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Mass General Brigham
Health Plan

Pre-Enrollment Checklist

Before making an enroliment decision, it is important that you fully understand our benefits
and rules. If you have questions, you can call and speak to a sales representative.

You can reach our Sales team by calling: 888-828-5500 (TTY: 711)
October 1 — March 31, 8:00 a.m. to 8:00 p.m. ET, Monday through Sunday
April T — September 30, 8:00 a.m. to 8:00 p.m. ET, Monday through Friday

Understanding the benefits

O

O

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
MGBAdvantage.org or call 888-828-5500 (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

d

O

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, 2026.

Our plan allows you to see providers outside of our network (non-contracted providers).
However, while we will pay for covered services, the provider must agree to treat you.
Except in an emergency or urgent situation, non-contracted providers may deny care.

In addition, you will pay a higher co-pay for services received by non-contracted providers.

Effect on Current Coverage. If you are currently enrolled in a Medicare Advantage plan,
your current Medicare Advantage healthcare coverage will end once your new Medicare
Advantage coverage starts. If you have Tricare, your coverage may be affected once your
new Medicare Advantage coverage starts. Please contact Tricare for more information. If
you have a Medigap plan, once your Medicare Advantage coverage starts, you may want to
drop your Medigap policy because you will be paying for coverage you cannot use.

This plan is underwritten by Mass General Brigham Health Plan, Inc. Y0166_1169MKT_C

14515-0824-02
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SECTION I - INTRODUCTION TO
SUMMARY OF BENEFITS

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, call us
and ask for the “Evidence of Coverage.” You can also see the Evidence of Coverage on our website,
MGBAdvantage.org.

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 health plan (such as Mass
General Brigham Advantage Secure (HMO-POS)).

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Mass General Brigham Advantage Secure
(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 Mass General Brigham Advantage Secure (HMO-POS).
= Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services.
» Covered Medical and Hospital Benefits.

= Prescription Drug Benefits.

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 at 1-855-833-
3668 (TTY: 711).

15307-0924-00
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Things to Know About Mass General Brigham Advantage Secure (HMO-POS)

Hours of Operation & Contact Information

< From October 1 to March 31, we're open 8 a.m. - 8 p.m. ET, 7 days a week.

From April 1 to September 30, we're open 8 a.m. — 8 p.m. ET, Monday through Friday.
If you are a member of this plan, call us at 1-855-833-3668, TTY: 711.
If you are not a member of this plan, call us at 1-888-828-5500, TTY: 711.

Our website: MGBAdvantage.org

Who can join?

To join Mass General Brigham Advantage Secure (HMO-POS), you must be entitled to Medicare Part A, be
enrolled in Medicare Part B, and you must live in our service area. Our service area includes these counties
in Massachusetts: Bristol, Dukes, Essex, Middlesex, Nantucket, Norfolk, Plymouth, Suffolk, and Worcester.

Which doctors, hospitals, and pharmacies can | use?

Mass General Brigham Advantage Secure (HMO-POS) has a network of doctors, hospitals, pharmacies, and
other providers. If you use the providers that are not in our network, you may pay more.

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs.
You can see our plan's provider and pharmacy directory at our website MGBAdvantage.org.

Or, call us and we will send you a copy of the provider and pharmacy directories.

What do we cover?

We cover everything that Original Medicare covers — and more. Some of the extra benefits are outlined in
this booklet.

We cover Part D drugs. In addition, we cover Part B drugs including chemotherapy and some drugs
administered by your provider.

« You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our
website, MGBAdvantage.org

« Or, call us and we will send you a copy of the formulary.

How will | determine my drug costs?

Our plan groups each medication into one of five "tiers." You will need to use your formulary to locate what
tier your drug is on to determine how much it will cost you. The amount you pay depends on the drug's tier
and what stage of the benefit you have reached. Later in this document we discuss the benefit stages that
occur: Initial Coverage, and Catastrophic Coverage.

If you have any questions about this plan's benefits or costs, please contact Mass General

Brigham Health Plan

15307-0924-00
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SECTION Il - SUMMARY OF BENEFITS

Mass General Brigham Advantage Secure (HMO-POS)

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

SERVICES

Premiums and

Mass General Brigham Advantage Secure (HMO-POS)

Benefits

Monthly Plan $52 per month. In addition, you must continue to pay your Medicare Part B
Premium premium.

Deductible Medical Deductible: This plan does not have a medical deductible.

Prescription Drug Deductible: This plan does not have a prescription drug deductible.

Maximum Out-of- Your yearly limit(s) in this plan:
Pocket
Responsibility

- $3,350 for services you receive from in-network providers.
- $7,000 for services you receive from in-network and out-of-network providers
combined.

If you reach the limit on out-of-pocket costs, you keep getting covered hospital and
medical services and we will pay the full cost for the rest of the year.

COVERED MEDICAL AND HOSPITAL BENEFITS

Benefits/Services Mass General Brigham Advantage Secure (HMO-POS)

In-Network:

Days 1-5: $250 copay per day for each admission.

Days 6-90: $0 copay per day.

Inpatient Hospital | Our plan covers an unlimited number of days for an inpatient hospital stay.
Out-of-Network:

30% of the total cost per stay.

Prior authorization is required in-network.

15307-0924-00



Outpatient Hospital

In-Network:
Outpatient hospital: $0 - $200 copay.
Outpatient Surgery: $0 - $200 copay.

You pay $0 copay for preventive colonoscopies that turn into diagnostic
colonoscopies. All other procedures and services are a $200 copay.

Qut-of-Network:

Outpatient hospital: 30% of the total cost.
Outpatient Surgery: 30% of the total cost.
May require prior authorization in-network.

Ambulatory Surgical
Center

In-Network:
Ambulatory Surgical Center: $0 - $200 copay.

You pay $0 copay for preventive colonoscopies that turn into diagnostic
colonoscopies. All other procedures are a $200 copay.

QOut-of-Network:

Ambulatory Surgical Center: 30% of the total cost.

May require prior authorization in-network.

Doctor's Office
Visits

In-Network:

Primary care physician visit: $0 copay
Specialist visit: $45 copay.
Out-of-Network:

Primary care physician visit: $20 copay.
Specialist visit: $50 copay.

Preventive Care
(e.g., flu vaccine,
diabetic screenings)

In-Network:

$0 copay for all preventive services covered under Original Medicare at zero cost
sharing.

Any additional preventive services approved by Medicare during the contract year
will be covered.

QOut-of-Network:

$0 copay for all preventive services covered under Original Medicare at zero cost
sharing.

16307-0924-00




Emergency Care

In-Network and Out-of-Network:

$105 copay per visit.
Worldwide Emergency Coverage: $105 copay.
Your copay is waived if you are admitted to a hospital within 24 hours.

Urgently Needed
Services

In-Network and Out-of-Network:

$50 copay per visit.
Worldwide Urgent Coverage: $50 copay.

Diagnostic Services
| Labs/ Imaging

In-Network:

Diagnostic tests and procedures: $20 copay.

Lab services: $0 copay

Diagnostic Radiology Services (such as MRI, CAT Scan): $75 copay - $160 copay
X-rays: $10 copay.

Therapeutic radiology services (such as radiation treatment for cancer): $60 copay.
Out-of-Network:

Diagnostic tests and procedures: 20% of the total cost.

Lab services: 20% of the total cost.

Diagnostic Radiology Services (such as MRI, CAT Scan): 20% of the total cost.
X-rays: 20% of the total cost.

Therapeutic radiology services (such as radiation treatment for cancer): 20% of the
total cost.

May require prior authorization in-network.
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Hearing Services

In-Network:
Medicare-covered hearing exam: $45 copay.

Routine hearing exam (1 every calendar year): $0 copay when using a TruHearing
provider.

Hearing Aids (up to 2 hearing aids every year): $699 copayment per aid for
TruHearing Advanced Aids or a $999 copayment per aid for TruHearing Premium
Aids.

Out-of-Network:

Medicare-Covered hearing exam: $50 copay.
Routine hearing exam: Not covered.

Hearing Aids Not covered.

Dental Services

In-Network:
Medicare-Covered dental exam: $45 copay.

Preventive Services: $0 copay when using a DentaQuest provider.
Comprehensive Services: $0 copay when using a DentaQuest provider.
May require prior authorization in-network.

Out-of-Network:
Medicare-Covered dental exam: $50 copay.

Preventive Services: $0 copay when using a non-DentaQuest provider.

Comprehensive Services: 20% coinsurance when using a non-DentaQuest provider.
($0 copayment for adjunctive services only).

*If an out of network provider is selected, you will be responsible for the applicable
coinsurance plus the difference between the billed amount and the allowed amount.

$2,000 combined in-network and out-of-network maximum per calendar year for
comprehensive services.

Preventive and Comprehensive dental services are provided through DentaQuest.
Refer to the Evidence of Coverage for complete details.
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Vision Services

In-Network:

Medicare-covered exam to diagnose and treat diseases and conditions of the eye:
$45 copay.

Routine eye exam (1 every calendar year): $0 copay when using an EyeMed provider.

Eyeglasses or contact lenses after cataract surgery (for Medicare-covered standard
eyewear): $0 copay.

Eyewear: Up to $250 per calendar year for prescription eyewear or contact lenses
purchased from an EyeMed provider.

Out-of-Network:

Medicare-covered exam to diagnose and treat diseases and conditions of the eye:
$50 copay.

Routine eye exam (1 every calendar year): You will receive up to a $40
reimbursement for a routine vision exam received from an out-of-network provider.
You will need to pay out of pocket and submit to EyeMed for reimbursement.

Eyeglasses or contact lenses after cataract surgery (for Medicare-covered standard
eyewear): $50 copay.

Eyewear: You will receive up to a $250 reimbursement for prescription eyewear or
contact lenses when purchased from an out-of-network provider. You will need to
pay out of pocket and submit to EyeMed for reimbursement.

Mental Health Care

In-Network:

Outpatient group therapy visit: $20 copay.
Individual therapy visit: $20 copay.

Inpatient Mental Health Care:

Days 1-5: $250 copay per day for each admission.
Days 6-90: $0 copay per day.

Out-of-Network:

Outpatient group therapy visit: $50 copay.

Individual therapy visit: $50 copay.

Inpatient Mental Health Care:

30% of the total cost per stay.

Prior Authorization may apply to Inpatient Mental Health Care in-network.
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Skilled Nursing
Facility (SNF)

In-Network:

Days 1-20: $0 copay per day.
Days 21-44: $160 copay per day.
Days 45-100: $0 copay per day.
Out-of-Network:

30% of the total cost per stay.

Prior authorization is required in-network.

Outpatient
Rehabilitation

In-Network:
Occupational therapy visit: $15 copay.

Physical therapy and speech and language therapy visit: $15 copay.
Out-of-Network:

Occupational therapy visit: $50 copay.
Physical therapy and speech and language therapy visit: $50 copay.

Prior authorization is required after the 20™ visit in-network.

Ambulance

In-Network and Out-of-Network:

Ground Ambulance: $200 copay.
Air Ambulance: $200 copay.

Prior authorization required for non-emergency ambulance services in-network.

Transportation

Up to $120 per quarter (no carry over) for non-emergent transportation, like taxis,
public transportation or rideshare for medical visits. Members can use their Flexible
Benefit Card where Mastercard® is accepted.

Medicare Part B
Drugs (including
chemotherapy)

In-Network:

For Part B drugs such as chemotherapy drugs: 0% - 20% of the total cost.
Medicare Part B insulin: $35 copay.

Other Part B drugs: 0% - 20% of the total cost.

Out-of-Network:

For Part B drugs such as chemotherapy drugs: 20% of the total cost.
Medicare Part B insulin: $35 copay.

Other Part B drugs: 20% of the total cost.

May require prior authorization for Part B drugs in-network.
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Over-the-Counter
Items (OTC)

Up to $95 per quarter (no carryover) toward over-the-counter health & wellness
products. Members will receive a Flexible Benefits Card to purchase eligible items at
participating retailers where Mastercard® is accepted. Members may also ask to
receive a catalog and purchase eligible items online, phone, or by mail.

Wellness Benefit

Up to a $450 combined annual allowance to use towards fitness, eligible weight loss
programs or costs toward your prescription hearing aids using a Flexible Benefit card.
All purchases must be done per your benefits where Mastercard® is accepted.
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PRESCRIPTION DRUG BENEFITS

Prescription Drug Deductible: This plan does not have a prescription drug deductible.

Deductible

Initial Coverage

You stay in the Initial Coverage Stage until your total out-of-pocket costs reach $2,000.
You then move on to the Catastrophic Coverage Stage.

Standard Retail Cost-Sharing

(Specialty Tier)

Tier One-month supply | Two-month supply | Three-month supply
Tier 1

(Preferred $0 copay $0 copay $0 copay
Generic)

(TCI;e;r?eric) $5 copay $10 copay $15 copay
Tier 3

(Preferred $47 copay $94 copay $141 copay
Brand)

Tier 4 (Non-

Preferred $100 copay $200 copay $300 copay
Drug)

Tier 5 33% coinsurance N/A N/A

Standard Mail Order

(Specialty Tier)

Tier One-month supply | Two-month supply | Three-month supply
Tier 1
(Preferred $0 copay $0 copay $0 copay
Generic)
(TCI;e;r?eric) $5 copay $10 copay $10 copay
Tier 3
(Preferred $47 copay $94 copay $94 copay
Brand)
Tier 4 (Non-
Preferred $100 copay $200 copay $200 copay
Drug)
Tier 5 33% coinsurance N/A N/A
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PRESCRIPTION DRUG BENEFITS

If you reside in a long-term care facility, you pay the same as at a retail pharmacy.

Catastrophic After your yearly out-of-pocket drug costs reach $2,000, you reach the catastrophic
Coverage coverage stage:

« During this payment stage, you pay nothing for your covered Part D drugs.

= You may have cost sharing for drugs that are covered under our enhanced
benefit.

15307-0924-00



DISCLAIMERS

Mass General Brigham Health Plan Medicare Advantage
399 Revolution Drive, Suite 850
Somerville, MA 02145

Contact information and hours of operation:

Members

October 1-March 31 April 1-September 30
1-855-833-3668 (TTY: 711) 1-855-833-3668 (TTY: 711)
8:00 a.m. to 8:00 p.m., ET 8:00 a.m. to 8:00 p.m., ET
Monday through Sunday Monday through Friday

If you call after business hours, you may leave a message that includes your name and phone number, and a
representative will return your call no later than one business day after you leave a message. Customer
Service also has free language interpreter services available for non-English speakers.

Non-Members

October 1-March 31 April 1-September 30
1-888-828-5500 (TTY: 711) 1-888-828-5500 (TTY: 711)
8:00 a.m. to 8:00 p.m., ET 8:00 a.m. to 8:00 p.m., ET
Monday through Sunday Monday through Friday

This document is available in other alternate formats.

Mass General Brigham Advantage Health Plan is an HMO-POS/PPO plan with a Medicare contract. Enrollment
in Mass General Brigham Advantage Health Plan depends on contract renewal.

This information is not a complete description of benefits. Contact the plan for more information. Limitations,
copayments, and restrictions may apply. Benefits, premiums and/or copayments/coinsurance may change on
January 1 of each year.

You must continue to pay your Medicare Part B premium.

The formulary, pharmacy network, and/or provider network may change at any time. You will receive notice
when necessary.

Out-of-network/non-contracted providers are under no obligation to treat Mass General Brigham Health Plan
members, except in emergency situations. For a decision about whether we will cover an out-of-network
service, we encourage you or your provider to ask us for a pre-service organization determination before you
receive the service. 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.

16307-0924-00
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SECTION | - INTRODUCTION TO
SUMMARY OF BENEFITS

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, call us

and ask for the “Evidence of Coverage.” You can also see the Evidence of Coverage on our website,
MGBAdvantage.org

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 health plan (such as Mass
General Brigham Advantage (PPO), Mass General Brigham Advantage Premier (PPO) and Mass
General Brigham Advantage Signature (PPO)).

Tips for comparing your Medcare choices

This Summary of Benefits booklet gives you a summary of what Mass General Brigham Advantage (PPO),
Mass General Brigham Advantage Premier (PPO) and Mass General Brigham Advantage Signature (PPO)
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 Mass General Brigham Advantage (PPO), Mass General Brigham Advantage
Premier (PPO) and Mass General Brigham Advantage Signature (PPO)

= Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services

» Covered Medical and Hospital Benefits

= Prescription Drug Benefits

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 at 1-855- 833-
3668 (TTY: 711).
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Things to Know About Mass General Brigham Advantage (PPO), Mass General Brigham
Advantage Premier (PPO) and Mass General Brigham Advantage Signature (PPO)

Hours of Operation & Contact Information

» From October 1 to March 31 we’re open 8 a.m. — 8 p.m. ET, 7 days a week.

» From April 1 to September 30, we're open 8 a.m. — 8 p.m. ET, Monday through Friday.
« |f you are a member of this plan, call us at 1-855- 833-3668, TTY: 711.

« If you are not a member of this plan, call us at 1-888-828-5500, TTY: 711.

» Our website: MGBAdvantage.org

Who can join?

To join Mass General Brigham Advantage (PPO), Mass General Brigham Advantage Premier (PPO) and
Mass General Brigham Advantage Signature (PPO), you must be entitled to Medicare Part A, be enrolled in
Medicare Part B, and you must live in our service area. The service area for Mass General Brigham
Advantage (PPO), Mass General Brigham Advantage Premier (PPO) and Mass General Brigham Advantage
Signature (PPO) includes the following counties in Massachusetts: Bristol, Dukes, Essex, Middlesex,
Nantucket, Norfolk, Plymouth, Suffolk and Worcester.

Which doctors, hospitals, and pharmacies can | use?

Mass General Brigham Advantage (PPO), Mass General Brigham Advantage Premier (PPO) and Mass
General Brigham Advantage Signature (PPO) have a network of doctors, hospitals, pharmacies, and other
providers. If you use the providers that are not in our network, you may pay more.

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs.
You can see our plan's provider and pharmacy directory at our website at MGBAdvantage.org.

Or, call us and we will send you a copy of the provider and pharmacy directories.

What do we cover?

We cover everything that Original Medicare covers — and more. Some of the extra benefits are outlined in
this booklet.

We cover Part D drugs. In addition, we cover Part B drugs including chemotherapy and some drugs
administered by your provider.

* You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our
website, MGBAdvantage.org.

* Or, call us and we will send you a copy of the formulary.

15308-0924-00
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How will | determine my drug costs?

Our plan groups each medication into one of five "tiers." You will need to use your formulary to locate what
tier your drug is on to determine how much it will cost you. The amount you pay depends on the drug's tier
and what stage of the benefit you have reached. Later in this document we discuss the benefit stages that

occur: Initial Coverage, and Catastrophic Coverage.

If you have any questions about this plan's benefits or costs, please contact Mass General

Brigham Health Plan

15308-0924-00



E SECTION Il - SUMMARY OF BENEFITS

Mass General
Brigham Advantage
(PPO)

Mass General
Brigham Advantage
Premier (PPO)

Mass General Brigham
Advantage Signature
(PPO)

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

SERVICES

Monthly Plan Premium

$0 per month. You do
not pay a separate
monthly plan premium
for Mass General
Brigham Advantage
(PPO). You must
continue to pay your
Medicare Part B
premium.

$140 per month. In
addition, you must
continue to pay your
Medicare Part B
premium

$299 per month. In
addition, you must
continue to pay your
Medicare Part B
premium.

Deductible

Medical Deductible: This
plan does not have a
medical deductible.
Prescription Drug
Deductible: This plan
does not have a
prescription deductible.

Medical Deductible: This
plan does not have a
medical deductible.
Prescription Drug
Deductible: This plan
does not have a
prescription deductible.

Medical Deductible: This
plan does not have a
medical deductible.
Prescription Drug
Deductible: This plan
does not have a
prescription deductible.

Maximum Out-of-Pocket
Responsibility

Your yearly limit(s) in this
plan:

« $5,500 for services
you receive from
in-network
providers.

« $9,550 for services
you receive from
in-network and
out-of-network
providers
combined.

Your yearly limit(s) in this
plan:

» $3,150 for services
you receive from
in-network
providers.

» $5,450 for services
you receive from
in-network and
out-of-network
providers
combined.

Your yearly limit(s) in this
plan:

« $0 for services you
receive from in-
network providers.

« $0 for services you
receive from in-
network and out-
of-network
providers
combined.
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Benefits/Services

If you reach the limit on
out-of-pocket costs, you
keep getting covered
hospital and medical
services and we will pay
the full cost for the rest
of the year.

Mass General

If you reach the limit on
out-of-pocket costs, you
keep getting covered
hospital and medical
services and we will pay
the full cost for the rest
of the year.

Mass General

If you reach the limit on
out-of-pocket costs, you
keep getting covered
hospital and medical
services and we will pay
the full cost for the rest
of the year.

COVERED MEDICAL AND HOSPITAL BENEFITS

Mass General

Inpatient Hospital

Brigham Advantage | Brigham Advantage | Brigham Advantage
(PPO) Premier (PPO) Signature (PPO)
In-Network: In-Network: In-Network:

Days 1-5: $350 copay per | Days 1-3: $150 copay per | $0 copay per stay

day for each admission. | day for each admission. | q .+ ¢ Network:

Days 6-90: $0 copay per | Days 4-90: $0 copay per $0 copay per stay.

day.

Our plan covers an
unlimited number of
days for an inpatient
hospital stay.

Out-of-Network:

30% of the total cost per
stay.

Prior authorization is
required in-network.

day.

Our plan covers an
unlimited number of
days for an inpatient
hospital stay.

Qut-of-Network:

20% of the total cost per
stay.

Prior authorization is
required in-network.

Prior authorization is
required in-network.
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Outpatient Hospital

In-Network:

Outpatient hospital: $0 -
$300 copay.

Outpatient Surgery: $0 -
$300 copay.

You pay $0 copay for
preventive
colonoscopies that turn
into diagnostic
colonoscopies. All other
procedures are a $300
copay.

Qut-of-Network:

Outpatient hospital: 40%
of the total cost.

Outpatient Surgery: 40%
of the total cost.

May require prior
authorization in-
network.

In-Network:

Outpatient hospital: $0 -
$125 copay.

Outpatient Surgery: $0 -
$125 copay.

You pay $0 copay for
preventive
colonoscopies that turn
into diagnostic
colonoscopies. All other
procedures are a $125
copay.

Qut-of-Network:

Outpatient hospital: 20%
of the total cost.

Outpatient Surgery: 20%
of the total cost.

May require prior
authorization in-
network.

In-Network:

Outpatient hospital: $0
copay.

Outpatient Surgery: $0
copay.

Out-of-Network:

Outpatient hospital: $0
copay.

Outpatient Surgery: $0
copay.

May require prior
authorization in-
network.
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In-Network:

Ambulatory Surgical

Center: $0 - $300 copay.

You pay $0 copay for
preventive
colonoscopies that turn
into diagnostic
colonoscopies. All other

In-Network:

Ambulatory Surgical

Center: $0 - $125 copay.

You pay $0 copay for
preventive
colonoscopies that turn
into diagnostic
colonoscopies. All other

In-Network:

Ambulatory Surgical
Center: $0 copay

Out-of-Network:

Ambulatory Surgical
Center: $0 copay.

May require prior

authorization in-

Ambulatory Surgical E(r)ocaedures are a $300 E(r)ocaedures are a $125 e
Center pay. pay. '

Qut-of-Network: Qut-of-Network:

Ambulatory Surgical Ambulatory Surgical

Center: 40% of the total Center: 20% of the total

cost. cost.

May require prior May require prior

authorization in- authorization in-

network. network.

In-Network: In-Network: In-Network:

Doctor's Office Visits

Primary care physician
visit: $0 copay

Specialist visit: $50
copay.

Qut-of-Network:

Primary care physician
visit: $20 copay.
Specialist visit: $65
copay.

Primary care physician
visit: $0 copay

Specialist visit: $25
copay.

Qut-of-Network:

Primary care physician
visit: $10 copay.
Specialist visit: $40
copay.

Primary care physician
visit: $0 copay

Specialist visit: $0 copay
Out-of-Network:

Primary care physician
visit: $0 copay.

Specialist visit: $0 copay.

15308-0924-00




Preventive Care
(e.g., flu vaccine,
diabetic screenings)

In-Network:

$0 copay for all
preventive services
covered under Original
Medicare at zero cost
sharing.

Any additional
preventive services
approved by Medicare
during the contract year
will be covered.

Qut-of-Network:

$0 copay for all
preventive services
covered under Original
Medicare at zero cost
sharing.

In-Network:

$0 copay for all
preventive services
covered under Original
Medicare at zero cost
sharing.

Any additional
preventive services
approved by Medicare
during the contract year
will be covered.

Qut-of-Network:

$0 copay for all
preventive services
covered under Original
Medicare at zero cost
sharing.

In-Network:

$0 copay for all
preventive services
covered under Original
Medicare at zero cost
sharing.

Any additional
preventive services
approved by Medicare
during the contract year
will be covered.

Out-of-Network:

$0 copay for all
preventive services
covered under Original
Medicare at zero cost
sharing.

Emergency Care

In-Network and Out-of-

In-Network and Out-of-

In-Network and Out-of-

Network:
$90 copay per visit.

Worldwide Emergency
Coverage: $90 copay.

Your copay is waived if
you are admitted to the
hospital within 24 hours.

Network:
$90 copay per visit.

Worldwide Emergency
Coverage: $90 copay.

Your copay is waived if
you are admitted to the
hospital within 24 hours.

Network:
$0 copay

Worldwide Emergency
Coverage: $0 copay

Urgently Needed
Services

In-Network and Out-of-

In-Network and Out-of-

In-Network and Out-of-

Network:
$50 copay per visit.

Worldwide Urgent
Coverage: $50 copay.

Network:
$30 copay per visit.

Worldwide Urgent
Coverage: $30 copay.

Network:
$0 copay

Worldwide Urgent
Coverage: $0 copay
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Diagnostic Services /
Labs/ Imaging

In-Network:

Diagnostic tests and
procedures: $20 copay.

Lab services: $0 copay

Diagnostic Radiology
Services (such as MR,
CAT Scan): $75 copay -
$160 copay

X-rays: $15 copay.

Therapeutic radiology
services (such as
radiation treatment for
cancer): $60 copay.

Qut-of-Network:

Diagnostic tests and
procedures: 40% of the
total cost.

Lab services: 40% of the
total cost.

Diagnostic Radiology
Services (such as MR,
CAT Scan): 40% of the
total cost.

X-rays: 40% of the total
cost.

Therapeutic radiology
services (such as
radiation treatment for
cancer): 40% of the total
cost.

May require prior
authorization in-
network.

In-Network:

Diagnostic tests and
procedures: $0 copay

Lab services: $0 copay.

Diagnostic Radiology
Services (such as MR,
CAT Scan): $75 copay -
$150 copay

X-rays: $0 copay

Therapeutic radiology
services (such as
radiation treatment for
cancer): $60 copay.

Qut-of-Network:

Diagnostic tests and
procedures: $10 copay.

Lab services: $10 copay.

Diagnostic Radiology
Services (such as MR,
CAT Scan): 20% of the
total cost.

X-rays: $10 copay.

Therapeutic radiology
services (such as
radiation treatment for
cancer): 20% of the total
cost.

May require prior
authorization in-
network.

In-Network:

Diagnostic tests and
procedures: $0 copay

Lab services: $0 copay

Diagnostic Radiology
Services (such as MR,
CAT Scan): $0 copay

X-rays: $0 copay

Therapeutic radiology
services (such as
radiation treatment for
cancer): $0 copay

Out-of-Network:

Diagnostic tests and
procedures: $0 copay.

Lab services: $0 copay.

Diagnostic Radiology
Services (such as MR,
CAT Scan): $0 copay.

X-rays: $0 copay.

Therapeutic radiology
services (such as
radiation treatment for
cancer): $0 copay.
May require prior
authorization in-
network.

15308-0924-00




Hearing Services

In-Network:

Medicare- covered
hearing exam: $50
copay.

Routine hearing exam (1
every calendar year): $0
copay when using a
TruHearing provider.

Hearing Aids (up to 2
hearing aids every year):
$699 copayment per aid
for TruHearing Advanced
Aids or a $999
copayment per aid for
TruHearing Premium
Aids.

Qut-of-Network:

Medicare covered
hearing exam: $65
copay.

Routine hearing exam (1
every calendar year): $65
copay by a non
TruHearing provider.

Hearing Aids (up to 2
hearing aids every year):
$699 copayment per aid
for TruHearing Advanced
Aids or a $999
copayment per aid for
TruHearing Premium
Aids.

In-Network:

Medicare- covered
hearing exam: $25
copay.

Routine hearing exam (1
every calendar year): $0
copay when using a
TruHearing provider.

Hearing Aids (up to 2
hearing aids every year):
$699 copayment per aid
for TruHearing Advanced
Aids or a $999
copayment per aid for
TruHearing Premium
Aids.

Qut-of-Network:

Medicare covered
hearing exam: $40
copay.

Routine hearing exam (1
every calendar year): $40
copay by a non
TruHearing provider.

Hearing Aids (up to 2
hearing aids every year):
$699 copayment per aid
for TruHearing Advanced
Aids or a $999
copayment per aid for
TruHearing Premium
Aids.

In-Network:

Medicare- covered
hearing exam: $0 copay.

Routine hearing exam (1
every calendar year): $0
copay when using a
TruHearing provider.

Hearing Aids (up to 2
hearing aids every year):
$699 copayment per aid
for TruHearing Advanced
Aids or a $999
copayment per aid for
TruHearing Premium
Aids.

Out-of-Network:

Medicare covered
hearing: $0 copay.

Routine hearing exam (1
every calendar year): $40
copay by a non
TruHearing provider.

Hearing Aids (up to 2
hearing aids every year):
$699 copayment per aid
for TruHearing Advanced
Aids or a $999
copayment per aid for
TruHearing Premium
Aids.
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Dental Services

In-Network:

Medicare-Covered
dental exam: $50 copay.

Preventive Services: $0
copay when using a
DentaQuest provider.

Comprehensive Services:

$0 copay when using a
DentaQuest provider.

May require prior
authorization in-
network.

Out-of-Network:
Medicare-Covered
dental exam: $65 copay.

Preventive Services: $0
copay when using a non-
DentaQuest provider.

Comprehensive Services:
20% coinsurance when
using a non-DentaQuest
provider.

*If an out of network
provider is selected, you
will be responsible for
the applicable
coinsurance plus the
difference between the
billed amount and the
allowed amount.

$1,500 combined in-
network and out-of-
network maximum per
calendar year for
comprehensive services.

Preventive and
Comprehensive dental

In-Network:

Medicare-Covered
dental exam: $25 copay.

Preventive Services: $0
copay when using a
DentaQuest provider.

Comprehensive Services:

$0 copay when using a
DentaQuest provider.

May require prior
authorization in-
network.

Out-of-Network:
Medicare-Covered
dental exam: $40 copay.

Preventive Services: $0
copay when using a non-
DentaQuest provider.

Comprehensive Services:
20% coinsurance when
using a non-DentaQuest
provider.

*If an out of network
provider is selected, you
will be responsible for
the applicable
coinsurance plus the
difference between the
billed amount and the
allowed amount.

$2,500 combined in-
network and out-of-
network maximum per
calendar year for
comprehensive services.

Preventive and
Comprehensive dental

In-Network:
Medicare-Covered
dental exam: $0 copay.

Preventive Services: $0
copay when using a
DentaQuest provider.

Comprehensive Services:
$0 copay when using a
DentaQuest provider.

May require prior
authorization in-
network.

Out-of-Network:
Medicare-Covered
dental exam: $0 copay.

Preventive Services: $0
copay when using a non-
DentaQuest provider.

Comprehensive Services:
20% coinsurance when
using a non-DentaQuest
provider.

*If an out of network
provider is selected, you
will be responsible for
the applicable
coinsurance plus the
difference between the
billed amount and the
allowed amount.

$3,000 combined in-
network and out-of-
network maximum per
calendar year for
comprehensive services.

Preventive and
Comprehensive dental
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services are provided
through DentaQuest.
Refer to the Evidence of

services are provided
through DentaQuest.
Refer to the Evidence of

services are provided
through DentaQuest.
Refer to the Evidence of

Vision Services

Coverage for complete | Coverage for complete | Coverage for complete
details. details. details.
In-Network: In-Network: In-Network:

Medicare covered eye
exam to diagnose and
treat diseases and
conditions of the eye:
$50 copay.

Routine eye exam (1
every calendar year): $0
copay when using an
EyeMed provider.

Eyeglasses or contact
lenses after cataract
surgery (for Medicare-
covered standard
eyewear): $0 copay.

Eyewear: Up to $200 per
calendar year for
prescription eyewear or
contact lenses purchased
from an EyeMed
provider.

Qut-of-Network:

Medicare covered eye
exam to diagnose and
treat diseases and
conditions of the eye:
$65 copay.

Routine eye exam (1
every calendar year): You
will receive up to a $40
reimbursement for a
routine vision exam
received from an out-of-

Medicare covered eye
exam to diagnose and
treat diseases and
conditions of the eye:
$25 copay.

Routine eye exam (1
every calendar year): $0
copay when using an
EyeMed provider.

Eyeglasses or contact
lenses after cataract
surgery (for Medicare-
covered standard
eyewear): $0 copay.

Eyewear: Up to $300 per
calendar year for
prescription eyewear or
contact lenses purchased
from an EyeMed
provider.

Qut-of-Network:

Medicare covered eye
exam to diagnose and
treat diseases and
conditions of the eye:
$40 copay.

Routine eye exam (1
every calendar year): You
will receive up to a $40
reimbursement for a
routine vision exam
received from an out-of-

Medicare covered eye
exam to diagnose and
treat diseases and
conditions of the eye: $0
copay.

Routine eye exam (1
every calendar year): $0
copay when using an
EyeMed provider.

Eyeglasses or contact
lenses after cataract
surgery (for Medicare-
covered standard
eyewear): $0 copay.

Eyewear: Up to $300 per
calendar year for
prescription eyewear or
contact lenses purchased
from an EyeMed
provider.

Out-of-Network:

Medicare covered eye
exam to diagnose and
treat diseases and
conditions of the eye: $0
copay.

Routine eye exam (1
every calendar year): You
will receive up to a $40
reimbursement for a
routine vision exam
received from an out-of-
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network provider. You
will need to pay out of
pocket and submit to
EyeMed for
reimbursement.

Eyeglasses or contact
lenses after cataract
surgery (for Medicare-
covered standard

eyewear): $65 copay.

You will receive up to a
$200 reimbursement for
prescription eyewear or
contact lenses when
purchased from an out-
of-network provider. You
will need to pay out of
pocket and submit to
EyeMed for
reimbursement.

network provider. You
will need to pay out of
pocket and submit to
EyeMed for
reimbursement.

Eyeglasses or contact
lenses after cataract
surgery (for Medicare-
covered standard

eyewear): $40 copay.

You will receive up to a
$300 reimbursement for
prescription eyewear or
contact lenses when
purchased from an out-
of-network provider. You
will need to pay out of
pocket and submit to
EyeMed for
reimbursement.

network provider. You
will need to pay out of
pocket and submit to
EyeMed for
reimbursement.

Eyeglasses or contact
lenses after cataract
surgery (for Medicare-
covered standard

eyewear): $0 copay.

You will receive up to a
$300 reimbursement for
prescription eyewear or
contact lenses when
purchased from an out-
of-network provider. You
will need to pay out of
pocket and submit to
EyeMed for
reimbursement.
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Mental Health Care

In-Network:

Outpatient group
therapy visit: $30 copay.

Individual therapy visit:
$30 copay.

Inpatient Mental Health
Care:

Days 1-5: $350 copay per
day for each admission.

Days 6-90: $0 copay per
day.

Qut-of-Network:

Outpatient group
therapy visit: $65 copay.

Individual therapy
visit: $65 copay.

Inpatient Mental Health
Care: 30% of the total
cost per stay.

Prior authorization may
apply to Inpatient
Mental Health Care in-
network.

In-Network:

Outpatient group
therapy visit: $10 copay.

Individual therapy visit:
$10 copay.

Inpatient Mental Health
Care:

Days 1-3: $150 copay per
day for each admission.
Days 4-90: $0 copay per
day.

Out-of-Network:

Outpatient group
therapy visit: $40 copay.

Individual therapy
visit: $40 copay.

Inpatient Mental Health
Care: 20% of the total
cost per stay.

Prior authorization may
apply to Inpatient
Mental Health Care in-
network.

In-Network:

Outpatient group
therapy visit: $0 copay

Individual therapy visit:
$0 copay

Inpatient Mental Health
Care: $0 copay

Out-of-Network:

Outpatient group
therapy visit: $0 copay.

Individual therapy
visit: $0 copay.

Inpatient Mental Health
Care: $0 copay

Prior authorization may
apply to Inpatient
Mental Health Care in-
network.

Skilled Nursing Facility
(SNF)

In-Network:

Days 1-20: $0 copay per
day.

Days 21-44: $160

copay per day.

Days 45-100: $0

copay per day.
Out-of-Network:

30% of the total cost per
stay.

In-Network:

Days 1-20: $0 copay per
day.

Days 21-44: $160

copay per day.

Days 45-100: $0

copay per day.
Out-of-Network:

20% of the total cost per
stay.

In-Network:

$0 copay per stay
Out-of-Network:

$0 copay per stay.

Prior authorization is
required in-network.
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Prior authorization is
required in-network.

Prior authorization is
required in-network.

Outpatient
Rehabilitation

In-Network:

Occupational therapy
visit: $40 copay.

Physical therapy and
speech and language

therapy visit: $40 copay.

Qut-of-Network:

Occupational therapy
visit: $65 copay.

Physical therapy and
speech and language

therapy visit: $65 copay.

Prior authorization is
required after the 20%
visit in-network.

In-Network:

Occupational therapy
visit: $20 copay.

Physical therapy and
speech and language

therapy visit: $20 copay.

Qut-of-Network:

Occupational therapy
visit: $40 copay.

Physical therapy and
speech and language

therapy visit: $40 copay.

Prior authorization is
required after the 20%
visit in-network.

In-Network:

Occupational therapy
visit: $0 copay

Physical therapy and
speech and language
therapy visit: $0 copay.

Out-of-Network:

Occupational therapy
visit: $0 copay.

Physical therapy and
speech and language
therapy visit: $0 copay.

Prior authorization is
required after the 20%
visit in-network.

Ambulance

In-Network and Out-of-

In-Network and Out-of-

In-Network and Out-of-

Network:

Ground Ambulance:
$275 copay.

Air Ambulance: $275
copay.

Prior authorization
required for non-
emergency ambulance
services in-network.

Network:

Ground Ambulance:
$200 copay.

Air Ambulance: $200
copay.

Prior authorization
required for non-
emergency ambulance
services in-network.

Network:
Ground Ambulance: $0
copay.

Air Ambulance: $0 Copay

Prior authorization
required for non-
emergency ambulance
services in-network.
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Benefits/Services

Mass General
Brigham Advantage
(PPO)

Mass General
Brigham Advantage
Premier (PPO)

Mass General
Brigham Advantage
Signature (PPO)

Transportation

Up to $120 per quarter
(no carry over) for non-
emergent
transportation, like taxis,
public transportation or
rideshare for medical
visits. Members can use
their Flexible Benefit
Card where Mastercard
is accepted.

Up to $120 per quarter
(no carry over) for non-
emergent
transportation, like taxis,
public transportation or
rideshare for medical
visits. Members can use
their Flexible Benefit
Card where Mastercard
is accepted.

Up to $120 per quarter
(no carry over) for non-
emergent
transportation, like taxis,
public transportation or
rideshare for medical
visits. Members can use
their Flexible Benefit
Card where Mastercard
is accepted.

Medicare Part B Drugs
(including
chemotherapy)

In-Network:

For Part B drugs such as
chemotherapy drugs:
0% - 20% of the total
cost.

Medicare Part B insulin:
$35 copay.

Other Part B drugs: 0% -
20% of the total cost.

Qut-of-Network:

For Part B drugs such as
chemotherapy drugs:
40% of the total cost.

Medicare Part B insulin:
$35 copay.

Other Part B drugs: 40%
of the total cost.

May require prior
authorization for Part B
drugs in-network.

In-Network:

For Part B drugs such as
chemotherapy drugs:
0% - 20% of the total
cost.

Medicare Part B insulin:
$35 copay.

Other Part B drugs: 0% -
20% of the total cost.

Qut-of-Network:

For Part B drugs such as
chemotherapy drugs:
20% of the total cost.

Medicare Part B insulin:
$35 copay.

Other Part B drugs: 20%
of the total cost copay.
May require prior
authorization for Part B
drugs in-network.

In-Network:

For Part B drugs such as
chemotherapy drugs: $0
copay

Medicare Part B insulin:
$0 copay

Other Part B drugs: $0
copay
Out-of-Network:

For Part B drugs such as
chemotherapy drugs: $0
copay.

Medicare Part B insulin:
$0 copay

Other Part B drugs: $0
copay.

May require prior
authorization for Part B
drugs in-network.
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Mass General

Mass General

Mass General

(OTC)

(no carryover) toward
over-the-counter health
& wellness products.
Members will receive a
Flexible Benefits Card to
purchase eligible items
at participating retailers
where Mastercard is
accepted. Members may
also ask toreceive a
catalog and purchase
eligible items online,
phone, or by mail.

(no carryover) toward
over-the-counter health
& wellness products.
Members will receive a
Flexible Benefits Card to
purchase eligible items
at participating retailers
where Mastercard is
accepted. Members may
also ask toreceive a
catalog and purchase
eligible items online,
phone, or by mail.

Benefits/Services Brigham Advantage | Brigham Advantage | Brigham Advantage
(PPO) Premier (PPO) Signature (PPO)
Over-the-Counter Items Up to $85 per quarter | Up to $120 per quarter | Up to $130 per quarter

(no carryover) toward
over-the-counter health
& wellness products.
Members will receive a
Flexible Benefits Card to
purchase eligible items
at participating retailers
where Mastercard is
accepted. Members may
also ask toreceive a
catalog and purchase
eligible items online,
phone, or by mail.

Wellness Benefit

Up to a $450 combined
annual allowance to use
towards fitness, eligible
weight loss programs or
costs toward your
prescription hearing aids
using a Flexible Benefit
card. All purchases must
be done per your
benefits where
Mastercard® is accepted.

Up to a $450 combined
annual allowance to use
towards fitness, eligible
weight loss programs or
costs toward your
prescription hearing aids
using a Flexible Benefit
card. All purchases must
be done per your
benefits where
Mastercard® is accepted.

Up to a $450 combined
annual allowance to use
towards fitness, eligible
weight loss programs or
costs toward your
prescription hearing aids
using a Flexible Benefit
card. All purchases must
be done per your
benefits where
Mastercard® is accepted.
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PRESCRIPTION DRUG BENEFITS

Benefits/Services

Mass General Brigham Mass General Brigham Mass General Brigham

Advantage (PPO)

Advantage Premier

Advantage Signature

(PPO)

Deductible This plan does not have a prescription drug deductible.

(PPO)

Initial Coverage

You stay in the Initial Coverage Stage until your total out-of-pocket costs reach $2,000. You then move on to
the Catastrophic Coverage Stage.

Standard Retail Cost-
Sharing

Standard Retail Cost-
Sharing

Standard Retail Cost-
Sharing

Tier One-month supply One-month supply One-month supply
Tier 1 (Preferred
Generic) $0 copay $0 copay $0 copay
Tier 2 (Generic) $5 copay $5 copay $5 copay
Tier 3 (Preferred Brand) |$47 copay $47 copay $47 copay
Tier 4 (Non-Preferred
Drug) $100 copay $100 copay $100 copay

Tier 5 (Specialty Tier) 33% Coinsurance 33% Coinsurance 33% Coinsurance
Tier Two-month supply Two-month supply Two-month supply

Tier 1 (Preferred

Generic) $0 copay $0 copay $0 copay

Tier 2 (Generic) $10 copay $10 copay $10 copay

Tier 3 (Preferred Brand) |$94 copay $94 copay $94 copay

Tier 4 (Non-Preferred

Drug) $200 copay $200 copay $200 copay

Tier 5 (Specialty Tier) Not Applicable Not Applicable Not Applicable
Tier Three-month supply Three-month supply Three-month supply

Tier 1 (Preferred

Generic) $0 copay $0 copay $0 copay

Tier 2 (Generic) $15 copay $15 copay $15 copay

Tier 3 (Preferred Brand) |$141 copay $141 copay $141 copay

Tier 4 (Non-Preferred

Drug) $300 copay $300 copay $300 copay

Tier 5 (Specialty Tier)

Not Applicable

Not Applicable

Not Applicable
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Mass General Brigham
Advantage (PPO)

Mass General Brigham
Advantage Premier
(PPO)

Mass General Brigham
Advantage Signature
(PPO)

Standard Mail Order

Standard Mail Order

Standard Mail Order

Tier One-month supply One-month supply One-month supply
Tier 1 (Preferred
Generic) $0 copay $0 copay $0 copay
Tier 2 (Generic) $5 copay $5 copay $5 copay
Tier 3 (Preferred Brand) |$47 copay $47 copay $47 copay
Tier 4 (Non-Preferred
Drug) $100 copay $100 copay $100 copay

Tier 5 (Specialty Tier) 33% Coinsurance 33% Coinsurance 33% Coinsurance
Tier Two-month supply Two-month supply Two-month supply

Tier 1 (Preferred

Generic) $0 copay $0 copay $0 copay

Tier 2 (Generic) $10 copay $10 copay $10 copay

Tier 3 (Preferred Brand) |$94 copay $94 copay $94 copay

Tier 4 (Non-Preferred

Drug) $200 copay $200 copay $200 copay

Tier 5 (Specialty Tier)

Not Applicable

Not Applicable

Not Applicable

Tier Three-month supply Three-month supply Three-month supply
Tier 1 (Preferred
Generic) $0 copay $0 copay $0 copay
Tier 2 (Generic) $10 copay $10 copay $10 copay
Tier 3 (Preferred Brand) |$94 copay $94 copay $94 copay
Tier 4 (Non-Preferred
Drug) $200 copay $200 copay $200 copay

Tier 5 (Specialty Tier)

Not Applicable

Not Applicable

Not Applicable

If you reside in a long-term care facility, you pay the same as at a retail pharmacy.

Catastrophic Coverage

After your yearly out-of-pocket drug costs reach $2,000, you reach the catastrophic coverage stage:

* During this payment stage, you pay nothing for your covered Part D drugs,

* You may have cost sharing for drugs that are covered under our enhanced benefit.
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DISCLAIMERS

Mass General Brigham Health Plan Medicare Advantage
399 Revolution Drive, Suite 850
Somerville, MA 02145

Contact information and hours of operation:

Members

October 1-March 31 April 1-September 30
1-855-833-3668 (TTY: 711) 1-855-833-3668 (TTY: 711)
8:00 a.m. to 8:00 p.m., ET 8:00 a.m. to 8:00 p.m., ET
Monday through Sunday Monday through Friday

If you call after business hours, you may leave a message that includes your name and phone number, and a
representative will return your call no later than one business day after you leave a message. Customer
Service also has free language interpreter services available for non-English speakers.

Non-Members

October 1-March 31 April 1-September 30
1-888-828-5500 (TTY: 711) 1-888-828-5500 (TTY: 711)
8:00 a.m. to 8:00 p.m., ET 8:00 a.m. to 8:00 p.m., ET
Monday through Sunday Monday through Friday

Mass General Brigham Health Plan is an HMO-POS/PPO plan with a Medicare contract. Enrollment in Mass
General Brigham Advantage Health Plan depends on contract renewal.

This information is not a complete description of benefits. Contact the plan for more information. Limitations,
copayments, and restrictions may apply. Benefits, premiums and/or copayments/coinsurance may change on
January 1 of each year.

You must continue to pay your Medicare Part B premium.

The formulary, pharmacy network, and/or provider network may change at any time. You will receive notice
when necessary.

Out-of-network/non-contracted providers are under no obligation to treat Mass General Brigham Health Plan
members, except in emergency situations. For a decision about whether we will cover an out-of-network
service, we encourage you or your provider to ask us for a pre-service organization determination before you
receive the service. 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.

15308-0924-00
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IMPORTANT INFORMATION:

2025 Medicare Star Ratings

Mass General Brigham Health Plan - H6847

Official US.

Government
v | CCMS
InfOHnatiOﬂ CENTERS FOR MEDICARE & MEDICAID SERVICES

from Medicare:

For 2025, Mass General Brigham Health Plan - H6847 received the following Star Ratings

Overall Star Rating: Not enough data available*
Health Services Rating: Not enough data available
Drug Services Rating: Not enough data available

*Some plans do not have enough data to rate performance.

Every year, Medicare evaluates plans based on a 5-star rating system.

Why Star Ratings Are Important
Medicare rates plans on their health and drug services.

This lets you easily compare plans based on quality and
performance.

Star Ratings are based on factors that include:

Feedback from members about the plan's service and care
The number of members who left or stayed with the plan
The number of complaints Medicare got about the plan
Data from doctors and hospitals that work with the plan

More stars mean a better plan — for example, members may
get better care and better, faster customer service.

Get More Information on Star Ratings Online

The number of stars show how
well a plan performs.

% % % % % EXCELLENT

% % % % vvr ABOVE AVERAGE
% % % Yrvvr AVERAGE

* % v ¥ vy BELOW AVERAGE
* Yr s vy ve POOR

Compare Star Ratings for this and other plans online at Medicare.gov/plan-compare.

Questions about this plan?

Contact Mass General Brigham Health Plan 7 days a week from 8:00 a.m. to 8:00 p.m. Eastern time at 888-828-
5500 (toll-free) or 711 (TTY), from October 1 to March 31. Our hours of operation from April 1 to September 30 are
Monday through Friday from 8:00 a.m. to 8:00 p.m. Eastern time. Current members please call 855-833-3668 (toll-

free) or 711 (TTY).

H6487_1115MKT_M

14960-1024-02
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2025 Medicare Star Ratings

Mass General Brigham Health Plan - H9485

For 2025, Mass General Brigham Health Plan - H9485 received the following Star Ratings
from Medicare:

Overall Star Rating: J & K e vr
Health Services Rating: * % % KTy
Drug Services Rating: * K KTy

Every year, Medicare evaluates plans based on a 5-star rating system.

Why Star Ratings Are Important

Medicare rates plans on their health and drug services.

The number of stars show how
This lets you easily compare plans based on quality and well a plan performs.

performance.

% % % % % EXCELLENT

% % % % vvr ABOVE AVERAGE
Feedback from members about the plan's service and care * % % 77y AVERAGE

The number of members who left or stayed with the plan
The number of complaints Medicare got about the plan
Data from doctors and hospitals that work with the plan

Star Ratings are based on factors that include:

% % Yrvrvvr BELOW AVERAGE
* V¢ s vrve POOR

More stars mean a better plan — for example, members may
get better care and better, faster customer service.

Get More Information on Star Ratings Online
Compare Star Ratings for this and other plans online at Medicare.gov/plan-compare.

Questions about this plan?
Contact Mass General Brigham Health Plan 7 days a week from 8:00 a.m. to 8:00 p.m. Eastern time at 888-828-
5500 (toll-free) or 711 (TTY), from October 1 to March 31. Our hours of operation from April 1 to September 30 are

Monday through Friday from 8:00 a.m. to 8:00 p.m. Eastern time. Current members please call 855-833-3668 (toll-
free) or 711 (TTY).

H9485_1116MKT_M 14960-1024-02
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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 1-855-833-3668. 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 1-855-833-
3668. Alguien que hable espaiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: {8t 0 Be MRS, RN E S TR s 29 R [T B8 0], AN9EE
SEEIEIRSS, 1580 1-855-833-3668, }MI]EI’JEWZIFF/\ AR RER I, TR S

Chinese Cantonese: &% H M e sl B O Fg v sEA7F A BEf, At BAMEe e B fieE ks, WE
WeE IR, smElH 1-855-833-3668, }Jdl”ﬁu%tlﬂjzefj/\a e At B, 38 T E IR,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga katanungan
ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan
lamang kami sa 1-855-833-3668. 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 1-855-833-3668. Un interlocuteur parlant Frangais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vy thong dich mién phi dé tra 1o cac cau hdi vé chuong sirc khde va chuong
trinh thuéc men. Néu qui vi can théng dich vién xin goi 1-855-833-3668 s& c6 nhan vién ndi tiéng Viét giup d&
qui vi. Day |a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-855-833-3668. Man wird Ihnen dort auf Deutsch
weiterhelfen. Dieser Service ist kostenlos.

Korean: JAI= 95 H3E T o B #3t Ao @i =8|z 5 59 Mu|2E
Asstn syt =9 Aﬂu]/\e ol gt 3} 1-855- 833-3668 Mo o] FHA L.
g=roj & sk %%X}ﬂ Fop =9 AU of MRlAs FEER 9EYY.

_—

Russian: Ecin y Bac BO3HUKHYT BONPOCbI OTHOCUTENIbHO CTPAXOBOTO MW MeAMKAMEHTHOIO NJ1aHa, Bbl MOXeTe
BOCNONb30BaTbCA HALWIMMM BecnaaTHbIMK YCyraMmn nepeBoaYMKoB. YTobbl BOCNOb30BATLCA YCyramum
nepeBoAdMKa, NO3BOHUTE Ham Mo TesiepoHy 1-855-833-3668. Bam oOKaXKeT NOMOLLb COTPYAHWUK, KOTOPbIA
roBOpPMUT NO-pyccKu. [laHHas ycnyra 6ecnnatHas.

20 Y0166_0784MKT_C Form CMS-10802 (Expires 12/31/25)
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Arabic: ez e Jgsaml Lo L9391 Jour 9l dousally 3last Al (ST e HW dolmall ()9l e jiall Clods puds L)
doyall Gumiy b pased pgdaw .[1-855-833-3668] e Ly JuaiVl Sgw Wil udd (5358 Ailone dods 0 &liue iy,

Hindi: HR TATELY I7 €T hl AISTelT oh SR & 37T0eh feh T 81 92T o STaTe &1 o folw gaAR I1e HoheT genirar
YaATT 3TCTSY §. Teh GATTIAT JTC &t o [T, &1 &7 1-855-833-3668 UX el Y. IS e kel Sl Tgoal
STeTclT & 3Tl FHee, T Hehll . Ig Teh HUFd AT &.

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 1-855-833-3668. Un nostro incaricato
che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretagao gratuitos para responder a qualquer questdo que tenha
acerca do nosso plano de salide ou de medicagdo. Para obter um intérprete, contacte-nos através do nimero
1-855-833-3668. Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é 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 entéprét, jis rele nou nan
1-855-833-3668. 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 lekdw. Aby skorzysta¢ z pomocy ttumacza znajacego jezyk polski,
nalezy zadzwoni¢ pod numer 1-855-833-3668. Ta ustuga jest bezptatna.

Japanese: il DR (EHEMRER & SR ALJTIRT T BT 2 SHEMICBEZ T A0 12, MRt
WIRT—E 225N T3 nwFE T, #alk2 THMIC % 51213 1-855-833-3668 I BHH 728 v, H
KEEFETAN & 2L ET, 2nREROY— 2 TT,

This plan is underwritten by Mass General Brigham Health Plan, Inc. 14414-0623-02
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Mass General Brigham Health Plan Non-Discrimination Notice

Discrimination is Against the Law

Mass General Brigham Health Plan complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex (consistent with the
scope of sex discrimination described at 45 CFR § 92.101(a)(2)). Mass General Brigham Health Plan
does not exclude people or treat them less favorably because of race, color, national origin, age,

disability, or sex.

Mass General Brigham Health Plan:

+ Provides people with disabilities reasonable
modifications and free appropriate auxiliary
aids and services to communicate effectively
with us, such as:

- Qualified sign language interpreters

- Written information in other formats (large
print, audio, accessible electronic formats,
other formats).

+ Provides free language assistance services to
people whose primary language is not English,
which may inlude:

- Qualified interpreters
- Information written in other languages
If you need these services

If you need reasonable modifications,
appropriate auxiliary aids and services,
or language assistance services, contact
Medicare Advantage Customer Service.

Mass General Brigham Health Plan
Medicare Advantage Customer Service
399 Revolution Drive, Suite 850
Somerville, MA 02145

You can reach our Customer Service team
by calling: 855-833-3668 (TTY: 711)
October 1 — March 31

8:00 a.m. 10 8:00 p.m. ET

Monday through Sunday

April 1T — September 30

8:00 a.m. 10 8:00 p.m. ET

Monday through Friday

Email:
HealthPlanMedAdvCustomerService@mgb.org

This plan is underwritten by Mass General Brigham Health Plan, Inc.
MGBAdvantage.org

If you believe that Mass General Brigham Health
Plan has failed to provide these services or
discriminated in another way on the basis of
race, color, national origin, age, disability, or

sex, you can file a grievance with Appeals and
Grievances Coordinator.

MASS GENERAL BRIGHAM HEALTH PLAN
APPEALS AND GRIEVANCES DEPARTMENT
399 REVOLUTION DRIVE

SOMERVILLE, MA 02145

Phone: 855-833-3668 (TTY 711)
Fax: 617-526-1980
Email: HealthPlanAppealsGrievance@mgb.org

You can file a grievance in person, or by mail,
fax, or email. If you need help filing a grievance,
Appeals and Grievances Coordinator is available
to help you.

You can also file a civil rights complaint with the
U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the
Office for Civil Rights Complaint Portal, available
at ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by
mail or phone at:

US DEPARTMENT OF HEALTH & HUMAN SERVICES
ROOM 509F, HHH BLDG

200 INDEPENDENCE AVE, SW

WASHINGTON DC 20201

Phone: 800-368-1019
800-537-7697 (TDD)

Complaint forms are available at:
hhs.gov/ocr/office/file/index.html

This notice is available at Mass General Brigham
Health Plan website: MGBAdvantage.org

Y0166_0785MKT_C
14512-0924-03
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