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H3467, Plan 001

This is a summary of drug and health services covered by ProCare Advantage (HMO-POS I-SNP)
January 1, 2023 - December 31, 2023.

ProCare Advantage (HMO-POS I-SNP) is a Medicare Advantage HMO-POS I-SNP Plan (HMO stands
for Health Maintenance Organization) (I-SNP stands for Institutional Special Needs Plan) with a
Medicare contract. Enrollment in the Plan depends on contract renewal.

This information is not a complete description of benefits. Call 1-844-206-3719, TTY should call 711,
for more information.

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

To Reach Our Member Services Representatives:
* Toll Free 1-844-206-3719, TTY/TDD should call 711.

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

To join ProCare Advantage (HMO-POS I-SNP), you must:
* be entitled to Medicare Part A,
* --and -- be enrolled in Medicare Part B,

* --and -- live in our service area,
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* - and -- reside in one of our participating nursing facilities for greater than 90 days. The plan’s
Provider Directory has a list of participating nursing facilities. You can access this list on our
website ProCareAdvantagePlan.com or call Member Services and ask us to send you a list.

Our service area includes these counties in Texas: Bexar, Brazoria, Collin, Dallas, Denton, Fort Bend,
Hardin, Harris, Jefferson, Orange, and Tarrant.

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

This document is available for free in Spanish. (Este documento esté disponible de forma gratuita en
espanol).

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

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.

If you want to know more about the coverage and costs of Original Medicare, look in your current
“Medicare & You 2023” handbook. View it online at https://www.medicare.gov or get a copy by
calling 1-800-MEDICARE (1800-633-4227), 24 hours a day, 7 days a week. TTY users should call
1-877-486-2048.
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ProCare Advantage (HMO-POS I-SNP)

Monthly Plan Premium (includes | $25
both medical and drugs) You must continue to pay your Medicare Part B premium.
Deductible The Part B deductible is $226.

For the Part A deductible, you pay the 2023 Original Medicare
cost-sharing amounts for Inpatient Hospital or Mental Health for
inpatient visits.

$1,600 deductible

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

From network providers: $8,300
From network and out-of-network providers combined: $8,300

Inpatient Hospital coverage

In-Network

You pay the 2023 Original Medicare cost-sharing amounts.
$1,600 deductible;

$0 copayment each day for days 1 to 60;

$400 copayment each day for days 61 to 90;

$800 copayment each day for days 91 to 150 (lifetime reserve
days).

Medicare hospital benefit periods apply.

A benefit period begins on the first day you go to a
Medicare-covered inpatient hospital or a skilled nursing facility.
The benefit period ends when you haven’t been an inpatient at
any hospital or SNF for 60 days in a row. If you go to the hospital
(or SNF) after one benefit period has ended, a new benefit period
begins. There is no limit to the number of benefit periods you can
have.

Prior authorization is required.

Outpatient Hospital coverage

Outpatient hospital services

Outpatient hospital observation
services

In-Network
20% coinsurance
Prior authorization is required.

In-Network
20% coinsurance per stay
Prior authorization is required.

Ambulatory Surgical Center
(ASC)

In-Network
20% coinsurance
Prior authorization is required.
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Doctor Visits

Primary Care Providers

Specialists

In-Network

0% - 20% coinsurance

$0 copayment for primary care SNF facility visits.

20% coinsurance for primary care consults/office visits.

In-Network

20% coinsurance

Members have a Point-of-Service option for Physician Specialist
services.

"Point-of-Service” means you can use providers outside the
plan’s network.

Referral is required.

Prior authorization is required.

Out-of-Network

20% coinsurance
Prior authorization is required.

Preventive Care (e.g., flu vaccine, | In-Network
diabetic screenings) You pay nothing.
Emergency care $90 copayment

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

Urgently needed services

20% coinsurance

Up to a maximum of $60 per visit.

Coinsurance is waived if you are admitted to a hospital within 3
days.

Diagnostic Services/Labs/Imaging

Diagnostic tests and procedures

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

In-Network

20% coinsurance

No authorization required when services are rendered in a
Nursing Facility of Physician Olffice.

In-Network

20% coinsurance

Diagnostic and therapeutic radiological services require
authorization in the nursing facility or physician's office.




ProCare Advantage (HMO-POS I-SNP)

Lab services

Outpatient X-rays

Therapeutic Radiology

In-Network

$0 copayment

No authorization required for lab services rendered in any place
of service, except Genetic Testing, which requires authorization.

In-Network

20% coinsurance

X-rays do not require authorization when service rendered in a
nursing facility or physician office.

In-Network
20% coinsurance
Prior authorization is required.

Hearing services

Hearing exam

In-Network
20% coinsurance for each Medicare-covered service.

Dental services

Medicare-covered dental

Supplemental benefits

Preventive dental services

In-Network

20% coinsurance for each Medicare-covered service.
Prior authorization is only required for Medicare-covered
comprehensive dental services.

$0 copayment

The plan provides $400 maximum towards the following
preventive dental services: Oral Exams, Prophylaxis (Cleanings),
Fluoride Treatments, and Dental X-rays.
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Vision care

Exam to diagnose and treat
diseases and conditions of the
eye

For people with diabetes,
screening for diabetic
retinopathy is covered once per
year.

Eyewear after cataract surgery

Glaucoma screening

Supplemental benefits

Routine eye exam

Additional routine eyewear
o Contact lenses

o Eyeglasses (lenses and
frames)

In-Network
20% coinsurance for each Medicare-covered service.

In-Network
20% coinsurance for each Medicare-covered service.

In-Network
20% coinsurance for each Medicare-covered service.

In-Network
$0 copayment for each Medicare-covered service.

In-Network
$0 copayment
Limited to 1 visit every year

Up to a $100 combined credit every year.

Mental Health Services

Inpatient visit

Outpatient group therapy visit

Outpatient individual therapy
visit

In-Network

You pay the 2023 Original Medicare cost-sharing amounts.

$1,600 deductible;
$0 copayment each day for days 1 to 60;
$400 copayment each day for days 61 to 90;

$800 copayment each day for days 91 to 150 (lifetime reserve

days).
Prior authorization is required.

In-Network
20% coinsurance
Prior authorization is required.

In-Network
20% coinsurance
Prior authorization is required.
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Skilled nursing facility (SNF) care

In-Network

You pay the 2023 Original Medicare cost-sharing amounts.

$0 copayment each day for days 1 to 20 for each
Medicare-covered skilled nursing facility stay.

$200 copayment each day for days 21 to 100 for each
Medicare-covered skilled nursing facility stay.

Prior authorization may be required. Please contact the plan for
additional details.

Physical Therapy

In-Network

20% coinsurance

Prior authorization may be required. Please contact the plan for
additional details.

Ambulance services

Ground Ambulance

Air Ambulance

In-Network

20% coinsurance

Prior authorization is required for non-emergency Medicare
services.

In-Network

20% coinsurance

Prior authorization is required for non-emergency
Medicare-services.

Transportation
(Non-Emergency)

In-Network
Not covered

Medicare Part B prescription
drugs

Chemotherapy/Radiation drugs

Other Part B drugs

In-Network

20% coinsurance

For chemotherapy, authorization is required for the initial drug
approval only.

In-Network
20% coinsurance
Prior authorization is required for some medications.
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Outpatient Prescription Drugs

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

Deductible $505 for all Part D prescription drugs.

Cost-Sharing 25% coinsurance 25% coinsurance

for Covered

Drugs

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

Catastrophic After your yearly out-of-pocket drug costs (including drugs purchased through your
Coverage retail pharmacy and through mail order) reach $7,400, you pay the greater of:

* 5% coinsurance, or

*  $4.15 copayment for generic (including brand drugs treated as generic) and a
$10.35 copayment for all other drugs.

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

Important Message About What You Pay for Vaccines - Our plan covers most Part D vaccines at no
cost to you, even if you haven't paid your deductible. Call Member Services for more information.

Important Message About What You Pay for Insulin - You won't pay more than $35 for a one-month
supply of each insulin product covered by our plan, no matter what cost-sharing tier it's on, even if you
haven't paid your deductible.



Additional Benefits

ProCare Advantage (HMO-POS I-SNP)

Occupational therapy

In-Network

20% coinsurance

Prior authorization is required.

Prior authorization may be required. Please contact the plan for
additional details.

Podiatry services (Foot care)

Foot exams and treatment

Supplemental Benefit
Additional routine foot care

In-Network
20% coinsurance for each Medicare-covered service.

In-Network
$0 copayment
Limited to 4 visit(s) every year




Pre-Enrollment Checklist
ProCare Advantage (HMO-POS I-SNP)

Before making an enrollment decision, it is important that you fully understand our benefits
and rules. If you have any questions, you can call and speak to a customer service
representative at 1-844-206-3719 (TTY 711).

Understanding the Benefits

The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It
is important to review plan coverage, costs, and benefits before you enroll. Visit
ProCareAdvantagePlan.com or call 1-844-206-3719 (TTY 711) to view a copy of the EOC.

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

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

Review the formulary to make sure your drugs are covered.

Understanding Important Rules

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

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2024.

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

For I-SNP enrollees only: This plan is an institutional special needs plan (I-SNP).
Your ability to enroll will be based on verification that you, for 90 days or longer, have
had or are expected to need the level of services provided in a skilled nursing facility, a
nursing facility, an intermediate care facility for individuals with intellectual and
developmental disabilities, a psychiatric hospital or unit, a rehabilitation hospital or unit,
a long-term care hospital, a swing-bed hospital, or a facility approved by CMS that
furnishes similar services.

For HMO-POS enrollees only: Our plan allows you to see providers outside of our
network (non-contracted providers). However, while we will pay for certain covered
services the provider must agree to treat you. Except in an emergency or urgent
situation, non- contracted providers may deny care.
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Pre-Enrollment Checklist
ProCare Advantage (HMO-POS I-SNP)

ProCare Advantage is an HMO POS I-SNP with a Medicare contract. Enrollment in ProCare
Advantage depends on contract renewal.

Out-of-network/non-contracted providers are under no obligation to treat ProCare Advantage
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.

ProCare Advantage complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex.

ATENCION: si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame al 1-844-206-3719 (TTY 711).

CHU Y: N&u ban néi Tiéng Viét, cé cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi s6 1-
844-206-3719 (TTY 711).
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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 1-
844-206-3719. 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 1-844-206-
3719. Alguien que hable espafiol le podra ayudar. Este es un servicio
gratuito.

Chinese Mandarin: B 15 o RN 55, B AIEMEE X T E HE s 25 PRSP T ]
SE A, AERRETIEERIR S, IR 1-844-206-3719, FA1rh ST TAE A RAR R
R, XTI RS,

Chinese Cantonese: &%} HAMT i He s SEY) Ok B v e A7 AT Bef, A b B Ee 4t 5o 21y
i IR, MEMEERE, HE0E 1-844-206-3719, FH Mgk o A B 48 = A i
fEEEy, 32 B TN B 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 1-844-206-3719. 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 1-844-206-3719. Un interlocuteur parlant Frangais pourra vous
aider. Ce service est gratuit.

Vietnamese: Chung ti cé dich vu théng dich mién phi dé tra 16i cac cau hoi
vé chudng sic khée va chuong trinh thuéc men. Néu qui vi can thong dich
vién xin goi 1-844-206-3719 s& c6 nhan vién noi tiéng Viét gilp dd qui vi.
bay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen
zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-844-206-3719. Man wird Ihnen dort auf Deutsch
weiterhelfen. Dieser Service ist kostenlos.
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Korean: QA= 95 BY B+ oFF Bl w3k Aol daf =28} F5 & 9
MR A5 A Fskal JFy Eoﬂ MUl 25 o] &3 H 238} 1-844-206-3719
Ho g fos] FAHA L. ﬂ%@ii st @At ok =8 gy o] Auj e
FEE FEYh

Russian: Ecnn y Bac BO3HMKHYT BOMNPOCbl OTHOCUTENIbHO CTPax0oBOro Uu
MeAMKAMEHTHOro njaaHa, Bbl MOXETe BOCMO/Ib30BaTbCA HaWMMm 6ecnnaTtHbIMMU
ycnyramm nepeBoaumkoB. HYTobbl BOCNO/b30BaTbCA YCNyraMm nepeBoavumka,
NO3BOHUTE HaM no TenedoHy 1-844-206-3719. Bam okaxeT NoMoLLb
COTPYAHUK, KOTOPbIN FOBOPUT NO-pycCKKU. [aHHasa ycnyra becnnatHas.

Arabic: Jsasll Lual 2y 00¥) Jean o danally e dind (gl oo Aladl Alad) (558 aa yiall Cilerd o L)
e W Juai¥) (5 g clle Gl (58 ax yin e 1-844-206-37194u jall Saaaty le adld o gian
Ailae dard o3 e Lo,

H|nd| THR WA I1 &dl &1 JroHT & IR | 370 fara! off Uy & Sard ¢ o e gAR
U GHITAT TaTd IUAs §. T gHTAT UTd R o forg, S99 §H 1-844-206-3719
Wlﬁﬂrﬁ HIs Al ol 3] AAdT ¢ SATID! Hag B Ghdl 5. Tg TP TR IaT 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 1-844-206-3719. Un nostro incaricato che
parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacdo 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-
844-206-3719. Ird encontrar alguém que fale o idioma Portugués para o
ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou
ta genyen konsénan plan medikal oswa dwdg nou an. Pou jwenn yon
entepret, jis rele nou nan 1-844-206-3719. Yon moun ki pale Kreyol kapab
ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego,
ktory pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub
dawkowania lekéw. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk
polski, nalezy zadzwoni¢ pod numer 1-844-206-3719. Ta ustuga jest
bezptatna.

Japanese: Yjit D LE @R IR & FEhL FE T T BT A SHBICBEZ T A 720
2. ERLOERY —EZ220h ) T T8 WFET, W@ike THmIcZ 512k, 1-844-
206-3719 ICBHGC 728 v, HAEZGT A E L Rwiz LT, Zn3Epoy
— EATT,
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