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Mass General Brigham
Health Plan

\

OMB No. 0938-1378
Expires: 6/30/2026

Medicare Advantage Enroliment Application

Who can use this form?

People with Medicare who want to join a
Medicare Advantage Plan

To join a plan, you must:

* Be a United States citizen or be
lawfully present in the U.S.

* Live in the plan’s service area
Important: To join a Medicare Advantage
Plan, you must also have both:

* Medicare Part A (Hospital Insurance)

* Medicare Part B (Medical Insurance)

When do | use this form?
You can join a plan:

+ Between October 15-December 7 each
year (for coverage starting January 1)

+ Within 3 months of first getting Medicare

* In certain situations where you’re allowed
to join or switch plans

Visit Medicare.qgov to learn more about when

you can sign up for a plan.

What do | need to complete this form?

* Your Medicare Number (the number on
your red, white, and blue Medicare card)

* Your permanent address and phone number

Note: You must complete all items in Section 1.
The items in Section 2 are optional—you can’t

be denied coverage because you don't fill
them out.

Reminders:

+ If you want to join a plan during fall open
enrollment (October 15 — December 7),
the plan must get your completed form by
December 7.

* Your plan will send you a bill for the plan’s
premium. You can choose to sign up to have
your premium payments deducted from your
bank account or your monthly Social Security
(or Railroad Retirement Board) benefit.

What happens next?
Send your completed and signed form to:

Mass General Brigham Health Plan
Medicare Advantage

399 Revolution Drive, Suite 850
Somerville, MA 02145

Once they process your request to join,
they’ll contact you.

How do | get help with this form?

Call Mass General Brigham Health Plan
at 855-486-3097 (TTY: 711).

Or, call Medicare at 1-800-MEDICARE
(1-800-633-4227). TTY users can call
1-877-486-2048.

En espaiol: Llame a Mass General Brigham
Health Plan al 855-486-3097 (TTY: 711)o a
Medicare gratis al 1-800-633-4227 y oprima
el 8 para asistencia en espafiol y un
representante estara disponible para asistirle.

Individuals experiencing homelessness

If you want to join a plan but have no permanent
residence, a Post Office Box, an address of a
shelter or clinic, or the address where you receive
mail (e.g., social security checks) may be
considered your permanent residence address.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB
control number. The valid OMB control number for this information collection is 0938-1378. The time required to complete this information is estimated
to average 20 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete
and review the information collection.If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form,
please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

IMPORTANT: Do not send this form or any items with your personal information (such as claims, payments, medical records, etc.) to the PRA Reports
Clearance Office. Any items we get that aren’t about how to improve this form or its collection burden (outlined in OMB 0938-1378) will be destroyed.
It will not be kept, reviewed, or forwarded to the plan. See “What happens next?” on this page to send your completed form to the plan


https://Medicare.gov

Section 1 — All fields on this page are required (unless marked optional)
[Anticipated CY2025 premiums]

Select the plan you want to join.

O Mass General Brigham 0 Mass General O Mass General Brigham
Advantage Secure (HMO- Brigham Advantage Advantage Premier
POS) [$52 per month] (PPO) [$0 per month] (PPO) [$140 per month]

& Mass General Brigham
Advantage Signature
(PPO) [$299 per month]

First name: Last name: Middle initial (Optional):
Birthdate (MM/DD/YYYY) Sex: Phone number:
( / / ) & Male @ Female ( )

Permanent Residence street address (Don'’t enter a PO Box. Note: For individuals experiencing
homelessness, a PO Box may be considered your permanent residence address.):

City: State: ZIP Code:

Mailing address, if different from your permanent address
(PO Box allowed): Street Address:

City: State: ZIP Code:

Your Medicare Information

Medicare Number: __ _ - -
Effective date: Part A I/ PartB _ / [/

Answer these important questions:

Will you have other prescription drug coverage (like VA, TRICARE) in addition to
Mass General Brigham Health Plan? OYes KQNo
Name of other coverage: Member number for this coverage: Group number for this coverage:

IMPORTANT—Read and sign below:

* | must keep both Hospital (Part A) and Medical (Part B) to stay in Mass General Brigham
Health Plan.

+ By joining this Medicare Advantage, | acknowledge that Mass General Brigham Health Plan
will share my information with Medicare, who may use it to track my enroliment, to make
payments, and for other purposes allowed by Federal law that authorize the collection of this
information (see Privacy Act Statement below). Your response to this form is voluntary.
However, failure to respond may affect enroliment in the plan.

| understand that | can be enrolled in only one MA plan at a time—and that enrollment in this
plan will automatically end my enrollment in another MA plan (exceptions apply for MA PFFS,
MA MSA plans).

This plan is underwritten by Mass General Brigham Health Plan, Inc. Y0166_1124MKT_C



* | understand that when my Mass General Brigham Health Plan coverage begins, | must get
all of my medical and prescription drug benefits from Mass General Brigham Health Plan.
Benefits and services provided by Mass General Brigham Health Plan and contained in my
Mass General Brigham Health Plan “Evidence of Coverage” document (also known as a
member contract or subscriber agreement) will be covered. Neither Medicare nor Mass
General Brigham Health Plan will pay for benefits or services that are not covered.

» The information on this enroliment form is correct to the best of my knowledge. | understand
that if | intentionally provide false information on this form, | will be disenrolled from the plan.

Section 1 (continued)

* | understand that my signature (or the signature of the person legally authorized to act on
my behalf) on this application means that | have read and understand the contents of this
application. If signed by an authorized representative (as described above), this signature
certifies that:

1) This person is authorized under State law to complete this enrollment, and
2) Documentation of this authority is available upon request by Medicare.

Please sign below:

Signature: Today’s date:

If you’re the authorized representative, sign above and fill out these fields:

Name: Address:

Phone number: Relationship to enrollee:

Section 2 — All fields on this page are optional

Answering these questions is your choice. You can’t be denied coverage because you don’t
fill them out.

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.

O No, not of Hispanic, Latino/a, or Spanish origin U Yes, Mexican, Mexican American, Chicano/a

O Yes, Puerto Rican O Yes, Cuban
O Yes, another Hispanic, Latino/a,

or Spanish origin
1 choose not to answer.

What's your race? Select all that apply.

O American Indian or Alaska Native O Black or African American

Asian Native Hawaiian and Pacific Islander:
O Asian Indian O Guamanian or Chamorro

O Chinese O Native Hawaiian

O Filipino O Samoan

O Japanese O Other Pacific Islander

O Korean .

O Vietnamese O White

O Other Asian O I choose not to answer

This plan is underwritten by Mass General Brigham Health Plan, Inc. Y0166_1124MKT_C



Section 2 (continued)

Select one if you want us to send you information in an accessible format.

Braille Large print Audio CD Data CD

Please contact Mass General Brigham Health Plan at (855) 486-3097 if you need information in an
accessible format other than what'’s listed above. Our office hours are October 1 - March 31, 8:00

a.m. to 8:00 p.m. EST, Monday through Sunday. April 1 - September 30, 8:00 a.m. to 8:00 p.m. EST,
Monday through Friday. TTY users can call 711.

Do you work? @ Yes @ No Does your spouse work? @ Yes @ No

List your Primary Care Physician (PCP), clinic, or health center:

| want to get the following materials via email. Select one or more.
O Evidence of Coverage (EOC) O Summary of Benefits (SB) O Provider directory
O Pharmacy directory E-mail address:

Paying your plan premiums:

You have a choice in how to pay your monthly plan premium (including any Part D late enrollment
penalty that you currently have or may owe). Please select a premium payment option below:

Get a bill monthly.

O Set up automatic withdrawal from your checking or savings account or automatic
charge to your credit card.

8 You can also choose to pay your premium by having it automatically taken out of your Social
Security benefit or Railroad Retirement Board (RRB) benefit each month. The Social Security
deduction may take two or more months to begin after Social Security or RRB approves the
deduction. In most cases, if Social Security or RRB accepts your request for automatic
deduction, the first deduction from your Social Security or RRB benefit check will include all
premiums due from your enroliment effective date up to the point withholding begins. If Social
Security or RRB does not approve your request for automatic deduction, we will send you a
paper bill for your monthly premiums.

If you have to pay a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA),

you must pay this extra amount in addition to your plan premium. DON’T pay Mass General
Brigham Health Plan the Part D-IRMAA.

This plan is underwritten by Mass General Brigham Health Plan, Inc. Y0166_1124MKT_C




Section 3

Typically, you may enroll in a Medicare Advantage plan only during the annual enrollment period
from October 15 through December 7 of each year. There are exceptions that may allow you to
enroll in a Medicare Advantage plan outside of this period.

Please read the following statements carefully and check the box if the statement applies to you.
By checking any of the following boxes you are certifying that, to the best of your knowledge, you
are eligible for an Enrollment Period. If we later determine that this information is incorrect, you may
be disenrolled.

O 1 am new to Medicare.

O 1 am enrolled in a Medicare Advantage plan and want to make a change during the Medicare
Advantage Open Enrollment Period (MA OEP).

[ | recently moved outside of the service area for my current plan or | recently moved and this plan
is a new option for me. | moved on (insert date)

O | recently was released from incarceration. | was released on (insert date)

O I recently returned to the United States after living permanently outside of the U.S. | returned to
the U.S. on (insert date)

O I recently obtained lawful presence status in the United States. | got this status on (insert date)

O I recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid
assistance, or lost Medicaid) on (insert date)
O I recently had a change in my Extra Help paying for Medicare prescription drug coverage
(newly got Extra Help, had a change in the level of Extra Help, or lost Extra Help) on
(insert date) :
O I am moving into, live in, or recently moved out of a Long-Term Care Facility (for example,
a nursing home or long term care facility). | moved/will move into/out of the facility on
(insert date)
O | recently left a PACE program on (insert date)
O | recently involuntarily lost my creditable prescription drug coverage on (coverage as good as
Medicare’s). | lost my drug coverage on (insert date)

O | am leaving employer or union coverage on (insert date)

O | belong to a pharmacy assistance program provided by my state.
O My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

O | was enrolled in a plan by Medicare (or my state) and | want to choose a different plan.
My enrollment in that plan started on (insert date)

O I was enrolled in a Special Needs Plan (SNP) but | have lost the special needs qualification
required to be in that plan. | was disenrolled from the SNP on (insert date)

O | was affected by an emergency or major disaster (as declared by the Federal Emergency
Management Agency (FEMA) or by a Federal, state or local government entity. One of the other
statements here applied to me, but | was unable to make my enroliment request because of
the disaster.

If none of these statements applies to you or you’re not sure, please contact Mass General Brigham
Health Plan at 855-486-3097 (TTY: 711) to see if you are eligible to enroll.

This plan is underwritten by Mass General Brigham Health Plan, Inc. Y0166_1124MKT_C




Hours of operation:

October 1 — March 31, 8:00 a.m. to 8:00 p.m. EST, Monday through Sunday.
April 1 — September 30, 8:00 a.m. to 8:00 p.m. EST, Monday through Friday.

For individuals helping enrollee with completing this form only

Complete this section if you're an individual (i.e. agents, brokers, SHIP counselors, family members,
or other third parties) helping an enrollee fill out this form.

Name: Relationship to enrollee:

Signature: National Producer Number (Agents/Brokers only):

Effective Date of Coverage: [/ / ICEP/IEP: AEP: SEP (type): Not Eligible:
PRIVACY ACT STATEMENT

The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track beneficiary enroliment in
Medicare Advantage (MA) Plans, improve care, and for the payment of Medicare benefits. Sections 1851 of the Social Security Act
and 42 CFR §§ 422.50 and 422.60 authorize the collection of this information. CMS may use, disclose and exchange enrollment data
from Medicare beneficiaries as specified in the System of Records Notice (SORN) “Medicare Advantage Prescription Drug (MARX)”,
System No. 09-70-0588. Your response to this form is voluntary. However, failure to respond may affect enrollment in the plan.

14541-0325-02
This plan is underwritten by Mass General Brigham Health Plan, Inc. Y0166_1124MKT_C
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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
and ask for the “Evidence of Coverage.” You can also see the Evidence of Coverage on our website,
MassGeneralBrighamAdvantage.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

15307-0924-00
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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 Our website: MassGeneralBrighamAdvantage.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
MassGeneralBrighamAdvantage.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, MassGeneralBrighamAdvantage.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: 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



SECTION Il - SUMMARY OF BENEFITS

Mass General Brigham Advantage Secure (HMO-PQOS)

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

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

Responsibility e S$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: SO 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: 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.

May require prior authorization in-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.

May require prior authorization in-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.

15307-0924-00




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:

S50 copay per visit.
Worldwide Urgent Coverage: $50 copay.

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): $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.

15307-0924-00




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.

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: S0 copay when using a DentaQuest provider.
Comprehensive Services: SO copay when using a DentaQuest provider.
May require prior authorization in-network.

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

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

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

(SO 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.

15307-0924-00




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.

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:
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.

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: 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.

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

15307-0924-00




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.

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: S50 copay.
Physical therapy and speech and language therapy visit: S50 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.

15307-0924-00




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.

15307-0924-00




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

Tier

One-month supply

Two-month supply

Three-month supply

Tier 1
(Preferred
Generic)

S0 copay

S0 copay

S0 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)

$100 copay

$200 copay

$300 copay

Tier 5
(Specialty Tier)

33% coinsurance

N/A

N/A

Standard Mail Order

Tier One-month supply | Two-month supply | Three-month supply
Tier 1
(Preferred S0 copay S0 copay S0 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 $100 copay $200 copay $200 copay
Drug)
Tier 5 .

) ] 33% coinsurance N/A N/A
(Specialty Tier)
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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:

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.

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 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

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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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,
MassGeneralBrighamAdvantage.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 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.

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

e Our website: MassGeneralBrighamAdvantage.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
MassGeneralBrighamAdvantage.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, MassGeneralBrighamAdvantage.org.

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

15308-0924-00



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



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

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.

$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:

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

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

Your yearly limit(s) in this
plan:

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

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

Your yearly limit(s) in this
plan:

e SO for services you
receive from in-
network providers.

e SO for services you
receive from in-
network and out-
of-network
providers
combined.
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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.

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.

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 6-90: 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 in-network.

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

Prior authorization is
required 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:

S0 copay per stay
Out-of-Network:

S0 copay per stay.

Prior authorization is
required in-network.
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Outpatient Hospital

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: 40%
of the total cost.

Outpatient Surgery: 40%
of the total cost.

May require prior
authorization in-
network.

In-Network:

Outpatient hospital: SO -
$125 copay.

Outpatient Surgery: S0 -
$125 copay.

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

Out-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: SO
copay.

Outpatient Surgery: S0
copay.

Out-of-Network:

Outpatient hospital: SO
copay.
Outpatient Surgery: S0
copay.

May require prior
authorization in-
network.
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Ambulatory Surgical

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

In-Network:

Ambulatory Surgical

Center: SO - $125 copay.

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

In-Network:

Ambulatory Surgical
Center: SO copay

Out-of-Network:

Ambulatory Surgical
Center: SO copay.
May require prior
authorization in-

Ccopay. copay. network.
Center

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:

Doctor's Office Visits

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.
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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.

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.

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.

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:
S0 copay

Worldwide Emergency
Coverage: SO copay

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: S50 copay.

Network:
$30 copay per visit.

Worldwide Urgent
Coverage: $30 copay.

Network:
S0 copay

Worldwide Urgent
Coverage: SO copay
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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: $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.

May require prior
authorization in-
network.

In-Network:

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.

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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Hearing Services

In-Network:

Medicare- covered
hearing exam: $50
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
TruHearing Premium
Aids.

In-Network:

Medicare- covered
hearing exam: $25
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: $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: SO 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: S0 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: S0
copay when using a
DentaQuest provider.

Comprehensive Services:
SO copay when using a
DentaQuest provider.

May require prior
authorization in-
network.

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

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
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: S0
copay when using a
DentaQuest provider.

Comprehensive Services:
SO copay when using a
DentaQuest provider.

May require prior
authorization in-
network.

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

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
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: SO copay.

Preventive Services: SO
copay when using a
DentaQuest provider.

Comprehensive Services:
S0 copay when using a
DentaQuest provider.

May require prior
authorization in-
network.

Out-of-Network:
Medicare-Covered
dental exam: SO copay.

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
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
Coverage for complete
details.

services are provided
through DentaQuest.
Refer to the Evidence of
Coverage for complete
details.

services are provided
through DentaQuest.
Refer to the Evidence of
Coverage for complete
details.

Vision Services

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): S0
copay when using an
EyeMed provider.

Eyeglasses or contact
lenses after cataract
surgery (for Medicare-
covered standard
eyewear): S0 copay.

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-

In-Network:

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): SO 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:
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-

In-Network:

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.

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-
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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): SO 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: 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.

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: SO 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: 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

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

Skilled Nursing Facility
(SNF)

In-Network:
Days 1-20: SO copay per
day.

Days 21-44: 5160
copay per day.

Days 45-100: SO
copay per day.

Out-of-Network:

30% of the total cost per
stay.

In-Network:
Days 1-20: SO copay per
day.

Days 21-44: 5160
copay per day.

Days 45-100: SO
copay per day.

Out-of-Network:

20% of the total cost per
stay.

In-Network:

S0 copay per stay
Out-of-Network:

S0 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.

Out-of-Network:

Occupational therapy
visit: $65 copay.

Physical therapy and
speech and language

therapy visit: $65 copay.

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

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 20t
visit in-network.

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 20t
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: SO
copay.

Air Ambulance: SO Copay

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

15308-0924-00




Mass General

Mass General

Mass General

Benefits/Services Brigham Advantage | Brigham Advantage | Brigham Advantage
(PPO) Premier (PPO) Signature (PPO)
Up to $120 per quarter Up to $120 per quarter Up to $120 per quarter

Transportation

(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.

(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.

(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:
S35 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:
S35 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:
S35 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:
S35 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: 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.

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

15308-0924-00




Mass General

Mass General

Mass General

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

(0TC)

(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.

(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.

(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.

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.

15308-0924-00




PRESCRIPTION DRUG BENEFITS

Benefits/Services

Mass General Brigham
Advantage (PPO)

Mass General Brigham
Advantage Premier
(PPO)

Mass General Brigham
Advantage Signature
(PPO)

Deductible This plan does not have a prescription drug 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

Standard Retail Cost-
Sharing

Standard Retail Cost-
Sharing

Tier One-month supply One-month supply One-month supply
Tier 1 (Preferred
Generic) S0 copay S0 copay S0 copay
Tier 2 (Generic) S5 copay S5 copay S5 copay
Tier 3 (Preferred Brand) |$47 copay S47 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) S0 copay S0 copay S0 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) $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) SO copay SO copay S0 copay
Tier 2 (Generic) $15 copay $15 copay $15 copay
Tier 3 (Preferred Brand) |S$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

15308-0924-00




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) SO copay SO copay S0 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) $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) 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) $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) 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) $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.

15308-0924-00




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 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

Mass General Brigham Health Plan is an HMO-POS/PPO plan with a Medicare contract. Enroliment 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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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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Multi-language Interpreter Services
Form Approved OMG# 0938-1421

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 espafol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: FfJie kR genI iRk ss, FBODIEIRZ STt Be sl 29 IR e LI BE [a], WA
T RIIEIRSS, E5E0EE 1-855-833-3668, FA 1 S LIE AR R EESIE, X ek,

Chinese Cantonese: &Y%} Ho A"y d He ol SEW IR B nT BB A e, A b BMEe e B dlag IRts, W
WMre k75, AT 1-855-833-3668, AT iy AN B4R A gt #8), & & —HN 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 1 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 néi tiéng Viét gitp d&
qui vi. Pay la 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: TAt:= 9|5 HY B ofF W #g Ao Hal =¢ax F85 59 AH2E
AL YUl BQ AH]AE o] 853w A3} 1-855-833-3668 1 0.2 F-o]F FAIA] Q.
St ol & St B9 A7 2o =8 AYJU o] MulAe FaE dE Y

(g r.L

Russian: Ecnv y BaC BO3HMKHYT BONPOCbI OTHOCUTE/IbHO CTPAaxoBOro UM MeAMKAaMEHTHOrO N1aHa, Bbl MOXeTe
BOCMO0/1b30BaTbCA HALIMMK BecnaaTHbIMM YCyramm nepeBoadnKoB. YTobbl BOCNO1b30BaTLCA YCAyramm
nepeBoAYMKa, NO3BOHUTE Ham Mo TenedoHy 1-855-833-3668. Bam oKaKeT NOMOLLb COTPYAHWUK, KOTOPbI
roBOPUT NO-pyccku. [laHHan ycnyra 6ecnnatHas.

Y0166_0784MKT_C Form CMS-10802 (Expires 12/31/25)
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Arabic: pzie (e Jgmamd) Lo D991 Jgu of domall 3lait Al ST e DLW dolxall (690! parilall ilods puds L)
doyall Guiy b paseds pgluw [1-855-833-3668] e Lo Juaidl Sguw clde ud ¢5)s8 duilme dods- oda .clive b,

Hindi: §HN TaTEXY I7 €T hl AISTelT oh SR H 37706k feh Y 81 92T o STaTe &1 o folw gAY I1e HoheT gentrar
AT 3TCTSY §. Teh GITTRIAT JTC &t o [T, &1 &7 1-855-833-3668 UX el Y. IS e ierel Sl Tgoal
STeTclT & 3T FHee T Hehll . Ig Teh HU JaT &.

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 interpretacdo gratuitos para responder a qualquer questdo que tenha
acerca do nosso plano de saude ou de medicagao. Para obter um intérprete, contacte-nos através do niumero
1-855-833-3668. Ira encontrar alguém que fale o idioma Portugués para o ajudar. Este servigo é gratuito.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou ta genyen konsénan plan medikal
oswa dwog nou an. Pou jwenn yon entepret, 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 lekéw. Aby skorzystaé¢ z pomocy ttumacza znajacego jezyk polski,
nalezy zadzwoni¢ pod numer 1-855-833-3668. Ta ustuga jest bezptatna.

Japanese: Mjit DL (RO & 3K W GIET 7 ICEET A ZHMBICBEZ T 5720 120 MK
WRY—E 22090 ) 3T 58 nwFE T, Hik2 SHaIc 7% 51213 1-855-833-3668 12 Bl i 7273 v, H
Kbz TN & w2 T, ZnREROY— 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 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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