442-9900
Dleld

Hl b
Aeed TRA ch@l @ AR Jar &l
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SelectHealth is an HMO, PPO, D-SNP plan sponsor with a Medicare contract. Enrollment
in SelectHealth Medicare depends on contract renewal. Out-of-network/non-contracted
providers are under no obligation to treat Plan members, except in emergency
situations. Please call our customer service number or see your Evidence of Coverage
for more information, including the cost-sharing that applies to out-of-network services.
SelectHealth obeys federal civil rights laws. We do not treat you differently because of
your race, color, ethnic background or where you come from, age, disability, sex,
religion, creed, language, social class, sexual orientation, gender identity or expression,
and/or veteran status. This information is available for free in other languages and
alternate formats upon request.

ATENCION: Si habla espafol, tiene a su disposicidn servicios gratuitos de asistencia
lingUistica. Llame a SelectHealth Medicare: 1-855-442-9900 (TTY: 711) / SelectHealth:
1-800-538-5038. JT & MIREFEALIRF, TAILIREE [ESEMRE. FHE
SelectHealth Medicare: 1-855-442-9900 (TTY: 711) / SelectHealth: 1-800-538-5038.
© SelectHealth 2022. All rights reserved.
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