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Summary of Benefits
Jan. 1, 2025 - Dec. 31, 2025

This booklet provides a summary of what we cover and what you pay. It doesn’t

list every limitation, exclusion, or covered service. To get a complete list of services
we cover, please refer to the Evidence of Coverage (EOC) which can be found on
MyMedicarePortal.org. You can also request a printed copy of the EOC by contacting
Customer Service at 844-529-3757 (TTY: 711).

To compare our plans with other Medicare Advantage health plans, ask the other
plans for their Summary of Benefits booklets or use the Medicare Plan Finder on
Medicare.gov.

To know more about the coverage and costs of Original Medicare, look in your
current Medicare & You handbook. Find it online at Medicare.gov or get a copy
by calling 800-MEDICARE (800-633-4227), 24 hours a day, seven days a week.
TTY users should call 877-486-2048.

Sections in this booklet
Things to Know About University of Michigan Health Plan (UM Health Plan)
Medicare Advantage Plans

« Covenant Advantage (HMO-POS) and
Covenant Advantage Plus (HMO-PQS)

« University of Michigan Health Advantage (HMO-POS) and
University of Michigan Health Advantage Plus (HMO-PQOS)

« University of Michigan Health Advantage Flex (PPO)

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

Covered Medical and Hospital Benefits
Part D Prescription Drug Coverage

Other Covered 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 844-529-3757 (TTY: 711) to speak with a Customer Service representative.



Things to Know About University of
Michigan Health Plan

Hours of operation

e From Oct. 1 through March 31, you can call us seven days a week
from 8 a.m. to 8 p.m. E.T.

« From April 1 through Sept. 30, you can call us Monday through Friday
from 8 a.m. to 8 p.m. E.T.

Phone numbers and website
« If you have questions, call toll-free 844-529-3757 (TTY: 711).

« Our website: MyMedicarePortal.org

Who can join?

To join a UM Health Plan Medicare Advantage plan, you must be entitled to Medicare Part
A, enrolled in Medicare Part B, a United States citizen or be lawfully present in the United
States, and live in our service area. Our service area includes the following counties in
Michigan: Bay, Calhoun, Clinton, Eaton, Gratiot, Huron, Ingham, Ionia, Jackson, Kalamazoo,
Livingston, Montcalm, Saginaw, Sanilac, Shiawassee, Tuscola, and Washtenaw.

What is an HMO-POS?

An HMO-POS is a Medicare Advantage Plan that is a Health Maintenance Organization with
a more flexible network allowing you to seek care outside of the traditional HMO network
under certain situations or for certain treatment. With these plans, we don’t require you to
get a referral to see a specialist for care. You may pay some additional fees for using the
POS (out-of-network) option.

What is a PPO?

PPO stands for preferred provider organization (PPO). With these plans, we don’t require
you to get a referral to see a specialist for care. You’ll get the most value from your plan
when using in-network providers, but you can see any provider who participates with
Medicare. You don’t have to choose a Primary Care Provider (PCP), although selecting one
can help you coordinate care.



Which doctors, hospitals, and pharmacies can I use?

UM Health Plan has a network of doctors, hospitals, pharmacies, and other providers.
Our plans allow you to see providers outside of the network (non-contracted
providers). However, while we pay for certain covered services, the provider must be
Medicare-participating. Except in an emergency or urgent situation, non-contracted
providers may deny care. You must generally use network pharmacies to fill your
prescriptions for covered Part D drugs. Some of our network pharmacies have
preferred cost-sharing. You may pay less if you use these pharmacies. You can call us
and we will send you a copy of the Provider Directory or visit MyMedicarePortal.org.

What do we cover?
Like all Medicare health plans, we cover everything that Original Medicare covers —
and more.

« Our plan members get all of the benefits covered by Original Medicare. For some of
these benefits, you may pay more in our plan than you would in Original Medicare.
For others, you may pay less.

« Our plan members also get more than what is covered by Original Medicare. Some
of the extra benefits are outlined in this booklet.

What drugs do we cover?

We cover Part D drugs. In addition, we cover Part B drugs such as chemotherapy
and some drugs administered by your provider. Call us and we will send you a
copy of our Prescription Drug Formulary (list of Part D prescription drugs) or visit
MyMedicarePortal.org.

How will I determine my drug costs?

Our plans group each medication into one of five tiers. You will need to use the
Prescription Drug Formulary to locate the tier your drug is in 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. Our plans do not have a deductible.
If you have questions about the different benefit stages, please contact the plan for
more information or access the Evidence of Coverage on our website.



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

HMO-POS

Plan availability

Covenant Advantage: Bay, Huron,
Saginaw, Sanilac, Tuscola

UM Health Advantage: Calhoun,
Clinton, Eaton, Gratiot, Ingham, Ionia,
Jackson, Kalamazoo, Livingston,
Montcalm, Shiawassee, Washtenaw

@ What you should know

\ HMO-POS Plus

Covenant Advantage: Bay, Huron,
Saginaw, Sanilac, Tuscola

UM Health Advantage: Calhoun,
Clinton, Eaton, Gratiot, Ingham, Ionia,
Jackson, Kalamazoo, Livingston,
Montcalm, Shiawassee, Washtenaw

PPO

UM Health Advantage Flex: Bay,
Calhoun, Clinton, Eaton, Gratiot,
Huron, Ingham, Ionia, Jackson,
Kalamazoo, Livingston, Montcalm,
Saginaw, Sanilac, Shiawassee,
Tuscola, Washtenaw

You must reside in one of these counties to enroll in our plan, however, care is not limited to the county you live in.
Our plans provide access to a statewide network of care with providers at Michigan’s top health systems.

Monthly premium
$0
@ What you should know

$25

You must continue to pay your Medicare Part B premium.

Deductible
$0

Maximum out-of-pocket

Your yearly limit in this plan:
$3,900 for covered hospital and
medical services you receive from
in-network providers.

$5,000 for covered hospital and
medical services you receive from
out-of-network providers.

@ What you should know

$0

Your yearly limit in this plan:
$3,900 for covered hospital and
medical services you receive from
in-network providers.

$5,000 for covered hospital and
medical services you receive from
out-of-network providers.

$0

$0

Your yearly limit in this plan:
$5,500 for covered hospital and
medical services you receive from
in-network and out-of-network
providers.

The maximum out-of-pocket amount is the most you will pay for covered hospital and
medical services in a calendar year. Once you reach this limit, the plan covers all costs
for the remainder of the year. You will still need to pay any applicable monthly premiums
and cost-sharing for your Part D prescription drugs.




Covered Medical and Hospital Benefits

HMO-POS

Inpatient hospital coverage

In-network

Covenant Advantage:

Days 1-7: $175 copay per day, per stay
Days 8 and beyond: $0 copay per day,
per stay

UM Health Advantage:

Days 1-7: $200 copay per day, per stay
Days 8 and beyond: $0 copay per day,
per stay

Out-of-network

20% coinsurance

@ What you should know

\ HMO-POS Plus

In-network

Covenant Advantage:

Days 1-7: $175 copay per day, per stay
Days 8 and beyond: $0 copay per day,
per stay

UM Health Advantage:

Days 1-7: $200 copay per day, per stay
Days 8 and beyond: $0 copay per day,
per stay

Out-of-network

20% coinsurance

Our plans provide unlimited coverage for inpatient hospital stays.

Prior authorization may be required.

Outpatient hospital coverage

In-network
$150 copay
Out-of-network
20% coinsurance

@ What you should know

In-network
$150 copay
Out-of-network
20% coinsurance

PPO

In-network

UM Health Advantage Flex:

Days 1-5: $350 copay per day, per stay
Days 6 and beyond: $0 copay per day,
per stay

Out-of-network
30% coinsurance

In-network
$200 copay
Out-of-network
30% coinsurance

Medicare-covered outpatient hospital services (based on the Medicare allowable amount).

Prior authorization may be required.

Ambulatory Surgical Center (ASC)

In-network
$100 copay
Out-of-network
20% coinsurance

@ What you should know

In-network
$100 copay
Out-of-network
20% coinsurance

For each Medicare-covered surgery. Prior authorization may be required.

Doctor visits: Primary Care Provider (PCP)

In-network

$0 copay
Out-of-network
Not covered

@ What you should know

In-network

$0 copay
Out-of-network
Not covered

In-network
$150 copay
Out-of-network
30% coinsurance

In-network

$0 copay
Out-of-network
$25 copay

Certain Medicare-covered services provided by a provider may require prior authorization.
Additionally, keep in mind that not all preventive services are available through your primary
care provider. For details, see the preventive care section.



HMO-POS \ HMO-POS Plus \ PPO

Doctor visits: Specialist

In-network In-network In-network
$35 copay $30 copay $35 copay
Out-of-network Out-of-network Out-of-network
20% coinsurance 20% coinsurance $40 copay
Preventive care

In-network In-network In-network

$0 copay $0 copay $0 copay
Out-of-network Out-of-network Out-of-network
20% coinsurance 20% coinsurance $0 copay

@ What you should know

Our plan covers many preventive services, including:

- Abdominal aortic aneurysm screening

e Annual wellness visit

« Bone mass measurement

« Breast cancer screening (mammogram)

« Cardiovascular disease risk reduction visit (therapy for cardiovascular disease)
 Cardiovascular disease testing

- Cervical and vaginal cancer screening

 Colorectal cancer screening

- Depression screening

« Diabetes screening

- Diabetes self-management training and diabetic services

« Health and wellness education programs

« HIV screening

« Immunizations (pneumonia, hepatitis B, influenza, and COVID 19)

« Medical nutrition therapy

« Medicare Diabetes Prevention Program (MDPP)

« Obesity screening and therapy to promote sustained weight loss

« Prostate cancer screening exams

« Screening and counseling to reduce alcohol misuse

« Screening for lung cancer with low dose computed tomography (LDCT)

« Screening for sexually transmitted infections (STIs) and counseling to prevent STIs
« Smoking and tobacco use cessation (counseling to stop smoking or tobacco use)
« Welcome to Medicare preventive visit (one time)

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



HMO-POS \ HMO-POS Plus \ PPO

Emergency care
$140 copay $140 copay $125 copay

@ What you should know

If you are admitted to the same hospital within 24 hours for the same condition, you pay $0 for the
emergency room visit. See the “Inpatient Hospital Coverage” section of this booklet for other costs.
This coverage is available worldwide.

Urgently needed services

$60 copay $60 copay $55 copay
@ What you should know

Covered services for care needed when you have a non-emergency health issue that requires immediate attention.
This coverage is available worldwide.

Diagnostic services (labs, radiology, imaging)

In-network In-network In-network

Lab services: $0 copay Lab services: $0 copay Lab services: $0 copay

Diagnostic colonoscopies: $0 copay | Diagnostic colonoscopies: $0 copay | Diagnostic colonoscopies: $0 copay
X-rays: $35 copay X-rays: $35 copay X-rays: $35 copay

High tech radiology services (MRI, High tech radiology services (MRI, High tech radiology services (MRI,
CT, and PET scans): $100 copay CT, and PET scans): $100 copay CT, and PET scans): $100 copay

Diagnostic mammograms: $0 copay | Diagnostic mammograms: $0 copay | Diagnostic mammograms: $0 copay

All other radiology services: All other radiology services: All other radiology services:

$20 copay $20 copay $20 copay

Diagnostic procedures and tests: Diagnostic procedures and tests: Diagnostic procedures and tests:
$10 copay $10 copay $0-$10 copay

Therapeutic radiology services (such | Therapeutic radiology services (such | Therapeutic radiology services (such
as radiation treatment for cancer): as radiation treatment for cancer): as radiation treatment for cancer):
$25 copay $25 copay $35 copay

Out-of-network Out-of-network Out-of-network

20% coinsurance for Medicare- 20% coinsurance for Medicare- 30% coinsurance for Medicare-
covered outpatient diagnostic tests covered outpatient diagnostic tests covered outpatient diagnostic tests

and therapeutic services and supplies. | and therapeutic services and supplies. | and therapeutic services and supplies.
@ What you should know

Prior authorization may be required for some services. A referral may be required for some out-of-network
services. There is no copay for abdominal aortic aneurysm screening, diabetes screening, or prostate cancer
screening when they are ordered as a preventive service.
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HMO-POS

Hearing services
In-network

Exam to diagnose and treat hearing
balance issues: $25 copay

Routine hearing exam: $25 copay

Hearing aid fitting or evaluation:

$0 copay every two calendar years
Out-of-network

20% coinsurance for Medicare-
covered hearing exam.

Hearing aids

$1,000 allowance toward hearing
aids. Up to two hearing aids every two
calendar years (both ears combined).

@ What you should know

\ HMO-POS Plus

In-network

Exam to diagnose and treat hearing
balance issues: $25 copay

Routine hearing exam: $25 copay

Hearing aid fitting or evaluation:

$0 copay every two calendar years
Out-of-network

20% coinsurance for Medicare-
covered hearing exam.

Hearing aids

$1,500 allowance toward hearing
aids. Up to two hearing aids every two
calendar years (both ears combined).

|PPO

In-network

Exam to diagnose and treat hearing
balance issues: $25 copay

Routine hearing exam: $25 copay

Hearing aid fitting or evaluation:

$0 copay every two calendar years
Out-of-network

30% coinsurance for Medicare-
covered hearing exam.

Hearing aids

$1,000 allowance toward hearing
aids. Up to two hearing aids every two
calendar years (both ears combined).

You can use your hearing aid benefit with both in- and out-of-network providers. If you choose an out-of-network
provider, you’ll pay them directly and then get reimbursed by us.

Dental services
Preventive services
In-network: $0 copay

Intraoral complete series (full mouth
X-rays, 1 every 3 calendar years):
$0 copay

Periodontal maintenance (following

active therapy, 2 every calendar year).

Note: Applies toward annual cleaning
frequency for the year. To qualify for
2 additional periodontal maintenance
cleanings, a history of periodontal
disease needs to be established.

Medicare-covered dental services:
$35 copay

Deductible: $100

Comprehensive services

Basic restorative: 20% - 50%
coinsurance after deductible

Oral surgery: 20% - 50% coinsurance

Prosthetic maintenance:
40% - 50% coinsurance

Annual dental allowance: $1,000

Preventive services
In-network: $0 copay

Intraoral complete series (full mouth
X-rays, 1 every 3 calendar years):
$0 copay

Periodontal maintenance (following

active therapy, 2 every calendar year).

Note: Applies toward annual cleaning
frequency for the year. To qualify for
2 additional periodontal maintenance
cleanings, a history of periodontal
disease needs to be established.

Medicare-covered dental services:
$30 copay

Deductible: $75

Comprehensive services

Basic restorative: 20% - 50%
coinsurance after deductible

Oral surgery: 20% - 50% coinsurance

Prosthetic maintenance:
40% - 50% coinsurance

Annual dental allowance: $2,000

Preventive services
In-network: $0 copay

Intraoral complete series (full mouth
X-rays, 1 every 3 calendar years):
50% coinsurance

Periodontal maintenance (following
active therapy, 4 every calendar year).
Note: Applies toward annual cleaning
frequency for the year.

Medicare-covered dental services:
$35 copay

Deductible: $100

Comprehensive services

Basic restorative: 40% - 50%
coinsurance after deductible

Oral surgery: 40% - 50% coinsurance

Prosthetic maintenance:
40% - 50% coinsurance

Annual dental allowance: $1,500



HMO-POS

Dental services, continued

@ What you should know

Preventive services include:

\ HMO-POS Plus

« Comprehensive periodontal evaluation (1 every calendar year)

« Comprehensive oral exam (2 every 12 months)

« Periodic oral exam (2 per calendar year)

« Limited oral evaluations (as needed for diagnosis of emergency condition)

« Horizontal bitewing X-rays (1 every calendar year, up to 4 images)

« Routine cleaning (2 every calendar year)

+ Fluoride treatments (2 every calendar year)

|PPO

A visit to an oral surgeon for Medicare-covered services may require prior authorization. Yearly deductible must be met
before benefits for comprehensive dental services are available.

Comprehensive services (include but are not limited to):
 Basic restorative (fillings, inlays/onlays, crowns, retrograde filling, and protective restorations)

« Oral surgery (simple/surgical extractions and other surgical procedures)
« Prosthetic maintenance (services such as bridges, dentures, crowns, and tissue conditioning)

Vision services

Diabetic eye exams: $0 copay
Eyeglass frames or contacts after
cataract surgery: $0 copay
Eyeglass lenses after cataract
surgery: $0 copay
Medicare-covered services
In-network: $35 copay
Out-of-network: 20% coinsurance
Routine vision services

Routine eye exam (one annually)
In-network: $0 copay
Out-of-network: Up to $30
reimbursement

Retinal imaging: $39 copay
Eyeglass lenses (one pair per
calendar year): $0 copay
Eyeglass frames (one pair per
calendar year): $0 copay

$200 eyewear allowance per
calendar year

Out-of-network
Up to $120 eyewear reimbursement
per calendar year

Diabetic eye exams: $0 copay

Eyeglass frames or contacts after
cataract surgery: $0 copay

Eyeglass lenses after cataract
surgery: $0 copay
Medicare-covered services
In-network: $30 copay

Out-of-network: 20% coinsurance
Routine vision services

Routine eye exam (one annually)
In-network: $0 copay
Out-of-network: Up to $30
reimbursement

Retinal imaging: $39 copay
Eyeglass lenses (one pair per
calendar year): $0 copay
Eyeglass frames (one pair per
calendar year): $0 copay

$400 eyewear allowance per
calendar year

Out-of-network
Up to $240 eyewear reimbursement
per calendar year

Diabetic eye exams: $0 copay

Eyeglass frames or contacts after
cataract surgery: $0 copay

Eyeglass lenses after cataract
surgery: $0 copay
Medicare-covered services
In-network: $35 copay
Out-of-network: $40 copay
Routine vision services

Routine eye exam (one annually)
In and out-of-network: $0 copay

Retinal imaging: $39 copay
Eyeglass lenses (one pair per
calendar year): $0 copay
Eyeglass frames (one pair per
calendar year): $0 copay

Combined in- and out-of-network:
$200 eyewear allowance per
calendar year
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HMO-POS | HMO-POS Plus 'PPO
@ What you should know

Diabetic eye exams performed by an ophthalmologist or optometrist are covered by Medicare.

You are eligible for one pair of Medicare-covered eyeglass frames (standard plastic single, bifocal, trifocal, or
lenticular lenses) or one pair of Medicare-covered contact lenses (or 2 6-packs) after each cataract surgery.

You are eligible for one pair of Medicare-covered eyeglass lenses after each cataract surgery.

You are eligible for one pair of standard plastic single, bifocal, trifocal, or lenticular lenses or one pair of
contact lenses (or 2 6-packs) per calendar year.

Mental health services

Inpatient stay Inpatient stay Inpatient stay
In-network: In-network: In-network:
Covenant Advantage Covenant Advantage UM Health Advantage Flex:

Days 1-7: $175 copay per day, per stay: | Days 1-7: $175 copay per day, per stay: Days 1-5: $350 copay per day, per
Days 8 and beyond: $0 copay per day, | Days 8 and beyond: $0 copay per day, stay

per stay per stay Days 6 and beyond: $0 copay per day,
UM Health Advantage: UM Health Advantage: per stay

Days 1-7: $200 copay per day, per stay | Days 1-7: $200 copay per day, per stay

Days 8 and beyond: $0 copay per day, Days 8 and beyond: $0 copay perday, | Out-of-network: 30% coinsurance
per stay per stay

Out-of-network: 20% coinsurance Out-of-network: 20% coinsurance
Outpatient visit Outpatient visit Outpatient visit
In-network: In-network: In-network:

Outpatient individual visit: $30 copay | Outpatient individual visit: $30 copay | Outpatient individual visit: $30 copay
Outpatient group visit: $25 copay Outpatient group visit: $25 copay Outpatient group visit: $25 copay

Out-of-network: 20% coinsurance Out-of-network: 20% coinsurance Out-of-network: 30% coinsurance
@ What you should know

Our plans provide unlimited coverage for inpatient hospital stays. A referral or prior authorization may be required.
If you receive authorized inpatient care at an out-of-network hospital after your emergency condition is stabilized,
you’ll pay the same cost-sharing as you would at an in-network hospital.

Skilled nursing facility

In-network In-network In-network

Days 1-20: $0 copay per day, per stay | Days 1-20: $0 copay per day, per stay | Days 1-20: $0 copay per day, per stay
Days 21-100: $150 copay per day, Days 21-100: $150 copay per day, per | Days 21-100: $150 copay per day, per

per stay stay stay
Out-of-network Out-of-network Out-of-network
20% coinsurance 20% coinsurance 30% coinsurance

@ What you should know

Our plans cover up to 100 days per admission. No prior hospital stay is required. Admission to a new or different
skilled nursing facility within the same benefit period may start a new stay for copay administration purposes.
Prior authorization may be required.



HMO-POS
Physical therapy

In-network
$25 copay

Out-of-network
20% coinsurance

@ What you should know
A referral may be required.
Ambulance

$200 copay

@ What you should know

\ HMO-POS Plus

In-network
$25 copay

Out-of-network
20% coinsurance

$200 copay

|PPO

In-network
$25 copay

Out-of-network
30% coinsurance

$275 copay

This copay applies to each one-way trip. Prior authorization may be required for non-emergency

ambulance transportation.

Transportation
In-network

$0 copay
Out-of-network
Not covered

Limited to 20 one-way trips to plan-
approved locations every year.

Medicare Part B Drugs

Part B covered chemotherapy drugs
In-network: 0%-20% coinsurance
Out-of-network: 20% coinsurance
Other Part B drugs, including insulin
administered via a durable medical
equipment insulin pump

In-network: 20% coinsurance
Out-of-network: 20% coinsurance

@ What you should know

In-network

$0 copay
Out-of-network
Not covered

Limited to 30 one-way trips to plan-
approved locations every year.

Part B covered chemotherapy drugs
In-network: 0%-20% coinsurance
Out-of-network: 20% coinsurance
Other Part B drugs, including insulin
administered via a durable medical
equipment insulin pump

In-network: 20% coinsurance
Out-of-network: 20% coinsurance

In-network

$0 copay
Out-of-network
$0 copay

Limited to 20 one-way trips to plan-
approved locations every year.

Part B covered chemotherapy drugs
In-network: 0%-20% coinsurance
Out-of-network: 30% coinsurance
Other Part B drugs, including insulin
administered via a durable medical
equipment insulin pump

In-network: 0%-20% coinsurance
Out-of-network: 30% coinsurance

If a Part B prescription drug’s price has increased at a rate faster than the rate of inflation, we’ll reduce your
coinsurance for that drug by a certain amount as directed by the Centers for Medicare & Medicaid Services (CMS).
CMS will tell University of Michigan Health Plan what your coinsurance should be for that drug. Your coinsurance will

never exceed 20% but could be lower based on information we receive from CMS.

For Part B insulin (insulin administered through a durable medical equipment pump), you won’t pay more than

$35 for a one-month supply.

Some Part B medications may be subject to prior authorization.

Amounts you pay for Part B drugs count toward your maximum out-of-pocket.

13
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Part D Prescription Drug Coverage

HMO-POS \ HMO-POS Plus \ PPO
Deductible
$0 $0 $0

Maximum out-of-pocket
$2,000 $2,000 $2,000
@ What you should know

Your Part D prescription drug copayments apply until you reach the maximum out-of-pocket limit. Once you meet this
limit, you have no cost share ($0) for plan covered drugs.

Insulin coverage

30-day supply: 30-day supply: 30-day supply:
$35 copay $35 copay $35 copay

@ What you should know

You won’t pay more than $35 for a one-month supply of any insulin product covered by our plan, regardless of
the cost-sharing tier or your extra help status.

Preferred Retail Pharmacy
HMO-POS | HMO-POS Plus

Tier 1: Preferred generics

$0 copay ‘ $0 copay ‘ $0 copay ‘ $0 copay ‘ $0 copay ‘ $0 copay ‘ $0 copay ‘ $0 copay ‘ $0 copay

Tier 2: Generics

$10 copay ‘ $20 copay ‘ $30 copay ‘ $10 copay ‘ $20 copay ‘ $30 copay ‘ $10 copay ‘ $20 copay ‘ $30 copay

Tier 3: Preferred brand

$45 copay ‘ $90 copay ‘ $135 copay ‘ $45 copay ‘ $90 copay ‘ $135 copay ‘ $47 copay ‘ $94 copay ‘ $141 copay

Tier 4: Non-preferred brand

$95 copay ‘ $190 copay ‘ $285 copay ‘ $95 copay ‘ $190 copay ‘ $285 copay ‘ $100 copay ‘ $200 copay ‘ $300 copay

Tier 5: Specialty drugs

0, o) o)
33% N/A N/A 33% N/A N/A 33%
colnsurance colinsurance colnsurance

N/A N/A




Standard Retail Pharmacy
HMO-POS Plus

HMO-POS

Tier 1: Preferred generics

$5copay |$10copay | $15copay | $5copay |$10copay | $15 copay
Tier 2: Generics

$20 copay | $40copay | $60 copay | $20 copay |$40 copay | $60 copay
Tier 3: Preferred brand

$47 copay | $94 copay | $141 copay  $47 copay | $94 copay | $141 copay
Tier 4: Non-preferred brand

$100 copay | $200 copay | $300 copay | $100 copay | $200 copay | $300 copay
Tier 5: Specialty drugs

33% N/A N/A 33% N/A N/A

coinsurance coinsurance

Mail Order (Express Scripts)
| HMO-POS Plus

HMO-POS

$5copay | $10copay |$15 copay

$20 copay | $40 copay | $60 copay

$47 copay | $94 copay | $141 copay

$100 copay | $200 copay | $300 copay

33%

. N/A
coinsurance

N/A

Tier 1: Preferred generics

$0copay |$0copay |$0copay |$0copay |$0copay | $0copay
Tier 2: Generics

$10 copay | $20 copay |$0copay |$10copay |$20copay | $0 copay
Tier 3: Preferred brand

$45 copay | $90 copay | $135 copay | $45 copay | $90 copay | $135 copay
Tier 4: Non-preferred brand

$95 copay | $190 copay | $285 copay | $95 copay | $190 copay | $285 copay
Tier 5: Specialty drugs

33% N/A N/A 33% N/A N/A

coinsurance coinsurance

Out-of-network Pharmacy
HMO-POS

HMO-POS Plus
30-day 30-day

Tier 1: Preferred generics

$5 copay $5 copay
Tier 2: Generics

$20 copay $20 copay
Tier 3: Preferred brand

$47 copay $47 copay
Tier 4: Non-preferred brand

$100 copay $100 copay

Tier 5: Specialty drugs

33% coinsurance 33% coinsurance

$0 copay | $0 copay $0 copay

$10 copay | $20 copay | $0 copay

$47 copay | $94 copay | $141 copay

$100 copay | $200 copay | $300 copay

33%

. N/A
coinsurance

N/A

$5 copay

$20 copay

$47 copay

$100 copay

33% coinsurance
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Other Covered Benefits

HMO-POS | HMO-POS Plus 'PPO
Acupuncture

In-network In-network In-network
$35 copay $30 copay $35 copay
Out-of-network Out-of-network Out-of-network
20% coinsurance 20% coinsurance $40 copay

@ What you should know

Medicare-covered acupuncture treatment (based on the Medicare allowable amount).

Chiropractic care

In-network In-network In-network

$20 copay $20 copay $20 copay
Out-of-network Out-of-network Out-of-network
20% coinsurance 20% coinsurance 30% coinsurance

@ What you should know

Medicare-covered chiropractic services (based on the Medicare allowable amount).

Diabetes supplies and services
Diabetes self-management training | Diabetes self-management training | Diabetes self-management training

In-network: In-network: In-network:

$0 copay $0 copay $0 copay

Out-of-network: Out-of-network: Out-of-network:

20% coinsurance 20% coinsurance 30% coinsurance

Diabetes monitoring supplies Diabetes monitoring supplies Diabetes monitoring supplies
(including blood glucose monitors, (including blood glucose monitors, (including blood glucose monitors,
lancets, CGMs, and test strips™) lancets, CGMs, and test strips™) lancets, CGMs, and test strips™)
In-network: In-network: In-network:

0% coinsurance 0% coinsurance 0% coinsurance
Out-of-network: Out-of-network: Out-of-network:

20% coinsurance** 20% coinsurance** 30% coinsurance**
Therapeutic shoes or inserts Therapeutic shoes or inserts Therapeutic shoes or inserts

In and out-of-network: In and out-of-network: In-network:

20% coinsurance 20% coinsurance 20% coinsurance

Out-of-network:
30% coinsurance

@ What you should know

*See Evidence of Coverage for a complete listing.

**When glucose meters and test strips are obtained at a pharmacy, coverage is limited to specific
Abbott/LifeScan products.

Authorization is required for some items (e.g., diabetic custom-molded shoes and inserts, continuous
16 glucose metes, insulin pumps).



HMO-POS \ HMO-POS Plus \ PPO

Durable Medicare Equipment
In and out-of-network: In and out-of-network: In-network:
20% coinsurance 20% coinsurance 20% coinsurance

Out-of-network:
30% coinsurance

@ What you should know

Wheelchairs, oxygen, etc. Prior authorization may be required.

Home health care

In-network In-network In-network

$0 copay $0 copay $0 copay
Out-of-network Out-of-network Out-of-network
20% coinsurance 20% coinsurance 30% coinsurance

@ What you should know

A referral may be required.

Hospice

$0 copay $0 copay $0 copay
@ What you should know

When you enroll in a Medicare-certified hospice program, your services are covered and paid by Original Medicare.
Please contact University of Michigan Health Plan for more details.

Outpatient substance abuse

In-network In-network In-network

Individual visit: $30 copay Individual visit: $30 copay Individual visit: $30 copay
Group visit: $25 copay Group visit: $25 copay Group visit: $25 copay
Out-of-network Out-of-network Out-of-network

20% coinsurance 20% coinsurance 30% coinsurance

@ What you should know

Medicare-covered outpatient substance abuse services (based on the Medicare allowable amount).
Prior authorization may be required.

Over-the-counter (OTC) allowance

$85 per quarter for OTC items Covenant Advantage: $105 per quarter for OTC items and
$120 per quarter for OTC items medical copays combined

UM Health Plan:
$115 per quarter for OTC items

@ What you should know
Combined quarterly allowance for approved health care products with flexible usage options:
1. Order online, by phone, or by mail through our OTC partner, Convey Health, with up to two orders allowed per quarter.

2. Use your Flex Spending Card at participating retailers nationwide.

You cannot use your Flex Spending Card for prescription copays. Quarterly OTC allowances do not roll over
from quarter to quarter.
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HMO-POS

Podiatry services

In-network

$35 copay
Out-of-network
20% coinsurance

@ What you should know

\ HMO-POS Plus

In-network

$30 copay
Out-of-network
20% coinsurance

'PPO

In-network

$35 copay
Out-of-network
30% coinsurance

Medicare-covered podiatry services (based on the Medicare allowable amount). A referral may be required.

Prosthetic devices
Prosthetic devices

In and out-of-network:
20% coinsurance

Related medical supplies

In and out-of-network:
20% coinsurance

@ What you should know

Prior authorization may be required.

Rehabilitation services
Cardiac rehabilitation services

In-network:
$20 copay

Out-of-network:

20% coinsurance

Occupational and physical therapy,
and speech-language pathology
services

In-network:

$25 copay

Out-of-network:
20% coinsurance

@ What you should know

Prosthetic devices

In and out-of-network:
20% coinsurance

Related medical supplies

In and out-of-network:
20% coinsurance

Cardiac rehabilitation services

In-network:
$20 copay

Out-of-network:

20% coinsurance

Occupational and physical therapy,
and speech-language pathology
services

In-network:
$25 copay

Out-of-network:
20% coinsurance

Medicare-covered services. A referral may be required.

Prosthetic devices

In-network:
20% coinsurance

Out-of-network:
30% coinsurance

Related medical supplies

In-network:
20% coinsurance

Out-of-network:
30% coinsurance

Cardiac rehabilitation services

In-network:
$15 copay

Out-of-network:

30% coinsurance

Occupational and physical therapy,
and speech-language pathology
services

In-network:
$25 copay

Out-of-network:
30% coinsurance

A separate copayment for occupational therapy will apply if other outpatient therapy services are rendered

on the same day.



HMO-POS | HMO-POS Plus |PPO
SilverSneakers® (Wellness Program)
$0 $0 $0

@ What you should know

Your SilverSneakers® membership provides access to participating fitness centers nationwide and a library
of on-demand virtual exercise classes and workshops — all at no additional cost to you.

Telehealth

Mental Health/Psychiatric/ Mental Health/Psychiatric/ Mental Health/Psychiatric/
Substance Abuse Substance Abuse Substance Abuse
In-network: In-network: In-network:

$30 copay $30 copay $30 copay

Out-of-network:
Not covered

PCP

In-network:
$0 copay

Out-of-network:
Not covered

Out-of-network:
Not covered

PCP

In-network:
$0 copay

Out-of-network:
Not covered

Out-of-network:
30% coinsurance

PCP

In-network:
$0 copay

Out-of-network:
$25 copay

@ What you should know

Prior authorization may be required.
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Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our
benefits and rules. If you have any questions, you can call and speak to a Medicare advisor
at 844-925-0182 (TTY:711).

Understanding the Benefits

The Evidence of Coverage (EOC) provides a complete list of all coverage and services.
It is important to review plan coverage, costs, and benefits before you enroll. Visit
UofMHealthMedicare.org or call 844-925-0182 (TTY:711) to view a copy of the EOC.

Review the provider directory (or ask your primary care providers) to make sure your
providers are in the network. If they are not listed, it means you will likely have to select
a new PCP.

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

Review the formulary to make sure your drugs are covered.

Understanding Important Rules

In addition to any monthly plan premium you may owe, 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 Jan. 1, 2025.

Our PPO plan allows you to see providers outside of our network (non-contracted
providers). However, while we will pay for certain covered services on our PPO plan,
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 of Coverage

University of Michigan Health Plan has Medicare Advantage plans that have a
contract with the Federal government.

By joining University of Michigan Health Plan you understand that the plan will
share your information with Medicare who may use it to track your enrollment, to
make payments, or for other purposes allowed by Federal law that authorize the
collection of this information (see the Privacy Act).

Your enrollment in this plan will automatically end any enrollment in another
Medicare health plan.

Enrollment into this plan generally is for the entire year.

You may leave this plan during the Annual Enrollment Period (AEP) that is Oct. 15
through Dec. 7 of every year (with the effective date being Jan. 1 of the following
year) or under certain limited special circumstances by sending a request in
writing to University of Michigan Health Plan.

If you did not pick up Part D when you were first eligible, you may owe a late
enrollment penalty and the plan will bill you for this.

If this is the first time you are enrolling into a Medicare Advantage plan and
terminated a Medigap plan to join, you are considered to be in your “trial period.”
During this “trial period” you are allowed to make a one-time only election to
disenroll from your first Medicare Advantage plan to return to Original Medicare
at any time during the year and pick up your Medigap plan under Medigap
guaranteed issue rights.
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Notice of Availability of Language Assistance Services and Auxiliary Aids

ATTENTION: If you speak English, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call the number on your Member ID card or speak to your provider.

ATENCION: Si habla espafiol, los servicios de asistencia con el idioma estan disponibles para usted
sin cargo. También se encuentran disponibles de forma gratuita ayudas y servicios auxiliares
adecuados para proporcionar informacién en formatos accesibles. Llame al numero que figura en la
tarjeta de identificacion de miembro o hable con su proveedor.
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CHU Y: Néu quy vi noi tiéng Viét, cac dich vu hd tro ngdn ngit mién phi s€ co san cho quy vi. Cac ho
tro va dich vu phu trg pht hop dé cung cip thong tin & dinh dang dé tiép can cling duogc cung cap mién
phi. Hay goi s6 trén thé ID Thanh vién cta quy vi hodc néi chuyén véi nha cung cap cta quy vi.

KINI PARASYSH: Nése flisni shqip, ofrohen shérbime falas t€ ndihmés gjuh&sore. Ndihmat dhe
shérbimet e pérshtatshme ndihmése pér té€ ofruar informacion né formate t€ aksesueshme jané
gjithashtu t€ disponueshme pa pagesé. Telefononi numrin n€ kartén tuaj t€ identitetit t€ Anétarit ose
flisni me ofruesin tuaj t€ shérbimit.
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UWAGA: Osoby mdéwiace po polsku moga skorzysta¢ z bezptatnej pomocy jezykowej. Odpowiednie
materiaty pomocnicze i ustugi zapewniajace informacje w dostosowanych formatach sg rowniez
dostepne bezptatnie. Nalezy zadzwoni¢ pod numer podany na karcie cztonkowskiej lub porozmawiac z
lekarzem prowadzacym.

HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur
Verfiigung Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
barrierefreien Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie die Nummer auf [hrer
Versichertenkarte an oder sprechen Sie mit Threm Dienstleister.

ATTENZIONE: Se parli Italiano, sono a tua disposizione servizi gratuiti di assistenza linguistica. Sono
inoltre disponibili gratuitamente ausili e servizi adeguati per fornire informazioni in formati accessibili.
Chiama il numero sulla tua tessera ID membro o parla con il tuo fornitore.
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BHUMAHUE: ecnu Bbl TOBOPUTE HA PYCCKOM SI3bIKE, BAM MOTYT IIPEIOCTaBUTh OECIIaTHBIE YCIyTH
nepeBoaa. COOTBETCTBYIOIIKE BCIIOMOTaTENbHBIE CPEACTBA U YCIYTH 110 IIPEAOCTABICHUIO
uH(pOpMaIMK B JOCTYIHBIX (hopMaTax TakyKe MOXHO NOJIy4uTh OecruiatHo. [To3BoHMTE IO HOMEPY,
yKa3aHHOMY Ha Ballel NIeHTHU()UKAIMOHHON KapTOUKe Y4acTHHUKA IJ1aHa, UK 00paTUTECh K CBOEMY

Bpauy.

PAZNJA: Ako govorite srpski, dostupne su vam besplatne usluge jezi¢ke pomo¢i. Odgovarajuéa
pomocna sredstva i1 usluge za pruZanje informacija u pristupa¢nim formatima takode su dostupne
besplatno. Pozovite broj sa vase ¢lanske ID kartice ili razgovarajte sa vaSim operaterom.

BIGYANG-PANSIN: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyo sa
tulong sa wika. Ang mga naaangkop na pantulong na suporta at serbisyo upang magbigay ng
impormasyon sa mga naa-access na format ay makukuha rin nang libre. Tawagan ang numero sa iyong
card ng Member ID o makipag-usap sa iyong provider.
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MyMedicarePortal.org

Toll-free: 844-529-3757 (TTY: 711)
8:00 a.m. to 8:00 p.m., seven days a week?*

PO Box 7119, Troy, MI 48007

T You may reach a messaging service on weekends from April 1 through Sept. 30 and holidays. Please leave a
message and your call will be returned the next business day.

University of Michigan Health Plan has HMO-POS and PPO plans with a Medicare contract. Enrollment in University
of Michigan Health Plan depends on contract renewal. All University of Michigan Health Plan plans include Part D
drug coverage. To enroll, you must have both Medicare Parts A and B and reside in the following Michigan counties:
Bay, Calhoun, Clinton, Eaton, Gratiot, Huron, Ingham, Ionia, Jackson, Kalamazoo, Livingston, Montcalm, Saginaw,
Sanilac, Shiawassee, Tuscola, or Washtenaw.

You must continue to pay your Medicare Part B premium. Please note that enrollment is limited to specific times of
the year.

Out-of-network/non-contracted providers are under no obligation to treat University of Michigan Health Plan
members except in emergency situations. Please call our Customer Service number or see your Evidence of
Coverage for more information, including the cost sharing that applies to out-of-network services. University of
Michigan Health Plan plans allow members to see out-of-network providers (non-contracted providers).

University of Michigan Health Plan complies with applicable Federal cjvil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex. ATENCION: si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia linglistica. Llame al 844-529-3757 (TTY: 711). £
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https://member.phpmedicare.com/v3app/publicservice/loginv1/login.aspx?bc=337ac7d3-eaaf-4d21-9aff-b95dd1c9cfc3&serviceid=2991d48f-ef56-4a37-bad6-f0df7ea8a0fb

