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Mass General Brigham
Health Plan

Pre-Enrollment Checklist

Before making an enroliment decision, review the plan’'s benefits and rules. If you have
questions, you can call and speak to a Medicare Advisor.

You can reach our team by calling: 888-828-5500 (TTY: 711)

October 1 — March 31, 8 a.m. to 8 p.m. ET, Monday through Sunday
April T — September 30, 8 a.m. to 8 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 to view or call 888-828-5500 (TTY 711) to receive a copy of the EOC.

Review the provider directory (or ask your doctor) to see if 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 see if 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 see if your drugs are covered.

Understanding important rules

O

O

a

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, 2027.

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 may 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.
Once you enroll in a Medicare Advantage plan, it's your choice whether to keep or drop
your Medigap policy.

This plan is underwritten by Mass General Brigham Health Plan, Inc. Mass General Brigham
Health Plan is an HMO-POS/PPO organization with a Medicare contract. Enrollment in Mass
General Brigham Health Plan depends on contract renewal. Other providers/pharmacies are
included in our network. YO0166_1580MKT_C 14515-0925-03
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SECTION | - INTRODUCTION TO

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

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

e 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.

¢ |f 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.

e |f 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

e Things to Know About Mass General Brigham Advantage Secure (HMO-POS).
e Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services.
e Covered Medical and Hospital Benefits.

e 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).

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

Hours of Operation & Contact Information

15307-0925-01
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From October 1 to March 31, we’re open 8 a.m. — 8 p.m., 7 days a week.

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

e QOur 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.

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

e 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: Deductible, Initial Coverage, and Catastrophic Coverage.

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

Brigham Health Plan

15307-0925-01
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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)

(includes both
medical and drugs)

Benefits
Monthly Plan $62 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: S350 for Tiers 3, 4 and 5 except for covered insulin
products and most adult Part D vaccines. Deductible is not applicable on tiers 1 and
2.

Maximum Out-of-
Pocket
Responsibility
(does not include
Part D prescription
drugs)

Benefits/Services

COVERED MEDICAL AND HOSPITAL BENEFITS

Your yearly limit(s) in this plan:

e 53,350 for services you receive from in-network providers.
e 57,000 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.

Mass General Brigham Advantage Secure (HMO-POS)

Inpatient Hospital

In-Network:

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

Days 6 and beyond: SO copay per 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 both in-network and out-of-network.
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Outpatient Hospital

In-Network:
Outpatient hospital: SO - $200 copay.
Outpatient Surgery: S0 - $200 copay.

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

Out-of-Network:

Outpatient hospital: 30% of the total cost.
Outpatient Surgery: 30% of the total cost.

Prior authorization may be required both in-network and out-of-network.

Ambulatory Surgical
Center

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

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

Out-of-Network:

Ambulatory Surgical Center: 30% of the total cost.

Prior authorization may be required both in-network and out-of-network.

Doctor's Office
Visits

In-Network:
Primary care physician visit: SO 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:

S0 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:

S0 copay for all preventive services covered under Original Medicare at zero cost
sharing.
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Emergency Care

In-Network and Out-of-Network:

$130 copay per visit.

Worldwide Emergency Coverage: $130 copay (see details on maximum coverage
limit under Worldwide Emergency Coverage, Worldwide Urgent Coverage and
Worldwide Emergency Transportation).

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

Urgently Needed
Services

In-Network and Out-of-Network:

S50 copay per visit.

Worldwide Urgent Coverage: $50 copay (see details on maximum coverage limit
under Worldwide Emergency Coverage, Worldwide Urgent Coverage and
Worldwide Emergency Transportation).

Diagnostic Services
/ Labs/ Imaging

In-Network:

Diagnostic tests and procedures: $20 copay.

Lab services: SO 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): S60 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.

Prior authorization may be required in-network and out-of-network.

Hearing Services

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

Routine hearing exam (1 every calendar year): SO 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.
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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: SO copay when using a DentaQuest provider.
Comprehensive Services: SO copay when using a DentaQuest provider.

Out-of-Network:

Medicare-Covered dental exam: S50 copay.
Preventive Services: S0 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
cost share 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.

Prior authorization may be required for certain services in-network and out-of-
network. Clinical criteria guidelines are used when reviewing pre-treatment
estimates, prior authorization requests and/or claims for in-network and out of
network services. The criteria used are generally accepted dental standards and
information gathered from practicing dentists and dental organizations such as the
American Dental Association.

Vision Services

In-Network:

Medicare-covered exam to diagnose and treat diseases and conditions of the eye:
S45 copay.

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

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

Routine eyewear: Up to $250 per calendar year for prescription eyewear or contact
lenses purchased from an EyeMed provider.
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Out-of-Network:

Medicare-covered exam to diagnose and treat diseases and conditions of the eye:
S50 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.

Routine 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 and beyond: SO 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.

Notification is required within 72 hours of admission.

Before you receive in-network or out-of network inpatient services (except
emergency and urgently needed services), your provider must first obtain prior
authorization.

Skilled Nursing
Facility (SNF)

In-Network:

Days 1-20: SO copay per day.
Days 21-44: $S160 copay per day.
Days 45-100: SO copay per day.
Out-of-Network:

30% of the total cost per stay.
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Prior authorization may be required in-network and out-of-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 and out-of-network.

Ambulance

In-Network and Out-of-Network:

Ground Ambulance: $300 copay.
Air Ambulance: $300 copay.

Worldwide Emergency Transportation: $300 copay (see details on maximum
coverage limit under Worldwide Emergency Coverage, Worldwide Urgent Coverage
and Worldwide Emergency Transportation).

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

Transportation

Up to $120 per quarter allowance for non-emergent transportation to medical visits
and to pick up prescriptions from the pharmacy. Transportation includes but not
limited to taxis, public transportation, rideshare and ferry boats. The quarterly
allowance does not carry over quarter to quarter. The allowance will be
automatically loaded onto your Flexible Benefit Mastercard. New members will
receive their Flexible Benefit Mastercard upon their enrollment in the plan. Existing
Medicare Advantage members continue to use their existing card until it expires or
disenroll from the plan.

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: up to a $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: up to a $35 copay.
Other Part B drugs: 20% of the total cost.

Prior authorization for Part B drugs may be required in-network and out-of-network.
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Certain Part B prescription drugs may be subject to Part B step therapy* Refer to the
list of covered drugs (Formulary). Visit our website at MGBAdvantage.org or call
Customer Service at 1-855-833-3668 (TTY: 711).

*Trying certain drugs for your medical condition before coverage of another drug for
that same condition.

Over-the-Counter
Items (OTC)

Up to $95 per quarter allowance to purchase eligible OTC items at participating
retailers. The quarterly allowance does not carry over quarter to quarter. The
allowance is automatically loaded onto your Flexible Benefit Mastercard. New
members will receive their Flexible Benefit Mastercard upon enrollment in the plan.
Existing Medicare Advantage members continue to use their existing card until it
expires or disenrolls from the plan. A mobile app is available to search for eligible
products while shopping. Members may also ask to receive a catalog to purchase
eligible items online, by phone or by mail.

Wellness Benefit

Up to $S450 combined annual allowance to use towards eligible fitness, weight loss
programs or costs toward your prescription hearing aids. The annual allowance does
not carry over. The allowance will be automatically loaded onto your Flexible Benefit
Mastercard. New members will receive their Flexible Benefit Mastercard upon their
enrollment in the plan. Existing Medicare Advantage members continue to use their
existing card until it expires or disenroll from the plan. Members can use their
Flexible Benefit Card where Mastercard® is accepted.

Annual Wellness

S50 reward for completing your annual wellness visit*.

The reward will be automatically loaded onto your Flexible Benefit Mastercard. New
members will receive their Flexible Benefit Mastercard upon their enroliment in the
plan. Existing Medicare Advantage members continue to use their existing card until
it expires or disenroll from the plan.

*Medicare-covered Annual Wellness Visit does not include your “Welcome to

Visit Reward Medicare Visit.” The “Welcome to Medicare Visit” is a one-time appointment for new
Medicare enrollees done in their first year. The Medicare-covered Annual Wellness
Visit is scheduled every year, 12-months after your “Welcome to Medicare” visit. This
exam is different from your physical because it focuses on preventative care and
doesn’t include comprehensive examination which includes vital signs, blood tests
and other diagnostic tests or valuation of other health concerns.

Worldwide $50,000 maximum coverage limit.

Emergency

Coverage,
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Worldwide Urgent | Limited services classified as emergency or post stabilization care had they been

Coverage and provided in the US or its territories. Part D prescription drugs obtained at a retail
Worldwide pharmacy not covered. Foreign taxes and fees (including but not limited to currency
Emergency conversion or transaction fees) are not covered.

Transportation
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PRESCRIPTION DRUG BENEFITS

Prescription Drug Deductible: $350 for Tiers 3, 4 and 5 except for covered insulin
products and most adult Part D vaccines. Deductible is not applicable on tiers 1 and 2.

Deductible

Initial Coverage

You stay in the Initial Coverage Stage until your total out-of-pocket costs reach $2,100.

You then move on to the Catastrophic Coverage Stage.

Standard Retail Cost-Sharing

Tier

One-month supply

Two-month supply

Three-month supply

Tier 1
(Preferred
Generic)

SO copay

S0 copay

SO copay

Tier 2
(Generic)

S5 copay

$10 copay

$15 copay

Tier 3
(Preferred
Brand)

S47 copay

$94 copay

$141 copay

Tier 4 (Non-
Preferred
Drug)

25% coinsurance

25% coinsurance

25% coinsurance

Tier 5
(Specialty Tier)

29% coinsurance

N/A

N/A

Standard Mail Order

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

Tier1
(Preferred SO copay S0 copay SO copay
Generic)
Tier 2

) S5 copay $10 copay $10 copay
(Generic)
Tier 3
(Preferred S47 copay $94 copay $94 copay
Brand)
Tier 4 (Non-
Preferred 25% coinsurance 25% coinsurance 25% coinsurance
Drug)
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PRESCRIPTION DRUG BENEFITS

Tier 5
(Specialty Tier)

29% coinsurance N/A N/A

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 $2,100, you reach the catastrophic
Coverage coverage stage:

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

e 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 AM to 8:00 PM, EST 8:00 AM to 8:00 PM, EST
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 AM to 8:00 PM, EST 8:00 AM to 8:00 PM, EST
Monday through Sunday Monday through Friday

Customer Service also has free language interpreter services available for non-English speakers.
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.
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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.
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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
at 1-855- 833-3668 (TTY: 711) 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

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

e 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 Medicare 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.

¢ |f 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

e Things to Know About Mass General Brigham Advantage (PPO), Mass General Brigham Advantage
Premier (PPO) and Mass General Brigham Advantage Signature (PPO)

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

e Covered Medical and Hospital Benefits

e 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
e From October 1 to March 31 we’re open 8 a.m. — 8 p.m., 7 days a week.
e From April 1 to September 30, we’re open 8 a.m. — 8 p.m., Monday through Friday.
e If you are a member of this plan, call us at 1-855- 833-3668, TTY: 711.
e |f you are not a member of this plan, call us at 1-888-828-5500, TTY: 711.

e 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.

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

e Or, call us and we will send you a copy of the formulary.
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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: Deductible, Initial Coverage, and Catastrophic Coverage.

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

Brigham Health Plan
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Mass General
Brigham Advantage
(PPO)

Mass General
Brigham Advantage
Premier (PPO)

SECTION Il - SUMMARY OF BENEFITS

Mass General
Brigham Advantage
Signature (PPO)

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

SERVICES

Monthly Plan Premium
(includes both medical
and drugs)

SO 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.

$150 per month. In
addition, you must
continue to pay your
Medicare Part B
premium.

$325 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: $350 for
Tiers 3, 4 and 5 except
for covered insulin
products and most adult
Part D

vaccines. Deductible is
not applicable on tiers 1
and 2.

Medical Deductible: This
plan does not have a
medical deductible.
Prescription Drug
Deductible: $350 for
Tiers 3, 4 and 5 except
for covered insulin
products and most adult
Part D

vaccines. Deductible is
not applicable on tiers 1
and 2.

Medical Deductible: This
plan does not have a
medical deductible.
Prescription Drug
Deductible: $350 for
Tiers 3, 4 and 5 except
for covered insulin
products and most adult
Part D

vaccines. Deductible is
not applicable on tiers 1
and 2.

Maximum Out-of-Pocket
Responsibility

(does not include Part D
prescription drugs)

Your yearly limit(s) in this
plan:
e $5,500 for services
you receive from

Your yearly limit(s) in this
plan:
e $3,150 for services
you receive from

Your yearly limit(s) in this
plan:
e SO for services you
receive from in-
network providers.
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in-network
providers.

e $9,550 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.

in-network
providers.

e S$5,450 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.

e SO 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

Inpatient Hospital

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

Days 6 and beyond: SO
copay per day.

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

Out-of-Network:

30% of the total cost per
stay.

May require prior
authorization in-
network.

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

Days 4 and beyond: SO
copay per day.

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

Out-of-Network:

20% of the total cost per
stay.

May require prior
authorization in-
network.

Benefits/Services Mass General Mass General Mass General
Brigham Advantage | Brigham Advantage | Brigham Advantage
(PPO) Premier (PPO) Signature (PPO)
In-Network: In-Network: In-Network:

$0 copay per stay.

Out-of-Network:

S0 copay per stay.

May require prior
authorization in-
network.
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Benefits/Services

Mass General

Mass General

Mass General

Outpatient Hospital

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

Outpatient hospital: SO -
$300 copay.

Outpatient Surgery: SO -
$300 copay.

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

Out-of-Network:

Outpatient hospital: SO -
$125 copay.

Outpatient Surgery: S0 -
$125 copay.

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

Out-of-Network:

Outpatient hospital: SO
copay.

Outpatient Surgery: SO
copay.

Out-of-Network:

Outpatient hospital: SO
copay.

Outpatient Surgery: SO
copay.

May require prior
authorization in-

Ambulatory Surgical
Center

Outpatient hospital: 40% | Outpatient hospital: 20% NEtWOrk:

of the total cost. of the total cost.

Outpatient Surgery: 40% | Outpatient Surgery: 20%

of the total cost. of the total cost.

May require prior May require prior

authorization in- authorization in-

network. network.

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

Ambulatory Surgical
Center: SO - $300 copay.

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

Ambulatory Surgical
Center: SO - $125 copay.

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

Ambulatory Surgical
Center: SO copay

Out-of-Network:

Ambulatory Surgical
Center: SO copay.

May require prior
authorization in-
network.
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Benefits/Services

Mass General

Mass General

Mass General

Doctor's Office Visits

Brigham Advantage | Brigham Advantage | Brigham Advantage
(PPO) Premier (PPO) Signature (PPO)
Out-of-Network: Out-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:

Primary care physician
visit: SO copay

Specialist visit: $50
copay.

Out-of-Network:

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

Primary care physician
visit: SO copay

Specialist visit: $25
copay.

Out-of-Network:

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

Primary care physician
visit: SO copay

Specialist visit: SO copay.

Out-of-Network:

Primary care physician
visit: SO copay.

Specialist visit: SO copay.

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

In-Network:

S0 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:

S0 copay for all
preventive services

In-Network:

S0 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:

S0 copay for all
preventive services

In-Network:

S0 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:

S0 copay for all
preventive services
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Benefits/Services

Mass General
Brigham Advantage
(PPO)

Mass General
Brigham Advantage
Premier (PPO)

Mass General
Brigham Advantage
Signature (PPO)

covered under Original
Medicare at zero cost
sharing.

covered under Original
Medicare at zero cost
sharing.

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:
$130 copay per visit.

Worldwide Emergency
Coverage: $130 copay
(see details on maximum
coverage limit under
Worldwide Emergency
Coverage, Worldwide
Urgent Coverage and
Worldwide Emergency
Transportation).

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

Network:
$150 copay per visit.

Worldwide Emergency
Coverage: $150 copay
(see details on maximum
coverage limit under
Worldwide Emergency
Coverage, Worldwide
Urgent Coverage and
Worldwide Emergency
Transportation).

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

Network:

S0 copay

Worldwide Emergency
Coverage: S0 copay (see
details on maximum
coverage limit under
Worldwide Emergency
Coverage, Worldwide
Urgent Coverage and
Worldwide Emergency
Transportation).

Urgently Needed
Services

In-Network and Out-of-

In-Network and Out-of-

In-Network and Out-of-

Network:
S50 copay per visit.

Worldwide Urgent
Coverage: $50 copay
(see details on maximum
coverage limit under
Worldwide Emergency
Coverage, Worldwide
Urgent Coverage and
Worldwide Emergency
Transportation).

Network:
$30 copay per visit.

Worldwide Urgent
Coverage: $30 copay
(see details on maximum
coverage limit under
Worldwide Emergency
Coverage, Worldwide
Urgent Coverage and
Worldwide Emergency
Transportation).

Network:
S0 copay

Worldwide Urgent
Coverage: SO copay (see
details on maximum
coverage limit under
Worldwide Emergency
Coverage, Worldwide
Urgent Coverage and
Worldwide Emergency
Transportation).
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Benefits/Services

Mass General

Mass General

Mass General

Diagnostic Services /
Labs/ Imaging

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

Diagnostic tests and
procedures: $20 copay.

Lab services: SO copay

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

X-rays: $15 copay.

Therapeutic radiology
services (such as
radiation treatment for
cancer): S60 copay.

Out-of-Network:

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

Lab services: 40% of the
total cost.

Diagnostic Radiology
Services (such as MRI,
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.

Diagnostic tests and
procedures: SO copay

Lab services: SO copay.

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

X-rays: SO copay

Therapeutic radiology
services (such as
radiation treatment for
cancer): S60 copay.

Out-of-Network:

Diagnostic tests and
procedures: $10 copay.

Lab services: $10 copay.

Diagnostic Radiology
Services (such as MRI,
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.

Diagnostic tests and
procedures: SO copay

Lab services: SO copay

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

X-rays: SO copay

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

Out-of-Network:

Diagnostic tests and
procedures: SO copay.

Lab services: SO copay.

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

X-rays: SO copay.

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

May require prior
authorization in-
network.
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Benefits/Services

Mass General

Mass General

Mass General

Hearing Services

Brigham Advantage | Brigham Advantage | Brigham Advantage
(PPO) Premier (PPO) Signature (PPO)
May require prior

authorization in-

network.

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

Medicare-covered
hearing exam: S50
copay.

Routine hearing exam (1
every calendar year): S0
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: $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

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.

Out-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

Medicare-covered
hearing exam: SO copay.

Routine hearing exam (1
every calendar year): SO
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: SO 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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Benefits/Services

Mass General

Mass General

Mass General

Dental Services

Brigham Advantage | Brigham Advantage | Brigham Advantage
(PPO) Premier (PPO) Signature (PPO)
TruHearing Premium TruHearing Premium

Aids. Aids.

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

Medicare-Covered
dental exam: $50 copay.

Preventive Services: SO
copay when using a
DentaQuest provider.

Comprehensive Services:
SO copay when using a
DentaQuest provider.

Prior authorization may
be required for certain
services in-network.
Clinical criteria
guidelines are used when
reviewing pre-treatment
estimates, prior
authorization requests
and/or claims for in-
network. The criteria
used are generally
accepted dental
standards and
information gathered
from practicing dentists
and dental organizations
such as the American
Dental Association.

Out-of-Network:

Medicare-Covered
dental exam: $65 copay.

Medicare-Covered
dental exam: $25 copay.

Preventive Services: SO
copay when using a
DentaQuest provider.

Comprehensive Services:
SO copay when using a
DentaQuest provider.

Prior authorization may
be required for certain
services in-network.
Clinical criteria
guidelines are used when
reviewing pre-treatment
estimates, prior
authorization requests
and/or claims for in-
network. The criteria
used are generally
accepted dental
standards and
information gathered
from practicing dentists
and dental organizations
such as the American
Dental Association.

Out-of-Network:

Medicare-Covered
dental exam: $40 copay.

Medicare-Covered
dental exam: SO copay.

Preventive Services: SO
copay when using a
DentaQuest provider.

Comprehensive Services:
S0 copay when using a
DentaQuest provider.

Prior authorization may
be required for certain
services in-network.
Clinical criteria
guidelines are used when
reviewing pre-treatment
estimates, prior
authorization requests
and/or claims for in-
network. The criteria
used are generally
accepted dental
standards and
information gathered
from practicing dentists
and dental organizations
such as the American
Dental Association.

Out-of-Network:

Medicare-Covered
dental exam: SO copay.
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Benefits/Services

Mass General
Brigham Advantage
(PPO)

Mass General
Brigham Advantage
Premier (PPO)

Mass General
Brigham Advantage
Signature (PPO)

Preventive Services: SO
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 cost share
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
services are provided
through DentaQuest.
Refer to the Evidence of
Coverage for complete
details.

Preventive Services: SO
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 cost share
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
services are provided
through DentaQuest.
Refer to the Evidence of
Coverage for complete
details.

Preventive Services: SO
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 cost share
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
services are provided
through DentaQuest.
Refer to the Evidence of
Coverage for complete
details.
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Benefits/Services

Mass General

Mass General

Mass General

Vision Services

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

Medicare covered eye
exam to diagnose and
treat diseases and
conditions of the eye:
S50 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): SO copay

Routine eyewear: Up to
$200 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:
S65 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

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

Routine eye exam (1
every calendar year): S0
copay when using an
EyeMed provider.

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

Routine 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:
S40 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

Medicare covered eye
exam to diagnose and
treat diseases and
conditions of the eye: SO
copay

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

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

Routine 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: SO
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
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Benefits/Services

Mass General
Brigham Advantage
(PPO)

Mass General
Brigham Advantage
Premier (PPO)

Mass General
Brigham Advantage
Signature (PPO)

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.

Routine eyewear: 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.

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.

Routine eyewear: 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.

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): SO copay.

Routine eyewear: 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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Benefits/Services

Mass General

Mass General

Mass General

Mental Health Care

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

Outpatient group
therapy visit: $30 copay.

Individual therapy visit:
S30 copay.

Inpatient Mental Health
Care:

Days 1-5: $350 copay per

day for each admission.

Days 6 and beyond: SO
copay per day.

Out-of-Network:

Outpatient group
therapy visit: $65 copay.

Individual therapy

visit: S65 copay.
Inpatient Mental Health
Care:

30% of the total cost per
stay.

Notification is required
within 72 hours of
admission.

Before you receive in-
network inpatient
services (except
emergency and urgently
needed services), your
network provider must
first obtain prior
authorization.

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 and beyond: S0
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.

Notification is required
within 72 hours of
admission.

Before you receive in-
network inpatient
services (except
emergency and urgently
needed services), your
network provider must
first obtain prior
authorization.

Outpatient group
therapy visit: SO copay

Individual therapy visit:
S0 copay

Inpatient Mental Health
Care: SO copay

Out-of-Network:

Outpatient group
therapy visit: SO copay.

Individual therapy

visit: SO copay.
Inpatient Mental Health
Care: SO copay

Notification is required
within 72 hours of
admission.

Before you receive in-
network inpatient
services (except
emergency and urgently
needed services), your
network provider must
first obtain prior
authorization.
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Benefits/Services

Mass General

Mass General

Mass General

Skilled Nursing Facility

Days 1-20: SO copay per
day.

Days 21-44: 5160

copay per day.

Days 45-100: SO
copay per day.

Days 1-20: SO copay per
day.

Days 21-44: 5160

copay per day.

Days 45-100: SO
copay per day.

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

S0 copay per stay.

Out-of-Network:

S0 copay per stay.

May require prior
authorization in-

(SNF) network.
Out-of-Network: Out-of-Network:
30% of the total cost per | 20% of the total cost per
stay. stay.
May require prior May require prior
authorization in- authorization in-
network. network.
In-Network: In-Network: In-Network:

Outpatient
Rehabilitation

Occupational therapy
visit: $40 copay.

Physical therapy and
speech and language
therapy visit: $40 copay.

Out-of-Network:

Occupational therapy
visit: S65 copay.

Physical therapy and
speech and language
therapy visit: $65 copay.

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

Occupational therapy
visit: $20 copay.

Physical therapy and
speech and language
therapy visit: $20 copay.

Out-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.

Occupational therapy
visit: SO copay

Physical therapy and
speech and language
therapy visit: SO copay

Out-of-Network:

Occupational therapy
visit: SO copay.

Physical therapy and
speech and language
therapy visit: SO copay.

Prior authorization is
required after the 20™
visit 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)

Ambulance

In-Network and Out-of-

In-Network and Out-of-

In-Network and Out-of-

Network:

Ground Ambulance:
$330 copay.

Air Ambulance: $330
copay.

Worldwide Emergency
Transportation: $330
copay (see details on
maximum coverage limit
under Worldwide
Emergency Coverage,
Worldwide Urgent
Coverage and
Worldwide Emergency
Transportation).

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

Network:

Ground Ambulance:
$300 copay.

Air Ambulance: $300
copay.

Worldwide Emergency
Transportation: $300
copay (see details on
maximum coverage limit
under Worldwide
Emergency Coverage,
Worldwide Urgent
Coverage and
Worldwide Emergency
Transportation).

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

Network:

Ground Ambulance: SO
copay

Air Ambulance: SO copay

Worldwide Emergency
Transportation: SO copay
(see details on maximum
coverage limit under
Worldwide Emergency
Coverage, Worldwide
Urgent Coverage and
Worldwide Emergency
Transportation).

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

Transportation

Up to $120 per quarter
allowance for non-
emergent transportation
to medical visits and to
pick up prescriptions
from the pharmacy.
Transportation includes
but not limited to taxis,
public transportation,
rideshare and ferry
boats. The quarterly
allowance does not carry
over quarter to quarter.
The allowance will be
automatically loaded

Up to $120 per quarter
allowance for non-
emergent transportation
to medical visits and to
pick up prescriptions
from the pharmacy.
Transportation includes
but not limited to taxis,
public transportation,
rideshare and ferry
boats. The quarterly
allowance does not carry
over quarter to quarter.
The allowance will be
automatically loaded

Up to $120 per quarter
allowance for non-
emergent transportation
to medical visits and to
pick up prescriptions
from the pharmacy.
Transportation includes
but not limited to taxis,
public transportation,
rideshare and ferry
boats. The quarterly
allowance does not carry
over quarter to quarter.
The allowance will be
automatically loaded
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Benefits/Services

Mass General
Brigham Advantage
(PPO)

Mass General
Brigham Advantage
Premier (PPO)

Mass General
Brigham Advantage
Signature (PPO)

onto your Flexible
Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan.

onto your Flexible
Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan.

onto your Flexible
Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan.

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:
up to a $35 copay.

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

Out-of-Network:

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

Medicare Part B insulin:
up to a $35 copay.

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

Certain Part B
prescription drugs may
be subject to Part B step
therapy.* Refer to the
list of covered drugs

In-Network:

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

Medicare Part B insulin:
up to a $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:
up to a $35 copay.

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

Certain Part B
prescription drugs may
be subject to Part B step
therapy.* Refer to the
list of covered drugs

In-Network:

For Part B drugs such as
chemotherapy drugs: SO
copay

Medicare Part B insulin:
S0 copay

Other Part B drugs: SO
copay

Out-of-Network:

For Part B drugs such as
chemotherapy drugs: SO
copay.

Medicare Part B insulin:
S0 copay.

Other Part B drugs: SO
copay.

Certain Part B
prescription drugs may
be subject to Part B step
therapy.* Refer to the
list of covered drugs
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Benefits/Services

Mass General
Brigham Advantage
(PPO)

Mass General
Brigham Advantage
Premier (PPO)

Mass General
Brigham Advantage
Signature (PPO)

(Formulary). Visit our
website
at MGBAdvantage.org or

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

*Trying certain drugs for
your medical condition
before coverage of
another drug for that
same condition.

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

(Formulary). Visit our
website
at MGBAdvantage.org or

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

*Trying certain drugs for
your medical condition
before coverage of
another drug for that
same condition.

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

(Formulary). Visit our
website

at MGBAdvantage.org or
call Customer Service at
1-855- 833-3668 (TTY:
711).

*Trying certain drugs for

your medical condition
before coverage of
another drug for that
same condition.

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

Over-the-Counter Items
(OTC)

Up to $65 per quarter
allowance to purchase
eligible OTC items at
participating retailers.
The quarterly allowance
does not carry over
guarter to quarter. The
allowance is
automatically loaded
onto your Flexible
Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan. A mobile app is
available to search for

Up to $120 per quarter
allowance to purchase
eligible OTC items at
participating retailers.
The quarterly allowance
does not carry over
quarter to quarter. The
allowance is
automatically loaded
onto your Flexible
Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan. A mobile app is
available to search for

Up to $130 per quarter
allowance to purchase
eligible OTC items at
participating retailers.
The quarterly allowance
does not carry over
quarter to quarter. The
allowance is
automatically loaded
onto your Flexible
Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan. A mobile app is
available to search for
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Benefits/Services

Mass General
Brigham Advantage
(PPO)

Mass General
Brigham Advantage
Premier (PPO)

Mass General
Brigham Advantage
Signature (PPO)

eligible products while
shopping. Members may
also ask to receive a
catalog to purchase
eligible items online,
phone or by mail.

eligible products while
shopping. Members may
also ask to receive a
catalog to purchase
eligible items online,
phone or by mail.

eligible products while
shopping. Members may
also ask to receive a
catalog to purchase
eligible items online,
phone or by mail.

Wellness Benefit

Up to $450 combined
annual allowance to use
towards eligible fitness,
weight loss programs or
costs toward your

prescription hearing aids.

The annual allowance
does not carry over. The
allowance will be
automatically loaded
onto your Flexible
Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan.

Up to $450 combined
annual allowance to use
towards eligible fitness,
weight loss programs or
costs toward your

prescription hearing aids.

The annual allowance
does not carry over. The
allowance will be
automatically loaded
onto your Flexible
Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan.

Up to $450 combined
annual allowance to use
towards eligible fitness,
weight loss programs or
costs toward your
prescription hearing aids.
The annual allowance
does not carry over. The
allowance will be
automatically loaded
onto your Flexible
Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan.

Annual Wellness
Visit Reward

S50 reward for
completing your annual
wellness visit*.

The reward will be
automatically loaded
onto your Flexible

S50 reward for
completing your annual
wellness visit*.

The reward will be
automatically loaded
onto your Flexible

S50 reward for
completing your annual
wellness visit*.

The reward will be
automatically loaded
onto your Flexible
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Mass General
Brigham Advantage
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Mass General
Brigham Advantage
Premier (PPO)

Mass General
Brigham Advantage
Signature (PPO)

Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan.

*Medicare-covered
Annual Wellness Visit
does not include your
“Welcome to Medicare
Visit.” The “Welcome to
Medicare Visit” is a one-
time appointment for
new Medicare enrollees
done in their first year.
The Medicare-covered
Annual Wellness Visit is
scheduled every year,
12-months after your
“Welcome to Medicare”
visit. This exam is
different from your
physical because it
focuses on preventative
care and doesn’t include
comprehensive
examination which
includes vital signs,
blood tests and other
diagnostic tests or

Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan.

*Medicare-covered
Annual Wellness Visit
does not include your
“Welcome to Medicare
Visit.” The “Welcome to
Medicare Visit” is a one-
time appointment for
new Medicare enrollees
done in their first year.
The Medicare-covered
Annual Wellness Visit is
scheduled every year,
12-months after your
“Welcome to Medicare”
visit. This exam is
different from your
physical because it
focuses on preventative
care and doesn’t include
comprehensive
examination which
includes vital signs,
blood tests and other
diagnostic tests or

Benefit Mastercard. New
members will receive
their Flexible Benefit
Mastercard upon their
enrollment in the plan.
Existing Medicare
Advantage members
continue to use their
existing card until it
expires or disenroll from
the plan.

*Medicare-covered
Annual Wellness Visit
does not include your
“Welcome to Medicare
Visit.” The “Welcome to
Medicare Visit” is a one-
time appointment for
new Medicare enrollees
done in their first year.
The Medicare-covered
Annual Wellness Visit is
scheduled every year,
12-months after your
“Welcome to Medicare”
visit. This exam is
different from your
physical because it
focuses on preventative
care and doesn’t include
comprehensive
examination which
includes vital signs,
blood tests and other
diagnostic tests or
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Mass General
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valuation of other health
concerns.

valuation of other health
concerns.

valuation of other health
concerns.

Worldwide Emergency
Coverage, Worldwide
Urgent Coverage and
Worldwide Emergency
Transportation

$50,000 maximum
coverage limit.

Limited services
classified as emergency
or post stabilization care
had they been provided
in the US or its
territories. Part D
prescription drugs
obtained at a retail
pharmacy not covered.
Foreign taxes and fees
(including but not limited
to currency conversion
or transaction fees) are
not covered.

$50,000 maximum
coverage limit.

Limited services
classified as emergency
or post stabilization care
had they been provided
in the US or its
territories. Part D
prescription drugs
obtained at a retail
pharmacy not covered.
Foreign taxes and fees
(including but not limited
to currency conversion
or transaction fees) are
not covered.

$50,000 maximum
coverage limit.

Limited services
classified as emergency
or post stabilization care
had they been provided
in the US or its
territories. Part D
prescription drugs
obtained at a retail
pharmacy not covered.
Foreign taxes and fees
(including but not limited
to currency conversion
or transaction fees) are
not covered.
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PRESCRIPTION DRUG BENEFITS

Benefits/Services

Mass General

Brigham Advantage
(PPO)

Mass General

Brigham Advantage

Premier (PPO)

Mass General
Brigham Advantage
Signature (PPO)

Deductible

Prescription Drug Deductible: $350 for Tiers 3, 4 and 5 except for covered insulin products and most adult
Part D vaccines. Deductible is not applicable on tiers 1 and 2.

Initial Coverage

You stay in the Initial Coverage Stage until your total out-of-pocket costs reach $2,100. 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) SO copay SO copay SO copay
Tier 2 (Generic) S5 copay S5 copay S5 copay
Tier 3 (Preferred Brand) |S47 copay S47 copay S47 copay

Tier 4 (Non-Preferred
Drug)

25% Coinsurance

25% Coinsurance

25% Coinsurance

Tier 5 (Specialty Tier)

29% Coinsurance

29% Coinsurance

29% Coinsurance

Tier Two-month supply Two-month supply Two-month supply
Tier 1 (Preferred
Generic) SO copay SO copay SO copay
Tier 2 (Generic) $10 copay $10 copay $10 copay
Tier 3 (Preferred Brand) 594 copay $94 copay $94 copay

Tier 4 (Non-Preferred
Drug)

25% Coinsurance

25% Coinsurance

25% Coinsurance

Tier 5 (Specialty Tier)

Not Applicable

Not Applicable

Not Applicable

Tier

Three-month supply

Three-month supply

Three-month supply

Tier 1 (Preferred
Generic)

SO copay

S0 copay

S0 copay

15308-0925-01



Tier 2 (Generic)

$15 copay

$15 copay

$15 copay

Tier 3 (Preferred Brand)

$141 copay

$141 copay

$141 copay

Tier 4 (Non-Preferred
Drug)

25% Coinsurance

25% Coinsurance

25% Coinsurance

Tier 5 (Specialty Tier)

Not Applicable

Not Applicable

Not Applicable

Standard Mail Order

Standard Mail Order

Standard Mail Order

Tier One-month supply One-month supply One-month supply
Tier 1 (Preferred
Generic) SO copay SO copay S0 copay
Tier 2 (Generic) S5 copay S5 copay S5 copay
Tier 3 (Preferred Brand) |S47 copay S47 copay $47 copay

Tier 4 (Non-Preferred
Drug)

25% Coinsurance

25% Coinsurance

25% Coinsurance

Tier 5 (Specialty Tier)

29% Coinsurance

29% Coinsurance

29% Coinsurance

Tier Two-month supply Two-month supply Two-month supply
Tier 1 (Preferred
Generic) SO copay SO copay S0 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)

25% Coinsurance

25% Coinsurance

25% Coinsurance

Tier 5 (Specialty Tier)

Not Applicable

Not Applicable

Not Applicable

Tier Three-month supply Three-month supply Three-month supply
Tier 1 (Preferred
Generic) SO copay SO copay S0 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)

25% Coinsurance

25% Coinsurance

25% Coinsurance

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.

15308-0925-01




Catastrophic Coverage
After your yearly out-of-pocket drug costs reach $2,100, 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.

15308-0925-01




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 AM to 8:00 PM, EST 8:00 AM to 8:00 PM, EST
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 AM to 8:00 PM, EST 8:00 AM to 8:00 PM, EST
Monday through Sunday Monday through Friday

Customer Service also has free language interpreter services available for non-English speakers.
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.
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IMPORTANT INFORMATION:

2026 Medicare Star Ratings

Mass General Brigham Health Plan - H6847

Official US.

Government
v | (CMS
Infomlation CENTERS FOR MEDICARE & MEDICAID SERVICES

from Medicare:

For 2026, Mass General Brigham Health Plan - H6847 received the following Star Ratings

Overall Star Rating: 1 8 8 8 0We
Health Services Rating: * % % iy
Drug Services Rating: 1.0 .8 & i

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

% % % % vy ABOVE AVERAGE
% % % vrYr AVERAGE

* % Vv ¥ vy BELOW AVERAGE
* YrYrvrve 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).

H6847_1339MKT_M

14960-1025-03
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IMPORTANT INFORMATION:

\

2026 Medicare Star Ratings

Mass General Brigham Health Plan - H9485

For 2026, Mass General Brigham Health Plan - H9485 received the following Star Ratings
from Medicare:

Overall Star Rating: J & K e vr
Health Services Rating: * % % e vy
Drug Services Rating: * % K ¥ 7y

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

% % % % vv ABOVE AVERAGE
Feedback from members about the plan's service and care * % % vy 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 veve 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_1338MKT_M 14960-1025-03
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Multi-language Interpreter Services

Form Approved OMB# 0938-1421

English: ATTENTION: Free language assistance services are available to
you. Appropriate auxiliary aids and services to provide information in
accessible formats, for example large print, braille, or audio, are also
available free of charge. Call 1-855-833-3668 (TTY: 711) or speak to
your provider.

Espafiol (Spanish): ATENCION: Tiene a su disposicién servicios de asistencia lingiiistica sin cargo. También hay
disponibles, sin cargo, ayudas y servicios auxiliares adecuados para proporcionar informacion en formatos
accesibles, como letra grande, braille o audio. Llame al 1-855-833-3668 (TTY: 711) o hable con su proveedor.

Portugués (Portuguese): ATENCAO: vocé tem a disposic3o servicos gratuitos de assisténcia em diferentes
idiomas. Além disso, estdo disponiveis gratuitamente assisténcia e servicos auxiliares adequados para
apresentar informagdes em formatos acessiveis, por exemplo, em letras grandes, braile ou dudio. Ligue para
1-855-833-3668 (TTY: 711) ou fale com seu prestador.

A3 (Chinese Mandarin): 15 A2 R PES BN SS « ol AR TR LS LAY BN TEA
A5 - AT LRSS (PR FEIRISOA ~ B3CEEM) f20HE R - 157437 1-855-833-3668
(TTY: 711) KAV EEST iR S5 PR L% -

FHEP 3L (Chinese Cantonese): J1 & : A A HI BNV S HEIRTS - 5551 - Al B & SAR FEA
Bh T EMIARFS » LIRS EIRIRR ~ 85 S ekt 2 i S et = 1 &N - 555803 1-855-833-3668
(TTY: 711) (FEFEMEELR: 711) SRS EHYARES R -

Frangais (French): ATTENTION : des services d’assistance linguistique gratuits sont a votre disposition. Des
aides et des services auxiliaires appropriés pour fournir des informations dans des formats accessibles, par
exemple en gros caracteres, en braille ou en audio, sont également disponibles gratuitement. Appelez le
1-855-833-3668 (TTY: 711) ou consultez votre fournisseur.

Kreyol Ayisyen (Hatian/French Creole): ATANSYON: Gen sévis &d aladispozisyon w gratis pou lang ou pale a. Ed
ak sevis siplemante apwopriye pou bay enfomasyon nan foma aksesib yo disponib gratis tou, pa egzanp an gwo
karakte, bray oswa odyo. Rele nan 1-855-833-3668 (TTY: 711) oswa pale avek founise w la.

Tiéng Viét (Vietnamese): CHU Y: Dich vy ho tro ngdn ngit mién phi dwoc cung cap cho quy vi. Cac dich vu va
thiét bj hd tro b6 sung thich hop dé cung cap thong tin & cac dinh dang dé ti€p can, vi du nhw chi¥ in 1én, chir
ndi hodc am thanh, cling dugc cung cap mién phi. Hay goi 1-855-833-3668 (TTY: 711) hodc néi chuyén véi nha
cung cap cua quy vi.



4yl (Arabic): Gl Buslucedl lodsdly Jsluog)l Blae 43935 LS .Bloee &l dlbio il dgalll Buslucadl Cilods 1duis
@)1 e Juasl .ogaall ol il diybo of 881 L9, delidall Jio dlgalisuin] Jgun Oliuit Olaghaall o3
1-855-833-3668 (TTY: 711) <l mylinll duall Lile ) piie J] caus 9.

Pycckuit (Russian): BHUMAHMWME! Bam gocTynHbl 6ecnnatHble YyCayr A3bIKOBOM NOALAEPKKM.
CooTBeTcTBylOLLME BCMOMOraTebHble CPeaCcTBa M YCAYr No NpeAoCcTaBAeHNI0 MHGOPMaLMK B AOCTYMHbIX
dopmarax, Hanpumep, KPynHoIm Wpndtom, wpudTtom bpanna nnm B ayanodopmare, TakKe JOCTYMNHbI
6ecnnaTtHo. No3BoHuTe no TenedoHy 1-855-833-3668 (TTY: 711) unm ob6paTUTECH K CBOEMY NOCTABLLUKY YCAYT.

I§€% (Hindi): €311 &: 3MM9eh AT fo:Q[ceh HIT HERICT AT 3UCst | gold Bidfeq H SiTehry
3 I & TIT IUPFd Fereh 3Ua0T AR Fad, 3ereor & fav a3 e, so ar sifsar, o
for:9[oeh 3Teretr §11-855-833-3668 (TTY: 711) W el & IT 39 Yeldl § a1 Y|

£0

= 2R "HA Es

FZo]o] (Korean): =4l F& A0 X|& MHAE O|2A = JYSLICH

QLIRet Z0| M Its3t "AloZ HMHE XN335t7| gt MESH 2X =7 3 MHAR
222 0|88 £ USL|CI. 1-855-833-3668 (TTY: 711) HO 2 F3}stHLE MH|A XS Xt2t
MO Al 2.

- ¥

Italiano (Italian): ATTENZIONE: Sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili
gratuitamente adeguati servizi e supporti ausiliari per fornire informazioni in formati accessibili, ad esempio
caratteri grandi, braille o audio. Chiama il numero 1-855-833-3668 (TTY: 711) o parla con il tuo fornitore.

EAAnvika (Greek): MPOZOXH: AlatiBevtal yia €0a¢ dwpedv unnpeoieg yAwoolkng utootnpEng. AtatiBevtatl
eniong dwpedv katdAAnAa BonBruata kat untnpecieg mou mapexouv MAnpodopieg o MPooPBAcipeg LopdES,
yla mopadelypa LeYAAn YpOoLUATOOELPA, UTtpdly 1 Axo. KaAéote to 1-855-833-3668 (TTY: 711) ) LWANOTE e
TOV TtAPOXO oag.

io2# (Khmer/Cambodlan) UENU: NSEUNSEUHESASHTUNNSWIRSAMANIENWSSSSIGNT SSw
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Deutsch (German): ACHTUNG: Kostenlose Sprachunterstiitzung steht Ihnen zur Verfligung. Geeignete
Hilfsmittel und Dienstleistungen zur Bereitstellung von Informationen in zugdnglichen Formaten, z. B.
GroRdruck, Blindenschrift oder Audio, sind ebenfalls kostenlos erhaltlich. Rufen Sie 1-855-833-3668 (TTY: 711)
an oder sprechen Sie mit Ihrem Anbieter.

Polski (Polish): UWAGA: Dostepne sg bezptatne ustugi pomocy jezykowej. Odpowiednie pomoce i ustugi w celu
dostarczania informacji w dostepnych formatach, na przyktad duzym drukiem, alfabetem Braille’a lub audio, s
réwniez dostepne bezptatnie. Zadzwon pod numer 1-855-833-3668 (TTY: 711) lub porozmawiaj ze swoim
Swiadczeniodawca.



Soomaali (Somali): FIIRO GAAR AH: Waxaad heli kartaa adeeg bilaash ah oo la xiriira taageerada luugadda.
Sidoo kale waxaa bilaash lagu heli karaa taageerada iyo adeegyo habboon oo bilaash ah kuwaasoo la xiriira
helitaanka qaababka xogta macluumaadka, tusaale ahaan sida daabacaadda waaweyn, nooca daabacaadda ee
loogu talo-galey indhoolayaasha, ama magqalka. Fadlan soo wac lanbarkal 1-855-833-3668 (TTY: 711) ama la
hadal bixiyaha qaabbilsan adeegga daryeelkaaga.

9 sRUcil (Gujarati): €A AIUL: HIRL HIS (A:QIEs GHIML ASIA Al Guctod &, HIE] B2, dsd AHelell
AL o¥ell Yetet sl Hi HEl Y3 uisell {2 2Al0Y ASIAS AUSIY A ActA] UYL (A:es Gudot 8.
1-855-833-3668 (TTY: 711) UR SI¢l 53 il (HIRL UEldl A8 clidd 53.

Tagalog (Tagalog): ATENSYON: Available ang mga libreng serbisyong tulong sa wika para sa iyo. Available din
ang mga libreng naaangkop na auxiliary na tulong at serbisyo upang makapagbigay ng impormasyon sa mga
naa-access na format, halimbawa malalaking print, braille, o audio. Tumawag sa 1-855-833-3668 (TTY: 711) o
makipag-usap sa iyong tagapagbigay ng serbisyo.

WIF7999 (Laotian): N¥QLISLYIV: DOINILWIFICLLUCTLE LVICCHIUI. cBBIFoBCTD Ccar U
PcSpiiconrSy niwlvayvlvsucuucdacild cgu: Fosngsvarmmolns, FomiySyv
@ 939 DD LiccLLOCTLENZLND. LMD 1-855-833-3668 (TTY: 711) B VPV IHOINIVESIUID.
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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 T — 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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