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Medica Advantage Solution® H6154-001 (HMO-POS)

Summary of Benefits
January 1, 2023 — December 31, 2023

This booklet gives you a summary of what we cover and what you pay. It doesn’t list every service that we
cover or list every limitation or exclusion. To get a complete list of services we cover, call us and ask for the
“Evidence of Coverage.”

You have choices about how to get your Medicare benefits

One choice is to get your Medicare benefits through Original Medicare (fee-for-service Medicare). Original
Medicare is run directly by the Federal government.

Another choice is to get your Medicare benefits by joining a Medicare Advantage plan (such as Medica
Advantage Solution H6154-001 (HMO-POS)).

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Medica Advantage Solution
H6154-001 (HMO-POS) covers and what you pay. If you want to compare our plan with other Medicare
health plans, ask the other plans for their Summary of Benefits booklets. Or, use the Medicare Plan Finder
on www.medicare.gov.

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.

Sections in this booklet

¢ Things to Know About Medica Advantage Solution H6154-001 (HMO-POS)

e Monthly Premium, Deductible, and Maximums on How Much You Pay for Covered Services
e (Covered Medical and Hospital Benefits

e Part D Prescription Drug Benefits

e Additional Benefits and Services

This document is available in other formats such as braille and large print. This document may be available
in a non-English language. For additional information, call us toll free at 1 (800) 918-2416 (TTY users
should call 711).
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Things to Know About Medica Advantage Solution H6154-001 (HMO-POS)

Hours of Operation
e From Oct. 1 — March 31, you can call us from 8 a.m. — 8 p.m. CT, 7 days a week.
* From April 1 — Sept. 30, you can call us from 8 a.m. — 8 p.m. CT, Monday — Friday.

Medica Advantage Solution H6154-001 (HMO-POS) Phone Numbers and Website
¢ [fyou are a member of this plan, call toll-free 1 (866) 269-6804 (TTY: 711).

¢ [f you are not a member of this plan, call toll-free 1 (800) 918-2416 (TTY: 711).

® QOur website: Medica.com/Medicare

Who Can Join?

To join Medica Advantage Solution H6154-001 (HMO-POS), you must be entitled to Medicare Part A,
be enrolled in Medicare Part B, and live in our service area.

Our service area includes the following counties in Minnesota: Anoka, Carver, Dakota, Hennepin, Ramsey,
Scott, and Washington.

Which doctors, hospitals, and pharmacies can I use?

Medica Advantage Solution H6154-001 (HMO-POS) has a network of doctors, hospitals, pharmacies,
and other providers. You pay your lowest cost-sharing when you visit an in-network provider. You have
coverage for most Medicare-covered services at out-of-network providers through the Point-of-Service
(POS) benefit, but you may pay more. Coverage for emergency care is the same in network as it is out of
network (within the U.S. and its territories) plus you have coverage worldwide. Covered services that need
approval in advance are marked by an asterisk (*).

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs. Our network
includes pharmacies with preferred cost sharing, which may offer you lower cost sharing than the standard
cost sharing offered by other network pharmacies for some drugs. You may search for network providers
and pharmacies on our website at Medica.com/MyPlanDocs. Or, call us and we will send you a copy of the
provider and pharmacy directories.

What do we cover?

Medica Advantage Solution H6154-001 (HMO-POS) covers everything that Original Medicare covers —
plus more. Our plan covers medical and hospital services, Part D outpatient prescription drugs, and protects
you from unlimited out-of-pocket costs.


https://www.medica.com/medicare
https://www.medica.com/shop/medicare/plan-materials-forms/medica-medicare-advantage-solution-plan-materials

SUMMARY OF BENEFITS
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Medica Advantage Solution
H6154-001 (HMO-POS)

MONTHLY PREMIUM, DEDUCTIBLE, AND MAXIMUMS ON HOW MUCH YOU PAY FOR

COVERED SERVICES
Monthly Plan Premium
Medical Deductible

Maximum Out-Of-Pocket Responsibility (does not
include prescription drugs)

$0
No deductible

In-Network: $5,500
Out-of-Network: $7,500

Medica Advantage Solution
H6154-001 (HMO-POS)

COVERED MEDICAL AND HOSPITAL BENEFITS

Inpatient Hospital Coverage

Outpatient Hospital Coverage

Outpatient Hospital Services

Outpatient Hospital Observation Services

In-Network

$350 copay each day for days 1 through 5 and
$0 copay for days 6 through 90

$0 copay for additional Medicare-covered days.
*

Out-of-Network

40% of the total cost
*

In-Network
$395 copay
*

Out-of-Network

40% of the total cost
*

In-Network
$350 copay per day

Out-of-Network
40% of the total cost



Medica Advantage Solution
H6154-001 (HMO-POS)

Ambulatory Surgery Center

Doctor Visits

Primary Care Providers

Specialists

Preventive Care (e.g., Flu Vaccine, Diabetic

Screenings)

Emergency Care

Urgently Needed Services

In-Network
$320 copay
*

Out-of-Network

40% of the total cost
ES

In-Network
$0 copay

Out-of-Network
40% of the total cost

In-Network
$45 copay

Out-of-Network
40% of the total cost

In-Network
$0 copay

Out-of-Network
40% of the total cost

$90 copay

Copay is waived if you are admitted to a hospital
within 1 day.

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

$0 - $40 copay



Medica Advantage Solution
H6154-001 (HMO-POS)

Diagnostic and Therapeutic Services/Labs/Imaging

Diagnostic Tests and Procedures

Lab Services

Diagnostic and Therapeutic Radiology Services
(e.g., MRI, CAT Scan)

X-Rays

Hearing Services

Exam to Diagnose and Treat Hearing and
Balance Issues

Routine Hearing Exam
Services from EPIC® Hearing Providers

In-Network
20% of the total cost
Up to a maximum of $150 each day.

$0 copay for home-based sleep studies.

Out-of-Network
40% of the total cost

In-Network
$0 copay
*

Out-of-Network

40% of the total cost
%

In-Network
20% of the total cost

Up to a maximum of $150 each day.
*

Out-of-Network

40% of the total cost
*k

In-Network
20% of the total cost
Up to a maximum of $150 each day.

Out-of-Network
40% of the total cost

In-Network
$25 copay

Out-of-Network
40% of the total cost

In-Network
$0 copay
Limited to 1 visit per calendar year.

Out-of-Network
Not covered



Medica Advantage Solution
H6154-001 (HMO-POS)

Fitting Evaluation(s) for Hearing Aids
Services from EPIC® Hearing Providers

Hearing Aids

All Types
Hearing Aids from EPIC® Hearing Providers

Dental Services

Medicare-Covered Dental

Preventive and Comprehensive Dental

Vision Services

Exam to Diagnose and Treat Diseases and
Conditions of the Eye

Routine Eye Exam

In-Network

$0 copay per fitting-evaluation for hearing aid.
Limited to 1 visit every year for each Silver level
hearing aid, and 3 visits every year for each Gold
level hearing aid.

Out-of-Network
Not covered

In-Network

$549 copay per Silver level hearing aid and
$799 copay per Gold level hearing aid.
Unlimited hearing aids every year.

Out-of-Network
Not covered

In-Network
20% of the total cost

Out-of-Network
40% of the total cost

Up to $400 reimbursement every calendar year for
non-Medicare-covered preventive and
comprehensive dental services from any licensed
dentist within the U.S. and its territories.

In-Network
$45 copay

Out-of-Network
40% of the total cost

In-Network
$0 copay
Limited to 1 visit every calendar year.

Out-of-Network
Not covered



Medica Advantage Solution
H6154-001 (HMO-POS)

Eyewear After Cataract Surgery

Contact Lenses, Eyeglasses (Lenses and/or
Frames), and Upgrades

Mental Health Services

Outpatient Individual and Group Therapy Visit

Inpatient Hospital

Skilled Nursing Facility (SNF) Care

Physical Therapy

In-Network
$0 copay

One pair of Medicare-covered eyeglasses or contact
lenses after each cataract surgery that includes
insertion of an intraocular lens.

Out-of-Network
40% of the total cost

Up to $100 reimbursement every calendar year for
non-Medicare-covered eyewear.

In-Network
$40 copay

Out-of-Network
Not covered

In-Network

$350 copay each day for days 1 through 5 and

$0 copay for days 6 through 90

$0 copay for up to an additional 60 lifetime reserve
days.

*

Out-of-Network

40% of the total cost
%

In-Network

$0 copay for days 1 through 20, a $196 copay each
day for days 21 through 49, and $0 copay for days
50 through 100

*

Out-of-Network

40% of the total cost
ES

In-Network
$40 copay

Out-of-Network
40% of the total cost



Medica Advantage Solution
H6154-001 (HMO-POS)

Ambulance Services
Ground Ambulance

Air Ambulance

Transportation

Medicare Part B Prescription Drugs

Chemotherapy/Radiation Drugs

Other Part B Drugs

$265 copay

20% of the total cost

Not covered

In-Network

20% of the total cost
k

Out-of-Network

40% of the total cost
ES

In-Network

20% of the total cost
k

Out-of-Network

40% of the total cost
ES



Medica Advantage Solution
H6154-001 (HMO-POS)

PART D PRESCRIPTION DRUG BENEFITS
Deductible $375

You will pay the full cost of your Tier 3, Tier 4, and Tier 5 Part D prescription drugs until you reach your
deductible.

For all other drugs, including Select Insulins, you will not have to pay any deductible and will start
receiving coverage immediately.

Initial Coverage
You will stay in this stage until your total drug costs (including what our plan has paid and what you have
paid) reach $4,660.

Preferred Retail Cost Sharing

Tier One-month (30-day) supply
Tier 1 (Preferred Generic) $0 copay
Tier 2 (Generic) $14 copay
Tier 3 (Preferred Brand) $47 copay
Select Insulins $35 copay

Tier 4 (Non-Preferred Drug)

50% coinsurance

Tier 5 (Specialty Tier)

27% coinsurance

Standard Retail Cost Sharing

Tier One-month (30-day) supply
Tier 1 (Preferred Generic) $15 copay
Tier 2 (Generic) $20 copay
Tier 3 (Preferred Brand) $47 copay
Select Insulins $35 copay

Tier 4 (Non-Preferred Drug)

50% coinsurance

Tier 5 (Specialty Tier)

27% coinsurance




Medica Advantage Solution
H6154-001 (HMO-POS)

Preferred Mail-Order Cost Sharing

Tier Three-month (90-day) supply
Tier 1 (Preferred Generic) $0 copay
Tier 2 (Generic) $32 copay
Tier 3 (Preferred Brand) $131 copay
Select Insulins $105 copay

Tier 4 (Non-Preferred Drug)

50% coinsurance

Tier 5 (Specialty Tier)

A long-term supply is not available for drugs in
Tier 5

Standard Mail-Order Cost Sharing

Tier Three-month (90-day) supply
Tier 1 (Preferred Generic) $45 copay
Tier 2 (Generic) $60 copay
Tier 3 (Preferred Brand) $141 copay
Select Insulins $105 copay

Tier 4 (Non-Preferred Drug)

50% coinsurance

Tier 5 (Specialty Tier)

A long-term supply is not available for drugs in
Tier 5

Coverage Gap

After your total drug costs (including what our plan has paid and what you have paid) reach $4,660, 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.

During the Coverage Gap stage, your out-of-pocket costs for Select Insulins will be a $35 copay for a
one-month (30-day) supply or a $105 copay for a three-month (90-day) supply.
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Catastrophic Coverage
After your yearly out-of-pocket drug costs (including drugs purchased through your retail pharmacy and
through mail-order) reach $7,400, you pay the greater of:

® 5% coinsurance, or

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

Cost sharing may differ based on type of pharmacy (retail, mail-order, long-term care (LTC)), whether the
pharmacy is in our preferred or standard network, or whether the prescription is a short-term (one-month) or
long-term (three-month) supply.

Medica Advantage Solution
H6154-001 (HMO-POS)

ADDITIONAL BENEFITS AND SERVICES

Annual Physical Exam In-Network
$0 copay

Out-of-Network
Not covered

Cardiac Rehabilitation Services In-Network
$30 copay

Out-of-Network
Not covered

Chiropractic Services In-Network
$20 copay

Out-of-Network
Not covered

Diabetic Testing Supplies $0 copay for diabetic testing supplies from specific
manufacturers, LifeScan™ (OneTouch®) and Roche
(Accu-Chek®)

Durable Medical Equipment (DME) and Related In-Network

Supplies 20% of the total cost
*

Out-of-Network
Not covered

eVisits In-Network
Services from virtuwell® $0 copay

Out-of-Network
Not covered
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Medica Advantage Solution
H6154-001 (HMO-POS)

Health and Wellness Education

One Pass™ Fitness Program and
HealthAdvocate™ 24-hour NurseLine

Home Health Agency Care

Outpatient Rehabilitation Services

Over-The-Counter (OTC) Drugs and Supplies

Podiatry Services

Pulmonary Rehabilitation Services

Special Supplemental Benefits for the Chronically
11

The benefits mentioned are part of a special
supplemental program for the chronically ill.
Not all members qualify.

12

In-Network
$0 copay

Out-of-Network
Not covered

In-Network
$0 copay

Out-of-Network
40% of the total cost

In-Network
$40 copay

Out-of-Network
40% of the total cost

You are eligible for a $50 credit every quarter to be
used toward the purchase of OTC health and
wellness products from the OTC Health Solutions
catalog.

In-Network
$40 copay

Out-of-Network
40% of the total cost

In-Network
$20 copay

Out-of-Network
Not covered

In-Network

$0 copay

Members with chronic conditions who meet certain
criteria may be eligible for supplemental benefits
for the chronically ill. Benefits include:

e Healthy Savings®

e Palliative care program

Out-of-Network
Not covered



Medica Advantage Solution
H6154-001 (HMO-POS)

Visitor/Traveler Benefit

“Welcome to Medicare” Preventive Visit

Worldwide Emergency Care

Worldwide Emergency Transportation

13

Visitor/Traveler benefit allows you to stay enrolled
in the plan while you’re temporarily and
continuously outside of Minnesota (and within the
U.S. and its territories) for not more than 6
consecutive months. You may receive all plan
covered services at in-network cost sharing when
using the Visitor/Traveler benefit.

In-Network
$0 copay

Out-of-Network
40% of the total cost

20% of the total cost

20% of the total cost



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 1 (866) 745-9919. Someone
who speaks English/Language can help you. This is a free service.

J

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 (866) 745-9919. Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: Z{| e (it R BRAIIIEINSS, 5 ODIE IR T e el 29 (R BRIV T ZE (8], AN
FIETEILINIFEIRSS, 1515 1(866) 745-9919, AW X TfE AR R EBIUE, Xie—In
HERNRSS.

Chinese Cantonese: & ¥ (" {at Fie sl BE Yy (R B v BEAF A BE ], AUt F Mg e g IR1%,
MEMEIRYS, a5 ECH 1(866) 745-9919, Fh a5 SCiy N B SR A e gt 1), 18 & TR

s

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 (866) 745-9919. Maaari kayong tulungan ngisang
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 (866) 745-9919. Un interlocuteur parlant Francais
pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thdng dich mién phi dé tra |&i cac cau hoi vé chuong strc khoe va
chuong trinh thuéc men. Néu qui vi can théng dich vién xin goi 1 (866) 745-9919 sé cé nhan vién néi
tiéng Viét giip d& qui vi. Day 1a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits-
und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1 (866) 745-9919. Man wird lhnen dort
auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: GAE= 9|5 W e = oF2 B of A3 Ao ga] =glua 58 59 2=
A& AFUT Y AU 2E o] &3 #3} 1(866) 745-9919 H O & 2|5l FAIA| Q..
St ol & ol B9 A Bof =8 AYJUt) o] MulAs FEE 9E Y

Y0088_1003971_C CHA1003971-1-00722A | MCR-0722-G



Russian: Ecnuv y Bac BOSHMKHYT BONPOChI OTHOCUTENbHO CTPAXOBOTro UM MeAUKAMEHTHOTO MJ1aHa, Bbl
MOX€eTe BOCNO0/1b30BaTbCA HAlIMMM BecnaaTHbIMM YCyramm nepeBoavmMKoB. YTobbl BOCMOIb30BaATLCS
yC/lyramu nepeBoaymnKa, No3BoHMTE Ham no TenedpoHy 1 (866) 745-9919. Bam oKaKeT NOMOLLb
COTPYAHMK, KOTOPbI FTOBOPUT NO-PYyCCKKU. JaHHaaA ycayra becnaaTHas.

Arabic: s> e o Jganll Lual 45 Joan sl daally e daud 5 e a0 Alaall (5l an yiall cilead a0 L
Ayl Gaatly b gadld o g 1 (866) 745-9919 o L JLai¥) (5 g clile Gl (5 5 8 Aailae dadd s2a clineliay,

Hindi: BHR TR 1 €1 &1 AISHT & aR H 3(10eh fb it +ff 7% & Sfarel <7 & ford gAR U gud
U TaTi Iuas €. T gHIIAT UTtd R & foT, S 89 1 (866) 745-9919 TR ThIH &, Blg
Hfad o fe=al el § 3! Aae HR Ihdl 6. I8 U Jud 9dl 6.

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 (866) 745-9919. Un
nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servigos de interpretacdo gratuitos para responder a qualquer questao que
tenha acerca do nosso plano de saude ou de medicacdo. Para obter um intérprete, contacte-nos
através do numero 1 (866) 745-9919. Ird encontrar alguém que fale o idioma Portugués para o ajudar.
Este servico é gratuito.

French Creole: Nou genyen sévis entepreét gratis pou reponn tout kesyon ou ta genyen konsénan plan
medikal oswa dwog nou an. Pou jwenn yon entépreét, jis rele nou nan 1 (866) 745-9919. Yon moun ki
pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzysta¢ z pomocy ttumacza
znajgcego jezyk polski, nalezy zadzwonic¢ pod numer 1 (866) 745-9919. Ta ustuga jest bezptatna.

Japanese: it D{EEE (R HECRIR & 3 LTI T 7 S ICBET 5 ZHEHMICBEZ T 5729 12, M
BIOMERT—E 205 ) 3 T8 nWE§, Mgz ZHaric 4 51213, 1(866) 745-9919 I 354
&, HREZFETAEZE»ZIRWELET, B EROY— 2 TT,

Y0088_1003971_C CHA1003971-1-00722A | MCR-0722-G



@ Medica.

Medica is an HMO-POS plan with a Medicare contract. Enrollment in Medica 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.

All other trademarks are the property of their respective owners.

© 2022 Medica
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