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Your Medicare Health Benefits and
Services/Prescription Drug Coverage as a
Member of CareSelect Plan

This mailing gives you the details about your Medicare health and prescription drug coverage from January 1 —
December 31, 2009, and explains how to get the health care and prescription drugs you need. This is an important
legal document. Please keep it in a safe place.

CarePlus Health Plans, Inc. Member Services:
For help or information, please call Member Services or go to our Plan Website at www.careplus-hp.com.

1-800-794-5907 (Calls to these numbers are free)
TTY users call: 1-877-245-7930

Hours of Operation:

Call Member Services seven days a week, from 8 a.m. to 8 p.m. A Member Services representative will be available
to answer your call directly during the annual enrollment period and 60 days after from 8 a.m. until 8 p.m.
However, after March 2, 2009, our office will be open Monday through Friday 8:00 a.m. to 6:00 p.m. Alternative
technical assistance will be available Saturday, Sundays and holidays to return your call in one business day.

n u

This Plan is offered by CarePlus Health Plans, Inc., referred throughout the EOC as "we", "us” or
“our.” CareSelect Plan is referred to as "Plan” or “our Plan.” Our organization contracts with the
Federal government.

This information is available in a different format, including Spanish, English, large print, or audio tapes. Please call
Member Services at the number listed above if you need plan information in another format or language.

Esta informacion esta disponible en otro formato, incluyendo en inglés, en letra grande o en cintas de audio. Si
necesita informacién del plan en otro idioma o en otro formato, llame al Departamento de Servicios para Afiliados
al nimero que aparece anteriormente.
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1 - Introduction

Thank you for being a member of our Plan!

This is your Evidence of Coverage, which explains how to get your Medicare health care and drug coverage through
our Plan, a Health Maintenance Organization (HMO). You are still covered by Medicare, but you are getting your
health care and Medicare prescription drug coverage through our Plan.

This Evidence of Coverage, together with your enrollment form, riders, formulary, and amendments that we send to
you, is our contract with you. The Evidence of Coverage explains your rights, benefits, and responsibilities as a
member of our Plan and is in effect from January 1, 2009, to December 31, 2009. Our plan’s contract with the
Centers for Medicare & Medicaid Services (CMS) is renewed annually, and availability of coverage beyond the end
of the current contract year is not guaranteed.

This Evidence of Coverage will explain to you:

e What is covered by our Plan and what isn't covered.

e How to get the care you need or your prescriptions filled, including some rules you must follow.

e What you will have to pay for your health care or prescriptions.

e What to do if you are unhappy about something related to getting your covered services or prescriptions
filled.

e How to leave our Plan, and other Medicare options that are available, including your options for continuing
Medicare prescription drug coverage.

This Section of the EOC has important information about:
e Eligibility requirements
The geographic service area of our Plan
Keeping your membership record up-to-date
Materials that you will receive from our Plan
Late enrollment penalty
Extra help available from Medicare to help pay your plan costs

Eligibility requirements

To be a member of our Plan, you must live in our service area, be entitled to Medicare Part A and enrolled in
Medicare Part B and not have End Stage Renal Disease (ESRD), with limited exceptions, such as if you are already a
member of our plan. If you currently pay a premium for Medicare Part A or Medicare Part B, you must continue
paying your premium in order to keep your Medicare Part A or Medicare Part B and remain a member of this plan.
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Special eligibility requirements for this plan

Our Plan is designed to meet the needs of people who have Osteoarthritis. If you no longer meet the special
eligibility requirements of our plan, your membership in this plan will end after a 30-day grace period. You will
receive a notice from us informing you of the end of your membership and your options. If you have any questions
about your eligibility, please contact Member Services.

Below is a list of the chronic or disabling conditions that meet the eligibility requirements for our Plan:
Osteoarthritis

The geographic service area for our plan.
The state(s) and counties in our service area are listed below.

State(s) County
Florida Broward

How do | keep my membership record up to date?

We have a membership record about you. Your membership record has information from your enrollment form,
including your address and telephone number. It shows your specific Plan coverage, including the primary care
physician you chose, and other information. Doctors, hospitals, pharmacists, and other network providers use your
membership record to know what services or drugs are covered for you. Section 3 tells how we protect the privacy
of your personal health information.

Please help us keep your membership record up to date by telling Member Services if there are changes to your
name, address, or phone number, or if you go into a nursing home. Also, tell Member Services about any changes
in other health insurance coverage you have, such as from your employer, your spouse’s employer, workers'
compensation, Medicaid, or liability claims such as claims from an automobile accident.

Materials that you will receive from our plan

Plan membership card

While you are a member of our Plan, you must use our membership card for services covered by this plan and
prescription drug coverage at network pharmacies. While you are a member of our Plan you must not use your red,
white, and blue Medicare card to get covered services and items or drugs. Keep your red, white, and blue Medicare
card in a safe place in case you need it later. If you get covered services using your red, white, and blue Medicare
card instead of using our membership card while you are a plan member, the Medicare Program won't pay for
these services and you may have to pay the full cost yourself.

Please carry your membership card that we gave you at all times and remember to show your card when you get
covered services and items or drugs. If your membership card is damaged, lost, or stolen, call Member Services
right away and we will send you a new card. There is a sample card in Section 10 to show you what it looks like.

The Provider Directory gives you a list of network providers

Every year that you are a member of our Plan, we will send you either a Provider Directory or an update to your
Provider Directory, which lists our network providers, including our network pharmacies. You can use it to find the
network providers and the network pharmacies closest to you. If you don't have the Provider Directory, you can get
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a copy from Member Services. You may ask Member Services for more information about our network providers,
including their qualifications. Member Services can give you the most up-to-date information about changes in our
network providers and about which ones are accepting new patients and, information about changes in this Plan’s
pharmacy network, which can change during the year. A complete list of plan providers is available on our Website,
www.careplus-hp.com.

You must use network providers for services to be covered by us at plan cost-sharing levels, except in emergencies,
for urgently needed care out of area, or for out of the area dialysis services. See the benefits chart in Section 10 for
more specific out-of-network coverage information.

Part D Explanation of Benefits

What is the Explanation of Benefits?

The Explanation of Benefits (EOB) is a document you will get for each month you use your Part D prescription drug
coverage. The EOB will tell you the total amount you have spent on your prescription drugs and the total amount
we have paid for your prescription drugs. An Explanation of Benefits is also available upon request. To get a copy,
please contact Member Services.

What information is included in the Explanation of Benefits?
Your Explanation of Benefits will contain the following information:
o Alist of prescriptions you filled during the month, as well as the amount paid for each prescription;
e Information about how to request an exception and appeal our coverage decisions;
e Adescription of changes to the formulary that will occur at least 60 days in the future and affect the
prescriptions you have gotten filled;
e A summary of your coverage this year, including information about:

o Amount Paid For Prescriptions-The amounts paid that count towards your initial coverage
limit.

o Total Out-Of-Pocket Costs that count toward Catastrophic Coverage-The total
amount you and/or others have spent on prescription drugs that count towards you qualifying
for catastrophic coverage. This total includes the amounts spent for your coinsurance or
copayments, and payments made on covered Part D drugs after you reach the initial coverage
limit. (This amount doesn’t include payments made by your current or former employer/union,
another insurance plan or policy, a government-funded health program or other excluded
parties.)
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Filing a grievance with our plan

If you have a complaint, you or your representative may call the phone number for Part C Grievances (for
complaints about Part C medical care or services) or Part D Grievances (for complaints about Part D drugs) in
Section 8. We will try to resolve your complaint over the phone. If you ask for a written response, file a written
grievance, or your complaint is related to quality of care, we will respond in writing to you. If we cannot resolve
your complaint over the phone, we have a formal procedure to review your complaints. We call this
our grievance process.

Grievance process
You or your representative may file your concerns in writing or verbally. See Section 8.

Please follow the grievance process described below:

When filing a grievance, please provide the following information:

Your name, address, telephone number and member identification number; your or your authorized
representative's signature, the date, and a summary of the grievance; any previous contact with us and a
description of the action you are requesting. If you or your authorized representative require assistance in preparing
and submitting your written grievance, contact our Member Services department at the number shown in Section 8.

You may request an expedited (fast) grievance if:
« You disagree with our decision to extend the timeframe to make an initial (standard) organization/coverage
determination or reconsideration.
e We deny your request for a 72-hour/fast (expedited) organization/coverage determination or
reconsiderations/redeterminations.
o We deny your request for a 72-hour/fast (expedited) appeal.

If you mail the request for an expedited grievance, we will provide oral acknowledgement upon receipt. We will
make a determination within 24 hours of receipt of your request.

The grievance must be submitted within 60 days of the event or incident. We must address your grievance as
quickly as your case requires based on your health status, but no later than 30 days after receiving your complaint.
We may extend the time frame by up to 14 days if you ask for the extension, or if we justify a need for additional
information and the delay is in your best interest. If we deny your grievance in whole or in part, our written
decision will explain why we denied it, and will tell you about any dispute resolution options you may have.

Fast grievances
In certain cases, you have the right to ask for a “fast grievance,” meaning we will answer your grievance within 24
hours. We discuss situations where you may request a fast grievance in Section 5.

For quality of care problems, you may also complain to the QIO

You may complain about the quality of care received under Medicare, including care during a hospital stay. You
may complain to us using the grievance process, to the Quality Improvement Organization (QIO), or both. If you file
with the QIO, we must help the QIO resolve the complaint. See Section 8 for more information about the QIO and
for the name and phone number of the QIO in your state.
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5 - Complaints and Appeals about your Part D
Prescription Drug(s) and/or Part C Medical Care
and Service(s)

Introduction

This section explains how you ask for coverage of your Part D drug(s) and Part C medical care or service(s) or
payments in different situations. This section also explains how to make complaints when you think you are being
asked to leave the hospital too soon, or you think your skilled nursing facility (SNF), home health agency (HHA) or
comprehensive outpatient rehabilitation facility (CORF) services are ending too soon. These types of requests and
complaints are discussed below in Part 1, Part 2, or Part 3.

Other complaints that do not involve the types of requests or complaints discussed below in Part 1, Part 2, or Part 3
are considered grievances. You would file a grievance if you have any type of problem with us or one of our
network providers that does not relate to coverage for Part D drugs and/or Part C medical care or services. For
more information about grievances, see Section 4.

e Part 1. Requests for Part D drugs and/or Part C medical care or services or payments.

e Part 2. Complaints if you think you are asked to leave the hospital too soon.

e Part 3. Complaints if you think your skilled nursing facility (SNF), home health agency (HHA) or
comprehensive outpatient rehabilitation facility (CORF) services are ending too soon.

PART 1. Requests for Part D drugs and/or medical care or
services or payment

This part explains what you can do if you have problems getting the Part D drugs and/or Part C medical care or
services you request, or payment (including the amount you paid) for a Part D drug and/or Part C medical care or
service you already received.

If you have problems getting the Part D drugs and/or Part C medical care or services you need, or payment for a
Part D drug and/or Part C service you already received, you must request an initial determination with the plan.

Initial determinations

The initial determination we make is the starting point for dealing with requests you may have about covering a
Part D drug and/or Part C medical care or service you need, or paying for a Part D drug and/or Part C medical care
or service you already received. Initial decisions about Part D drugs are called "coverage determinations."
Initial decisions about Part C medical care or services are called "organization determinations.” With this
decision, we explain whether we will provide the Part D drug and/or Part C medical care or service you are
requesting, or pay for the Part D drug and/or Part C medical care or service you already received.
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The following are examples of requests for initial determinations:

You ask us to pay for a prescription drug you have received.

You ask for a Part D drug that is not on your plan sponsor's list of covered drugs (called a “formulary").
This is a request for a "formulary exception.” See "What is an exception?" below for more
information about the exceptions process.

You ask for an exception to our utilization management tools - such as prior authorization, dosage limits,
quantity limits, or step therapy requirements. Requesting an exception to a utilization management tool is
a type of formulary exception. See "What is an exception?" below for more information about
the exceptions process.

You ask for a non-preferred Part D drug at the preferred cost-sharing level. This is a request for a "tiering
exception.” See "What is an exception?" below for more information about the exceptions
process.

You ask us to pay you back for the cost of a drug you bought at an out-of-network pharmacy. In certain
circumstances, out-of-network purchases, including drugs provided to you in a physician’s office, will be
covered by the Plan. See "Filling Prescriptions Outside of Network" in Section 2 for a
description of these circumstances.

You are not getting Part C medical care or services you want, and you believe that this care is covered by
the Plan.

We will not approve the medical treatment your doctor or other medical provider wants to give you, and
you believe that this treatment is covered by the Plan.

You are being told that a medical treatment or service you have been getting will be reduced or stopped,
and you believe that this could harm your health.

You have received Part C medical care or services that you believe should be covered by the Plan, but we
have refused to pay for this care.

What is an exception?
An exception is a type of initial determination (also called a “coverage determination”) involving a Part D drug.
You or your doctor may ask us to make an exception to our Part D coverage rules in a number of situations.

You may ask us to cover your Part D drug even if it is not on our formulary. Excluded drugs cannot be
covered by a Part D plan unless coverage is through an enhanced plan that covers those excluded drugs.
You may ask us to waive coverage restrictions or limits on your Part D drug. For example, for certain Part D
drugs, we limit the amount of the drug that we will cover. If your Part D drug has a quantity limit, you may
ask us to waive the limit and cover more. See Section 2 (“Utilization Management”) to learn more about
our additional coverage restrictions or limits on certain drugs.

You may ask us to provide a higher level of coverage for your Part D drug. If your Part D drug is contained
in our “Tier 3 — Non-preferred Brand” tier, you may ask us to cover it at the cost-sharing amount that
applies to drugs in the “Tier 1 - Other- (Gen/Brand)” tier instead. This would lower the
coinsurance/copayment amount you must pay for your Part D drug. Please note, if we grant your request to
cover a Part D drug that is not on our formulary, you may not ask us to provide a higher level of coverage
for the drug. Also, you may not ask us to provide a higher level of coverage for Part D drugs that are in the
“Tier 4 — Specialty” tier.
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Generally, we will only approve your request for an exception if the alternative Part D drugs included on the Plan
formulary or the Part D drug in the preferred tier would not be as effective in treating your condition and/or would
cause you to have adverse medical effects.

Your doctor must submit a statement supporting your exception request. In order to help us make a
decision more quickly, the supporting medical information from your doctor should be sent to us
with the exception request.

If we approve your exception request, our approval is valid for the remainder of the Plan year, so long as your
doctor continues to prescribe the Part D drug for you and it continues to be safe for treating your condition. If we
deny your exception request, you may appeal our decision.

Note: If we approve your exception request for a Part D non-formulary drug, you cannot request an
exception to the copayment or coinsurance amount we require you to pay for the drug.

You may call us at the phone number shown under Part D Coverage Determinations in Section 8 to ask for
any of these requests.

Who may ask for an initial determination?

You, your prescribing physician, or someone you name may ask us for an initial determination. The person you
name would be your “appointed representative.” You may name a relative, friend, advocate, doctor, or anyone
else to act for you. Other persons may already be authorized under State law to act for you. If you want someone
to act for you who is not already authorized under State law, then you and that person must sign and date a
statement that gives the person legal permission to be your appointed representative. If you are requesting Part C
medical care or services, this statement must be sent to us at the address or fax number listed under "Part C
Organization Determinations" in Section 8. If you are requesting Part D drugs, this statement must be sent to
us at the address or fax number listed under "Part D Coverage Determinations” in Section 8. To learn how to
name your appointed representative, you may call Member Services.

You also have the right to have a lawyer act for you. You may contact your own lawyer, or get the name of a
lawyer from your local bar association or other referral service. There are also groups that will give you free legal
services if you qualify.

Asking for a “standard” or “fast” initial determination

A decision about whether we will give you, or pay for, the Part D drug and/or Part C medical care or service you are
requesting can be a “standard” decision that is made within the standard time frame, or it can be a “fast" decision
that is made more quickly. A fast decision is also called an “expedited” decision.

Asking for a standard decision

To ask for a standard decision for a Part D drug and/or Part C medical care or service you, your doctor, or your
representative should call, fax, or write us at the numbers or address listed under Part D Coverage
Determinations (for appeals about Part D drugs) or Part C Organization Determinations (for appeals about
Part C medical care or services) in Section 8.
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After normal business hours, on holidays and on weekends, please fax your request or call the number and leave a
detailed message.

Asking for a fast decision

You may ask for a fast decision only if you or your doctor believe that waiting for a standard decision could
seriously harm your health or your ability to function. (Fast decisions apply only to requests for benefits that you
have not yet received. You cannot get a fast decision if you are asking us to pay you back for a benefit that you
already received.)

If you are requesting a Part D drug and/or Part C medical care or service that you have not yet received, you, your
doctor, or your representative may ask us to give you a fast decision by calling, faxing, or writing us at the numbers
or address listed under Part D Coverage Determinations (for appeals about Part D drugs) or Part C
Organization Determinations (for appeals about Part C medical care or services) in Section 8.

Outside of regular weekday business hours, please contact your primary care physician and they will contact our
office to request a fast decision on your behalf.

Be sure to ask for a “fast” or “expedited” review. If your doctor asks for a fast decision for you, or supports you in
asking for one, and the doctor indicates that waiting for a standard decision could seriously harm your health or
your ability to function, we will automatically give you a fast decision.

If you ask for a fast decision without support from a doctor, we will decide if your health requires a fast decision. If
we decide that your medical condition does not meet the requirements for a fast decision, we will send you a letter
informing you that if you get a doctor’s support for a fast review, we will automatically give you a fast decision. The
letter will also tell you how to file a “fast grievance”. You have the right to file a fast grievance if you disagree with
our decision to deny your request for a fast review (for more information about fast grievances, see Section 4). If
we deny your request for a fast initial determination, we will give you a standard decision.

What happens when you request an initial determination?
e For a standard initial determination about a Part D drug (including a request to pay you back for a Part D
drug that you have already received).

Generally, we must give you our decision no later than 72 hours after we receive your request, but we will
make it sooner if your request is for a Part D drug that you have not received yet and your health condition
requires us to. However, if your request involves a request for an exception (including a formulary
exception, tiering exception, or an exception from utilization management rules — such as prior
authorization or dosage or quantity limits or step therapy requirements), we must give you our decision no
later than 72 hours after we receive your physician's "supporting statement” explaining why the drug you
are asking for is medically necessary.

If you have not received an answer from us within 72 hours after we receive your request (or your
physician's supporting statement if your request involves an exception), your request will automatically go
to Appeal Level 2.
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e For a fast initial determination about a Part D drug that you have not yet received.

If we give you a fast review, we will give you our decision within 24 hours after you or your doctor ask for
a fast review. We will give you the decision sooner if your health condition requires us to. If your request
involves a request for an exception, we will give you our decision no later than 24 hours after we have
received your physician's "supporting statement,” which explains why the drug you are asking for is
medically necessary.

If we decide you are eligible for a fast review and you have not received an answer from us within 24 hours
after receiving your request (or your physician's supporting statement if your request involves an
exception), your request will automatically go to Appeal Level 2.

e For a decision about payment for Part C medical care or services you already received.
If we do not need more information to make a decision, we have up to 30 days to make a decision after
we receive your request, although a small number of decisions may take longer. However, if we need more
information in order to make a decision, we have up to 60 days from the date of the receipt of your
request to make a decision. You will be told in writing when we make a decision.

If you have not received an answer from us within 60 days of your request, you have the right to appeal.

e For a standard decision about Part C medical care or services you have not yet received.

We have 14 days to make a decision after we receive your request. However, we can take up to 14 more
days if you ask for additional time, or if we need more information (such as medical records) that may
benefit you. If we take additional days, we will notify you in writing. If you believe that we should not take
additional days, you can make a specific type of complaint called a “fast grievance”. For more information
about fast grievances, see Section 4.

If you have not received an answer from us within 14 days of your request (or by the end of any extended
time period), you have the right to appeal.

e For a fast decision about Part C medical care or services you have not yet received.

If you receive a “fast” decision, we will give you our decision about your requested medical care or services
within 72 hours after we receive the request. However, we can take up to 14 more days if we find that
some information is missing that may benefit you, or if you need more time to prepare for this review. If we
take additional days, we will notify you in writing. If you believe that we should not take any extra days,
you can file a fast grievance. We will call you as soon as we make the decision.

If we do not tell you about our decision within 72 hours (or by the end of any extended time period), you
have the right to appeal. If we deny your request for a fast decision, you may file a "fast grievance." For
more information about fast grievances, see Section 4.
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What happens if we decide completely in your favor?

For a standard decision about a Part D drug (including a request to pay you back for a Part D drug that you
have already received).

We must cover the Part D drug you requested as quickly as your health requires, but no later than 72 hours
after we receive the request. If your request involves a request for an exception, we must cover the Part D
drug you requested no later than 72 hours after we receive your physician's "supporting statement.” If you
are asking us to pay you back for a Part D drug that you already paid for and received, we must send
payment to you no later than 30 calendar days after we receive the request (or supporting statement if
your request involves an exception).

For a fast decision about a Part D drug that you have not yet received.

We must cover the Part D drug you requested no later than 24 hours after we receive your request. If your
request involves a request for an exception, we must cover the Part D drug you requested no later than 24
hours after we receive your physician's “supporting statement.”

For a decision about payment for Part C medical care or services you already received.

Generally, we must send payment no later than 30 days after we receive your request, although a small
number of decisions may take up to 60 days. If we need more information in order to make a decision, we

have up to 60 days from the date of the receipt of your request to make payment.

For a standard decision about Part C medical care or services you have not yet received.

We must authorize or provide your requested care within 14 days of receiving your request. If we extended
the time needed to make our decision, we will authorize or provide your medical care before the extended
time period expires.

For a fast decision about Part C medical care or services you have not yet received.
We must authorize or provide your requested care within 72 hours of receiving your request. If we

extended the time needed to make our decision, we will authorize or provide your medical care before the
extended time period expires.

What happens if we decide against you?

If we decide against you, we will send you a written decision explaining why we denied your request. If an initial
determination does not give you all that you requested, you have the right to appeal the decision. (See Appeal
Level 1)

Appeal Level 1: Appeal to the Plan

You may ask us to review our initial determination, even if only part of our decision is not what you requested. An
appeal to the plan about a Part D drug is also called a plan "redetermination”. An appeal to the plan about Part
C medical care or services is also called plan “reconsideration”. When we receive your request to review the
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initial determination, we give the request to people at our organization who were not involved in making the initial
determination. This helps ensure that we will give your request a fresh look.

Who may file your appeal of the initial determination?

If you are appealing an initial decision about a Part D drug, you or your representative may file a standard appeal
request, or you, your representative, or your doctor may file a fast appeal request. Please see "Who may ask for
an initial determination?" for information about appointing a representative.

If you are appealing an initial decision about Part C medical care or services, the rules about who may file an
appeal are the same as the rules about who may ask for an organization determination. Follow the instructions
under “Who may ask for an initial determination?” However, providers who do not have a contract with the Plan
may also appeal a payment decision as long as the provider signs a “waiver of payment” statement saying it will
not ask you to pay for the Part C medical care or service under review, regardless of the outcome of the appeal.

How soon must you file your appeal?
You must file the appeal request within 60 calendar days from the date included on the notice of our initial
determination. We may give you more time if you have a good reason for missing the deadline.

How to file your appeal

1. Asking for a standard appeal

To ask for a standard appeal about a Part D drug and/or Part C medical care or service a signed, written appeal
request must be sent to the address listed under Part D Appeals (for appeals about Part D drugs) and/or Part C
Appeals (for appeals about Part C medical care or services) in Section 8.

You may also ask for a standard appeal by calling us at the phone number shown under Part D Appeals (for
appeals about Part D drugs) and/or Part C Appeals (for appeals about Part C medical care or services) in Section
8.

2. Asking for a fast appeal

If you are appealing a decision we made about giving you a Part D drug and/or Part C medical care or service that
you have not received yet, you and/or your doctor will need to decide if you need a fast appeal. The rules about
asking for a fast appeal are the same as the rules about asking for a fast initial determination. You, your doctor, or
your representative may ask us for a fast appeal by calling, faxing, or writing us at the numbers or address listed
under Part D Appeals (for appeals about Part D drugs) and/or Part C Appeals (for appeals about Part C medical
care or services) in Section 8.

The procedures for deciding on a “standard” or a “fast” gppea/are the same as those described for a “standard”
or "fast” initial decision.

Be sure to ask for a "fast" or “expedited” review. Remember, if your doctor provides a written or oral supporting
statement explaining that you need the fast appeal, we will automatically give you a fast appeal. If you ask for a
fast decision without support from a doctor, we will decide if your health requires a fast decision. If we decide that
your medical condition does not meet the requirements for a fast decision, we will send you a letter informing you
that if you get a doctor’s support for a fast review, we will automatically give you a fast decision. The letter will
also tell you how to file a “fast grievance”. You have the right to file a fast grievance if you disagree with our
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decision to deny your request for a fast review (for more information about fast grievances, see Section 4). If we
deny your request for a fast appeal, we will give you a standard appeal.

Getting information to support your appeal

We must gather all the information we need to make a decision about your appeal. If we need your assistance in
gathering this information, we will contact you or your representative. You have the right to obtain and include
additional information as part of your appeal. For example, you may already have documents related to your
request, or you may want to get your doctor’s records or opinion to help support your request. You may need to
give the doctor a written request to get information.

You may give us your additional information to support your appeal by calling, faxing, or writing us at the numbers
or address listed under Part D Appeals (for appeals about Part D drugs) and/or Part C Appeals (for appeals
about Part C medical care or services) in Section 8.

You may also deliver additional information in person to the address listed under Part D Appeals (for appeals
about Part D drugs) and/or Part C Appeals (for appeals about Part C medical care or services) in Section 8.

You also have the right to ask us for a copy of information regarding your appeal. You may call or write us at the
phone number or address listed under Part D Appeals (for appeals about Part D drugs) and/or Part C Appeals
(for appeals about Part C medical care or services) in Section 8. We are allowed to charge a fee for copying and
sending this information to you.

How soon must we decide on your appeal?
e For a standard decision about a Part D drug that includes a request to pay you back for a Part D drug you
have already paid for and received.

We will give you our decision within seven calendar days of receiving the appeal request. We will give you
the decision sooner if you have not received the drug yet and your health condition requires us to. If we do
not give you our decision within seven calendar days, your request will automatically go to Appeal Level 2.

e For afast decision about a Part D drug that you have not yet received.

We will give you our decision within 72 hours after we receive the appeal request. We will give you the
decision sooner if your health condition requires us to. If we do not give you our decision within 72 hours,
your request will automatically go to Appeal Level 2.

e For a decision about payment for Part C medical care or services you already received.

After we receive your appeal request, we have 60 days to decide. If we do not decide within 60 days, your
appeal automatically goes to Appeal Level 2.
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For a standard decision about Part C medical care or services you have not vet received.

After we receive your appeal, we have 30 days to decide, but will decide sooner if your health condition
requires. However, if you ask for more time, or if we find that helpful information is missing, we can take
up to 14 more days to make our decision. If we do not tell you our decision within 30 days (or by the end
of the extended time period), your request will automatically go to Appeal Level 2.

For a fast decision about Part C medical care or services you have not yet received.

After we receive your appeal, we have 72 hours to decide, but will decide sooner if your health condition
requires. However, if you ask for more time, or if we find that helpful information is missing, we can take
up to 14 more days to make our decision. If we do not decide within 72 hours (or by the end of the
extended time period), your request will automatically go to Appeal Level 2.

What happens if we decide completely in your favor?

For a standard decision about a Part D drug (including a request to pay you back for a Part D drug that you
have already received).

We must cover the Part D drug you requested as quickly as your health requires, but no later than 7
calendar days after we receive the request. If you are asking us to pay you back for a Part D drug that you
already paid for and received, we must send payment to you no later than 30 calendar days after we
receive the request.

For a fast decision about a Part D drug that you have not yet received.

We must cover the Part D drug you requested no later than 72 hours after we receive your request.

For a decision about payment for Part C medical care or services you already received.

We must pay within 60 days of receiving your appeal request.

For a standard decision about Part C medical care or services you have not yet received.

We must authorize or provide your requested care within 30 days of receiving your appeal request. If we
extended the time needed to decide your appeal, we will authorize or provide your requested care before
the extended time period expires.

For a fast decision about Part C medical care or services you have not yet received.
We must authorize or provide your requested care within 72 hours of receiving your appeal request. If we

extended the time needed to decide your appeal, we will authorize or provide your requested care before
the extended time period expires.
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Appeal Level 2: Independent Review Entity (IRE)

At the second level of appeal, your appeal is reviewed by an outside, Independent Review Entity (IRE) that has a
contract with the Centers for Medicare & Medicaid Services (CMS), the government agency that runs the Medicare
program. The IRE has no connection to us. You have the right to ask us for a copy of your case file that we sent to
this entity. We are allowed to charge you a fee for copying and sending this information to you.

How to file your appeal

If you asked for Part D drugs or payment for Part D drugs and we did not rule completely in your favor at Appeal
Level 1, you may file an appeal with the IRE. If you choose to appeal, you must send the appeal request to the IRE.
The decision you receive from the plan (Appeal Level 1) will tell you how to file this appeal, including who can file
the appeal and how soon it must be filed.

If you asked for Part C medical care or services, or payment for Part C medical care or services, and we did not rule
completely in your favor at Appeal Level 1, your appeal is automatically sent to the IRE.

How soon must the IRE decide?
The IRE has the same amount of time to make its decision as the plan had at Appeal Level 1.

If the IRE decides completely in your favor:
The IRE will tell you in writing about its decision and the reasons for it.
e For a decision to pay you back for a Part D drug you already paid for and received, we must send payment
to you within 30 calendar days from the date we receive notice reversing our decision.

e For a standard decision about a Part D drug you have not yet received, we must cover the Part D drug you
asked for within 72 hours after we receive notice reversing our decision.

e For a fast decision about a Part D drug you have not yet received, we must cover the Part D drug you asked
for within 24 hours after we receive notice reversing our decision.

e For a decision about payment for Part C medical care or services you already received.
We must pay within 30 days after we receive notice reversing our decision.

e For a standard decision about Part C medical care or services you have not yet received.

We must authorize your requested Part C medical care or service within 72 hours, or provide it to you
within 14 days after we receive notice reversing our decision.

e For a fast decision about Part C medical care or services.

We must authorize or provide your requested Part C medical care or services within 72 hours after we
receive notice reversing our decision.
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Appeal Level 3: Administrative Law Judge (AL)J)

If the IRE does not rule completely in your favor, you or your representative may ask for a review by an
Administrative Law Judge (ALJ) if the dollar value of the Part D drug and/or Part C medical care or service you
asked for meets the minimum requirement provided in the IRE's decision. During the ALJ review, you may present
evidence, review the record (by either receiving a copy of the file or accessing the file in person when feasible), and
be represented by counsel.

How to file your appeal

The request must be filed with an ALJ within 60 calendar days of the date you were notified of the decision made
by the IRE (Appeal Level 2). The ALJ may give you more time if you have a good reason for missing the deadline.
The decision you receive from the IRE will tell you how to file this appeal, including who can file it.

The ALJ will not review your appeal if the dollar value of the requested Part D drug and/or Part C medical care or
service does not meet the minimum requirement specified in the IRE's decision. If the dollar value is less than the
minimum requirement, you may not appeal any further.

How soon will the Judge make a decision?
The ALJ will hear your case, weigh all of the evidence, and make a decision as soon as possible.

If the Judge decides in your favor:
See the section “Favorable Decisions by the ALJ, MAC, or a Federal Court Judge” below for information
about what we must do if our decision denying what you asked for is reversed by an ALJ.

Appeal Level 4: Medicare Appeals Council (MAC)

If the ALJ does not rule completely in your favor, you or your representative may ask for a review by the Medicare
Appeals Council (MAC).

How to file your appeal

The request must be filed with the MAC within 60 calendar days of the date you were notified of the decision made
by the ALJ (Appeal Level 3). The MAC may give you more time if you have a good reason for missing the deadline.
The decision you receive from the ALJ will tell you how to file this appeal, including who can file it.

How soon will the Council make a decision?

The MAC will first decide whether to review your case (it does not review every case it receives). If the MAC reviews
your case, it will make a decision as soon as possible. If it decides not to review your case, you may request a
review by a Federal Court Judge (see Appeal Level 5). The MAC will issue a written notice explaining any decision it
makes. The notice will tell you how to request a review by a Federal Court Judge.

If the Council decides in your favor:
See the section “Favorable Decisions by the ALJ, MAC, or a Federal Court Judge” below for information
about what we must do if our decision denying what you asked for is reversed by the MAC.
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Appeal Level 5: Federal Court

You have the right to continue your appeal by asking a Federal Court Judge to review your case if the amount
involved meets the minimum requirement specified in the Medicare Appeals Council's decision, you received a
decision from the Medicare Appeals Council (Appeal Level 4), and:

e The decision is not completely favorable to you, or

e The decision tells you that the MAC decided not to review your appeal request.

How to file your appeal

In order to request judicial review of your case, you must file a civil action in a United States district court within 60
calendar days after the date you were notified of the decision made by the Medicare Appeals Council (Appeal Level
4). The letter you get from the Medicare Appeals Council will tell you how to request this review, including who can
file the appeal.

Your appeal request will not be reviewed by a Federal Court if the dollar value of the requested Part D drug and/or
Part C medical care or service does not meet the minimum requirement specified in the MAC's decision.

How soon will the Judge make a decision?
The Federal Court Judge will first decide whether to review your case. If it reviews your case, a decision will be
made according to the rules established by the Federal judiciary.

If the Judge decides in your favor:
See the section “Favorable Decisions by the ALJ, MAC, or a Federal Court Judge” below for information
about what we must do if our decision denying what you asked for is reversed by a Federal Court Judge.

If the Judge decides against you:
You may have further appeal rights in the Federal Courts. Please refer to the Judge's decision for further
information about your appeal rights.
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Favorable decisions by the ALJ, MAC, or a Federal Court
Judge

This section explains what we must do if our initial decision denying what you asked for is reversed by the AL,
MAC, or a Federal Court Judge.

e For a decision to pay you back for a Part D drug you already paid for and received, we must send payment
to you within 30 calendar days from the date we receive notice reversing our decision.

e For a standard decision about a Part D drug you have not yet received, we must cover the Part D drug you
asked for within 72 hours after we receive notice reversing our decision.

e For a fast decision about a Part D drug you have not yet received, we must cover the Part D drug you asked
for within 24 hours after we receive notice reversing our decision.

e For a decision about Part C medical care or services, we must pay for, authorize, or provide the medical
care or service you have asked for within 60 days of the date we receive the decision.

As a plan member, some of your plan services may also be covered by Medicaid. Therefore, if you believe that we
improperly denied you a service or payment for a service, you may also have the right to appeal this decision to
Medicaid. We will let you know in writing if you have the right to appeal our decision to Medicaid. Contact your
state Medicaid office at the telephone number provided in Section 8.

PART 2. Complaints (appeals) if you think you are being

discharged from the hospital too soon

When you are admitted to the hospital, you have the right to get all the hospital care covered by the Plan that is
necessary to diagnose and treat your illness or injury. The day you leave the hospital (your discharge date) is based
on when your stay in the hospital is no longer medically necessary. This part explains what to do if you believe that
you are being discharged too soon.

Information you should receive during your hospital stay
Within two days of admission as an inpatient or during pre-admission, someone at the hospital must give you a
notice called the Important Message from Medicare (call Member Services or 1-800-MEDICARE (1-800-633-4227)
to get a sample notice or see it online at http://www.cms.hhs.gov/BNI). This notice explains:
e Your right to get all medically necessary hospital services paid for by the Plan (except for any applicable
copayments or deductibles).
e Your right to be involved in any decisions that the hospital, your doctor, or anyone else makes about your
hospital services and who will pay for them.
e Your right to get services you need after you leave the hospital.
e Your right to appeal a discharge decision and have your hospital services paid for by us during the appeal
(except for any applicable copayments or deductibles).
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You (or your representative) will be asked to sign the Important Message from Medicare to show that you received
and understood this notice. Signing the notice does not mean that you agree that the coverage for your
services should end - only that you received and understand the notice. If the hospital gives you the
Important Message from Medicare more than 2 days before your discharge day, it must give you a copy of your
signed Important Message from Medicare before you are scheduled to be discharged.

Review of your hospital discharge by the Quality Improvement Organization
You have the right to request a review of your discharge. You may ask a Quality Improvement Organization to
review whether you are being discharged too soon.

What is the “Quality Improvement Organization”?

“QI0" stands for Quality Improvement Organization. The QIO is a group of doctors and other health care experts
paid by the federal government to check on and help improve the care given to Medicare patients. They are not
part of the Plan or the hospital. There is one QIO in each state. QIOs have different names, depending on which
state they are in. In Florida the QIO is FMQAI. The doctors and other health experts in the QIO review certain types
of complaints made by Medicare patients. These include complaints from Medicare patients who think their
hospital stay is ending too soon.

Getting the QIO to review your hospital discharge
You must quickly contact the QIO. The Important Message from Medicare gives the name and telephone number of
the QIO and tells you what you must do.

e You must ask the QIO for a “fast review" of your discharge. This “fast review” is also called an
“immediate review."

e You must request a review from the QIO no later than the day you are scheduled to be discharged from the
hospital. If you meet this deadline, you may stay in the hospital after your discharge date
without paying for it while you wait to get the decision from the QIO.

e The QIO will look at your medical information provided to the QIO by us and the hospital.

e During this process you will get a notice, called the Detailed Notice of Discharge, giving the reasons why
we believe that your discharge date is medically appropriate. Call Member Services or 1-800-MEDICARE
(1-800-633-4227 — TTY users should call 1-877-486-2048) to get a sample notice or see it online at
http://www.cms.hhs.gov/BNI/.

e The QIO will decide, within one day after receiving the medical information it needs, whether it is medically
appropriate for you to be discharged on the date that has been set for you.

What happens if the QIO decides in your favor?
We will continue to cover your hospital stay (except for any applicable copayments or deductibles) for as long as it
is medically necessary and you have not exceeded our Plan coverage limitations as described in Section 10.

What happens if the QIO agrees with the discharge?

You will not be responsible for paying the hospital charges until noon of the day after the QIO gives you its
decision. However, you could be financially liable for any inpatient hospital services provided after noon of the day
after the QIO gives you its decision. You may leave the hospital on or before that time and avoid any possible
financial liability.
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If you remain in the hospital, you may still ask the QIO to review its first decision if you make the request within 60
days of receiving the QIO’s first denial of your request. However, you could be financially liable for any inpatient
hospital services provided after noon of the day after the QIO gave you its first decision.

What happens if you appeal the QIO decision?

The QIO has 14 days to decide whether to uphold its original decision or agree that you should continue to receive
inpatient care. If the QIO agrees that your care should continue, we must pay for or reimburse you for any care you
have received since the discharge date on the Important Message from Medicare, and provide you with inpatient
care (except for any applicable copayments or deductibles) for as long as it is medically necessary and you have not
exceeded our Plan coverage limitations as described in Section 10.

If the QIO upholds its original decision, you may be able to appeal its decision to an Administrative Law Judge
(ALJ). Please see Appeal Level 3 in Part 1 of this section for guidance on the ALJ appeal. If the ALJ upholds the
decision, you may also be able to ask for a review by the Medicare Appeals Council (MAC) or a Federal court. If any
of these decision makers agree that your stay should continue, we must pay for or reimburse you for any care you
have received since the discharge date, and provide you with inpatient care (except for any applicable copayments
or deductibles) for as long as it is medically necessary and you have not exceeded our Plan coverage limitations as
described in Section 10.

What if you do not ask the QIO for a review by the deadline?
If you do not ask the QIO for a fast review of your discharge by the deadline, you may ask us for a “fast appeal” of
your discharge, which is discussed in Part 1 of this section. If you ask us for a fast appeal of your discharge and you
stay in the hospital past your discharge date, you may have to pay for the hospital care you receive past your
discharge date. Whether you have to pay or not depends on the decision we make.
o If we decide, based on the fast appeal, that you need to stay in the hospital, we will continue to cover your
hospital care (except for any applicable copayments or deductibles) for as long as it is medically necessary
and you have not exceeded our Plan coverage limitations as described in Section 10.
o If we decide that you should not have stayed in the hospital beyond your discharge date, we will not cover
any hospital care you received after the discharge date.

If we uphold our original decision, we will forward our decision and case file to the Independent Review Entity (IRE)
within 24 hours. Please see Appeal Level 2 in Part 1 of this section for guidance on the IRE appeal. If the IRE
upholds our decision, you may also be able to ask for a review by an ALJ, MAC, or a Federal court. If any of these
decision makers agree that your stay should continue, we must pay for or reimburse you for any care you have
received since the discharge date on the notice you got from your provider, and provide you with any services you
asked for (except for any applicable copayments or deductibles) for as long as it is medically necessary and you
have not exceeded our Plan coverage limitations as described in Section 10.
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Drug Tier

Preferred Brand

Network
retail cost-
sharing

(30-day
supply)

You pay a
100%
co-
insurance

Except

You pay
a$10
copayment
for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Network
retail cost-
sharing
(90-day
supply)

You pay a
100%
co-
insurance

Except

You pay
a$30
copayment
for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Network
long-term
care cost-
sharing
(34-day
supply)
You pay a
100%
co-
insurance

Except

You pay
a$10
copayment
for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Network
mail-order
cost-
sharing
(30-day
supply)
You pay a
100%
co-
insurance

Except

You pay
a$10
copayment
for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Network
mail-order
cost-
sharing
(90-day
supply)
You pay a
100%
co-
insurance

Except

You pay
a$25
copayment
for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Out-of-
network
cost-
sharing
(30-day
supply)
You pay a
100%
co-
insurance
plus the
difference
between
network
cost and
non-
network
cost.

Except

You pay
a$10
copayment
for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis
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Drug Tier

Non-Preferred
Brand

Network
retail cost-
sharing

(30-day
supply)

You pay a
100%
co-
insurance

Except

You pay
a $45
copayment
for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Network
retail cost-
sharing
(90-day
supply)

You pay a
100%
co-
insurance

Except

You pay
a$135
copayment
for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Network
long-term
care cost-
sharing
(34-day
supply)
You pay a
100%
co-
insurance

Except

You pay
a $45
copayment
for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Network
mail-order
cost-
sharing
(30-day
supply)
You pay a
100%
co-
insurance

Except

You pay
a $45
copayment
for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Network
mail-order
cost-
sharing
(90-day
supply)
You pay a
100%
co-
insurance

Except

You pay
a$112.50
copayment
for select

home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Out-of-
network
cost-
sharing
(30-day
supply)
You pay a
100%
co-
insurance
plus the
difference
between
network
cost and
non-
network
cost.

Except

You pay
a $45
copayment
for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

2009 Evidence of Coverage - 102




Drug Tier

Specialty

Network
retail cost-
sharing

(30-day
supply)

You pay a
100%
co-
insurance

Except

You pay
a33%

co-
insurance

for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Network
retail cost-
sharing
(90-day
supply)

Not
Available

Network
long-term
care cost-
sharing
(34-day
supply)
You pay a
100%
co-
insurance

Except

You pay
a33%

co-
insurance

for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Network
mail-order
cost-
sharing
(30-day
supply)
You pay a
100%
co-
insurance

Except

You pay
a33%

co-
insurance

for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Network
mail-order
cost-
sharing
(90-day
supply)
Not
Available

Out-of-
network
cost-
sharing
(30-day
supply)
You pay a
100%
co-
insurance
plus the
difference
between
network
cost and
non-
network
cost.

Except

You pay
a 33% co-
insurance

for select
home
infusion
therapy
drugs and
drugs
for the
treatment
of Osteo-
arthritis

Once your total out-of-pocket costs reach $4,350, you will qualify for catastrophic coverage.

Catastrophic coverage
All Medicare Prescription Drug Plans include catastrophic coverage for people with high drug costs. In order to
qualify for catastrophic coverage, you must spend $4,350 out-of-pocket for the year. When the total amount you
have paid toward your coinsurance or copayments, and the cost for covered Part D drugs after you reach the initial
coverage limit reaches $4,350, you will qualify for catastrophic coverage. During catastrophic coverage you will
pay: the greater of 5% coinsurance or $2.40 for generics or drugs that are treated like generics and $6.00 for all
other drugs. We will pay the rest.
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Note: As mentioned earlier we offer additional coverage on some prescription drugs not normally covered in a
Medicare Prescription Drug Plan. The amount you pay when you fill a prescription for these drugs does not count
towards your initial coverage limit, or total out-of-pocket costs (that is, the amount you pay does not help you
move through the benefit or qualify for catastrophic coverage).

Vaccine coverage (including administration)

Our Plan’s prescription drug benefit covers a number of vaccines, including vaccine administration. The amount you
will be responsible for will depend on how the vaccine is dispensed and who administers it. Also, please note that
in some situations, the vaccine and its administration will be billed separately. When this happens, you may pay
separate cost-sharing amounts for the vaccine and for the vaccine administration.

The following chart describes some of these scenarios. Note that in some cases, you will be receiving the vaccine
from someone who is not part of our pharmacy network and that you may have to pay for the entire cost of the
vaccine and its administration in advance. You will need to mail us the receipts, following our out-of-network
paper claims policy (see Section 2), and then you will be reimbursed up to our normal coinsurance or copayment for
that vaccine. In some cases you will be responsible for the difference between what we pay and what the out-of-
network provider charges you. The following chart provides examples of how much it might cost to obtain a
vaccine (including its administration) under our Plan. Actual vaccine costs will vary by vaccine type and by whether
your vaccine is administered by a pharmacist or by another provider.

Remember you are responsible for all of the costs associated with vaccines (including their administration) during
the coverage gap phases of your benefit.
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If you obtain the vaccine at:  And get it You pay (and/or are reimbursed)

administered by:

The Pharmacy The Pharmacy (not e You pay your normal coinsurance or
possible in all States) copayment for the vaccine.
Your Doctor Your Doctor e You pay up-front for the entire cost of the

vaccine and its administration.

e You are reimbursed this amount less your
normal coinsurance or copayment for the
vaccine (including administration) less any
difference between the amount the Doctor
charges and what we normally pay.*

The Pharmacy Your Doctor e You pay your normal coinsurance or co-

payment for the vaccine at the pharmacy

and the full amount charged by the doctor
for administering the vaccine. You are
reimbursed the amount charged by the
doctor less any applicable in-network
charge for administering the vaccine less
any difference between what the Doctor
charges for administering the vaccine and

what we normally pay. *

*If you receive extra help, we will reimburse you for this difference.

We can help you understand the costs associated with vaccines (including administration) available under our Plan
before you go to your doctor. For more information, please contact Member Services.

How is your out-of-pocket cost calculated?

What type of prescription drug payments count toward your out-of-pocket costs?
The following types of payments for prescription drugs may count toward your out-of-pocket costs and help you
qualify for catastrophic coverage as long as the drug you are paying for is a Part D drug or transition drug, on the
formulary (or if you get a favorable decision on a coverage-determination request, exception request or appeal),
obtained at a network pharmacy (or you have an approved claim from an out-of-network pharmacy), and otherwise
meets our coverage requirements:

e Your coinsurance or copayments up to the initial coverage limit

e Payments you made this year under another Medicare prescription drug plan prior to your enrollment in our

plan

When you have spent a total of $4,350 for these items, you will reach the catastrophic coverage level.
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What type of prescription drug payments will not count toward your out-of-pocket costs?
The following types of payments for prescription drugs do not count toward your out-of-pocket costs:
e Prescription drugs purchased outside the United States and its territories
e Prescription drugs not covered by the Plan
e Prescription drugs obtained at an out-of-network pharmacy when that purchase does not meet our
requirements for out-of-network coverage
e  Prescription drugs covered by Part A or Part B
e Non-Part D drugs that are covered under our additional coverage but are not normally covered in a
Medicare Prescription Drug Plan. Payments made for these drugs will also not count towards your initial
coverage limit. There is information later in this section on the excluded non-Part D drugs we may coverage
as part of our additional coverage.

Who can pay for your prescription drugs, and how do these payments apply to your out-of-pocket
costs?
Any payments you make for Part D drugs covered by us count toward your out-of-pocket costs and will help you
qualify for catastrophic coverage. In addition, when the following individuals or organizations pay your costs for
such drugs, these payments will count toward your out-of-pocket costs and will help you qualify for catastrophic
coverage:
e Family members or other individuals;
e Medicare programs that provide extra help with prescription drug coverage; and
e Most charities or charitable organizations that pay cost-sharing on your behalf. Please note that if the charity
is established, run or controlled by your current or former employer or union, the payments usually will not
count toward your out-of-pocket costs.

Payments made by the following don’t count toward your out-of-pocket costs:
e Group Health Plans;
e Insurance plans and government funded health programs (e.g., TRICARE, the VA, the Indian Health Service,
AIDS Drug Assistance Programs); and
e Third party arrangements with a legal obligation to pay for prescription costs (e.g., Workers Compensation).

If you have coverage from a third party such as those listed above that pays a part of or all of your out-of-pocket
costs, you must let us know.

We will be responsible for keeping track of your out-of-pocket expenses and will let you know when you have
qualified for catastrophic coverage. If you are in a coverage gap or deductible period and have purchased a covered
Part D drug at a network pharmacy under a special price or discount card that is outside the Plan’s benefit, you
may submit documentation and have it count towards qualifying you for catastrophic coverage. In addition, for
every month in which you purchase covered prescription drugs through us, you will get an Explanation of Benefits
that shows your out-of-pocket cost amount to date.
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Sample plan membership card
Here is an example of what your plan membership card looks like. See Section 1 for more information on using

your plan membership card.

/Iemher Services:

Authorizations: 1-866-313-T587

%

I-ﬂﬂﬂu?ﬂ4-5®

1-877-245-T%

TAMPA_ FL 33631

CareSelect

BIN: ]
xPCHNP 032

Kl 12345670

CMS Contract®: H101 g-ﬁly
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General Exclusions

Introduction

The purpose of this part of Section 10 is to tell you about medical care and services, items, and/or drugs that aren’t
covered (“are excluded”) or are limited by our Plan. The list below tells about these exclusions and limitations. The
list describes services, items, and/or drugs that aren’t covered under any conditions (The Benefits Chart earlier also
explains about some restrictions or limitations that apply to certain services).

If you get services, items AND/OR drugs that are not covered, you must pay for them yourself

We won't pay for the exclusions that are listed in this section (or elsewhere in this EQC), and neither will the
Original Medicare Plan, unless they are found upon appeal to be services, items, and/or drugs that we should have
paid or covered (appeals are discussed in Section 5).

What services are not covered or are limited by our Plan?
In addition to any exclusions or limitations described in the Benefits Chart, or anywhere else in this EOC, the
following items and services aren’t covered under the Original Medicare Plan or by our plan:

1. Services that aren't reasonable and necessary, according to the standards of the Original Medicare Plan, unless
these services are otherwise listed by our Plan as a covered service.

2. Experimental or investigational medical and surgical procedures, equipment and medications, unless covered

by the Original Medicare Plan or unless, for certain services, the procedures are covered under an approved

clinical trial. The Centers for Medicare and Medicaid Services (CMS) will continue to pay through Original

Medicare for clinical trial items and services covered under the September 2000 National Coverage

Determination that are provided to plan members. Experimental procedures and items are those items and

procedures determined by our Plan and the Original Medicare Plan to not be generally accepted by the medical

community.

Surgical treatment of morbid obesity unless medically necessary and covered under the Original Medicare plan.

Private room in a hospital, unless medically necessary.

Private duty nurses.

Personal convenience items, such as a telephone or television in your room at a hospital or skilled nursing

facility.

Nursing care on a full-time basis in your home.

Custodial care unless it is provided in conjunction with skilled nursing care and/or skilled rehabilitation services.

This includes care that helps people with activities of daily living like walking, getting in and out of bed,

bathing, dressing, eating and using the bathroom, preparation of special diets, and supervision of medication

that is usually self-administered.

9. Homemaker services.

10. Charges imposed by immediate relatives or members of your household.

11. Elective or voluntary enhancement procedures, services, supplies and medications including but not limited to:
Weight loss, hair growth, sexual performance, athletic performance, cosmetic purposes, anti-aging and mental
performance unless medically necessary.

12. Cosmetic surgery or procedures, unless needed because of accidental injury or to improve the function of a
malformed part of the body. All stages of reconstruction are covered for a breast after a mastectomy, as well as
for the unaffected breast to produce a symmetrical appearance.

o Uk Ww

o~
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13.

14.

15.
16.

17.
18.

19.

Orthopedic shoes unless they are part of a leg brace and are included in the cost of the brace. Exception:
Therapeutic shoes are covered for people with diabetic foot disease.

Supportive devices for the feet. Exception: Orthopedic or therapeutic shoes are covered for people with diabetic
foot disease.

Radial keratotomy, LASIK surgery, vision therapy and other low vision aids and services.

Reversal of sterilization procedures, sex change operations, and non-prescription contraceptive supplies and
devices.

Naturopath services.

Services provided to veterans in Veterans Affairs (VA) facilities. However, in the case of emergency services
received at a VA hospital, if the VA cost-sharing is more than the cost-sharing required under our Plan, we will
reimburse veterans for the difference. Members are still responsible for our Plan cost-sharing amount.

Any of the services listed above that aren’t covered will remain not covered even if received at an emergency
facility. For example, non-authorized, routine conditions that do not appear to a reasonable person to be based
on a medical emergency are not covered if received at an emergency facility.

Excluded drugs

This part of Section 10 talks about drugs that are “excluded,” meaning they aren’t normally covered by a Medicare
drug plan. If you get drugs that are excluded, you must pay for them yourself. We won’t pay for the exclusions that
are listed in this section (or elsewhere in this EOC), and neither will the Original Medicare Plan, unless they are
found upon appeal to be drugs that we should have paid or covered (appeals are discussed in Section 5).

e A Medicare Prescription Drug Plan can't cover a drug that would be covered under Medicare Part A or Part
B.

e A Medicare Prescription Drug Plan can't cover a drug purchased outside the United States and its
territories.

e A Medicare Prescription Drug Plan can cover off-label uses (meaning for uses other than those indicated on
a drug’s label as approved by the Food and Drug Administration) of a prescription drug only in cases where
the use is supported by certain reference-book citations. Congress specifically listed the reference books
that list whether the off-label use would be permitted. (These reference books are: American Hospital
Formulary Service Drug Information, the DRUGDEX Information System, and USPDI or its successor.) If the
use is not supported by one of these reference books, known as compendia, then the drug is considered a
non-Part D drug and cannot be covered by our Plan.
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In addition, by law, certain types of drugs or categories of drugs are not normally covered by Medicare Prescription
Drug Plans. These drugs are not considered Part D drugs and may be referred to as “exclusions” or “non-Part D
drugs.” These drugs include:

Non-prescription drugs (or over-the counter drugs) | Drugs when used for treatment of anorexia,
weight loss, or weight gain

Drugs when used to promote fertility Drugs when used for cosmetic purposes or to
promote hair growth

Drugs when used for the symptomatic relief of Prescription vitamins and mineral products, except

cough or colds prenatal vitamins and fluoride preparations

Outpatient drugs for which the manufacturer seeks | Barbiturates and Benzodiazepines
to require that associated tests or monitoring
services be purchased exclusively from the
manufacturer as a condition of sale

Drugs, such as Viagra, Cialis, Levitra, and Caverject,
when used for the treatment of sexual or erectile
dysfunction

We offer additional coverage of some prescription drugs not normally covered in a Medicare Prescription Drug Plan.
See "Prescription drugs not covered under Medicare” under “Additional Benefits” in the benefit chart. The amount
you pay when you fill a prescription for these drugs does not count towards qualifying you for catastrophic
coverage. In addition, if you are receiving extra help from Medicare to pay for your prescriptions, the extra help will
not pay for these drugs. Please refer to your formulary or call Member Services for more information.

If you receive extra help, your state Medicaid program may cover some prescription drugs not normally covered in a
Medicare drug plan. Please contact your state Medicaid program to determine what drug coverage may be
available to you.
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H
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T
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CarePlus

HEALTH PLANS, INC.

www.careplus-hp.com

Please call our CarePlus Health Plans, Inc.
Member Services Department at:

1-800-794-5907

TTY number for hearing and speech impaired:
1-877-245-7930

We are open 7 days a week, 8 a.m. to 8 p.m.
From March 2, 2009 until the following Annual Election Period (AEP), you
may leave us a voice mail message after-hours, Saturdays, Sundays, and
holidays and we will return your call the next business day.

CarePlus Health Plans, Inc. is a Medicare Advantage Organization with
a Medicare contract. You must be entitled to Medicare Part A and enrolled
in Part B. You must continue to pay your Medicare Part B premium, if not
otherwise paid for you under Medicaid or by another third party. This plan
is a Medicare-approved Chronic Disease Special Needs Plan and physician

diagnosis of the disease must be verified. Some limitations, restrictions,

coinsurance and copayments may apply.
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