2009 Evidence of Coverage (EOC)

Your Medicare Health Benefits and
Services/Prescription Drug Coverage as a Member of
Altius Advantra Silver

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/or prescription
drugs you need. This is an important legal document. Please keep it in a safe place.

Altius Advantra Silver Member Services:
For help or information, please call Member Services or go to our Plan website at
www.altiusadvantra.com .

1-866-784-4918 (Calls to these numbers are free)
TTY/TDD users call: 1-866-784-4931

Hours of Operation:

From November 15", 2008 through March 1%, 2009

Monday - Friday, 8:00 a.m. — 8:00 p.m. Mountain Time.

And Saturday, 9:00 a.m. — 3:00 p.m. Mountain Time; with voicemail available after
hours.

From March 2" 2009 through November 14™ 2009
Monday - Friday, 8:00 a.m. — 6:00 p.m. Mountain Time; with voicemail available after
hours.

For Part D Prescription Drug Services, please call toll free 1-800-708-3650 (TTY/TDD
1-800-716-3231) 24 hours a day, 7 days a week.

This Plan is offered by Altius Health Plans, Inc, a Medicare Advantage Health
Maintenance Organization (HMO), with a point-of-service option (POS), referred
throughout the EOC as “we”, “us” or “our.” Altius Advantra Silver is referred to as
“Plan” or “our Plan.” Our organization contracts with the Federal government.

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

Esta informacion puede estar disponible en un formato diferente, inclusive la impresion grande o

en espafol. Por favor Servicios de Miembro de llamada en el nimero listaron encima de si usted
necesita informacion de plan en otro formato o el idioma.

H8649_ANOCEOC_SILVER_09001 CMS Approval: 9/26/2008
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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 Medicare Advantage Health Maintenance Organization
(HMO) with a point-of-service option (POS); you are still covered by Medicare, but you are
getting your health care and/or 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 - 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:

Eligibility requirements

The geographic service area of our Plan

Keeping your membership record up-to-date

Materials that you will receive from our Plan

Paying your plan premiums

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. If you currently pay a premium for Medicare Part A and/or
Medicare Part B, you must continue paying your premium in order to keep your Medicare Part A
and/or Medicare Part B and remain a member of this plan.



2009 Evidence of Coverage (EOC)

The geographic service area for our Plan
The counties in our service area are listed below.

Beaver, Box Elder, Cache, Carbon, Daggett, Davis, Duchesne, Emery, Garfield, Grand, Iron,
Juab, Kane, Millard, Morgan, Piute, Rich, Salt Lake, San Juan, Sanpete, Sevier, Summit, Tooele,
Uintah, Utah, Wasatch, Wayne, Weber Counties, UT.

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 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, 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, items and/or drugs. If your membership card is damaged,
lost, or stolen, call Member Services right away and we will send you a new card.

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. If you don’t have the
Provider Directory, you can get 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.
A complete list of network providers is also available on our website at www.altiusadvantra.com.
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You may be required to 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.

Altius Advantra is a Medicare Health Maintenance Organization, Point-of-Service (POS) Plan.
This means you have greater provider selection because the Plan allows an out-of-network
benefit under which you can see non-plan providers for certain services. When you choose to
access your POS option, you continue to have comprehensive benefits but with higher out-of-
pocket expenses. Additionally, for any POS services you receive that require prior authorization,
it is YOUR responsibility to ensure that the non-plan provider complies with Altius Advantra’s
utilization management policies. If you do not obtain prior authorization for services from non-
plan providers, you may be responsible for all charges incurred. Certain benefits may not be
available under your POS option. For specific benefit information, refer to the Benefit Chart in
Section 10 or call Member Services.

The Pharmacy Directory gives you a list of Plan network pharmacies.

As a member of our Plan we will send you a complete Pharmacy Directory, which gives you a
list of our network pharmacies, at least every three years, and an update of our Pharmacy
Directory every year that we don’t send you a complete Pharmacy Directory. You can use it to
find the network pharmacy closest to you. If you don’t have the Pharmacy Directory, you can get
a copy from Member Services. They can also give you the most up-to-date information about
changes in this Plan’s pharmacy network, which can change during the year. You can also find
this information on our website.

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:
e A list 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 A description 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:
0 Amount Paid For Prescriptions-The amounts paid that count towards your
initial coverage limit.
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0 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 co-payments, 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.)

Your monthly plan premium

The monthly premium amount described in this section does not include any late enrollment
penalty you may be responsible for paying (see “What is the Medicare Prescription Drug Plan
late enrollment penalty?” later in this section for more information).”

As a member of our Plan, you pay:

1) Your monthly Medicare Part B premium. Most people will pay the standard premium
amount, which is $96.40 in 2009.(Your Part B premium is typically deducted from your
Social Security payment.) (If you receive benefits from your state Medicaid program, all or
part of your Part B premium may be paid for you.)

Your monthly premium will be higher if you are single (file an individual tax return) and
your yearly income is more than $85,000, or if you are married (file a joint tax return) and
your yearly income is more than $170,000.

If your Yearly Income is In 2009,
you pay*

File individual tax return File joint tax return

$85,000 or below $170,000 or below $96.40
$85,001-$107,000 $170,001-$214,000 $134.90
$107,001-$160,000 $214,001-$320,000 $192.20
$160,001-$213,000 $320,001-$426,000 $250.50
Above $213,000 Above $426,000 $308.30

*1f you pay a Part B late-enrollment penalty, the premium amount is higher.

2) Your monthly Medicare Part A premium, if necessary (most people don’t have to pay this
premium).

3) Your monthly premium for our Plan.
Your monthly premium for our Plan is listed in Section 10. (If you qualify for extra help
from Medicare, called the Low-Income Subsidy or LIS, you may not have to pay for all or part

of the monthly premium.) If you have any questions about your Plan premiums or the payment
programs, please call Member Services.

12



2009 Evidence of Coverage (EOC)

If you get benefits from your current or former employer, or from your spouse’s current or
former employer, call the employer’s benefits administrator for information about your monthly
plan premium.

Note: If you are getting extra help (LIS) with paying for your drug coverage, the premium
amount that you pay as a member of this Plan is listed in your “Evidence of Coverage Rider for
those who Receive Extra Help for their Prescription Drugs.” Or, if you are a member of a State
Pharmacy Assistance Program (SPAP), you may get help paying your premiums. Please contact
your SPAP at the phone number listed in Section 8 to determine what benefits are available to
you.

Monthly Plan Premium Payment Options

There are two ways to pay your monthly plan premium. Please contact Member Services to
inform us of your payment option choice or to notify us that you would like to change your
payment option choice.

Option one: Pay your monthly plan premium directly to our Plan.
You may decide to pay your monthly plan premium directly to our Plan.

You will receive a premium payment coupon book within 2-3 weeks after we have processed
your application. Your monthly premium will be due by the 10" day of each month. Send your
premium payments to:

Altius Advantra
P.O. Box 6560
Carol Stream, IL 60197-6560

Please call Member Services if you run out of coupons or lose your coupon book and need a new
coupon book.

You may also choose to drop your premium payment off in person by the 8" of each month at
our local Plan site:

Altius Advantra

10421 South Jordan Gateway, Suite 400

South Jordan, UT 84095

If your premium payment check is returned to us by your bank for non-sufficient funds (NSF),
you may be charged any reasonable and customary fees associated with non-sufficient funds.

Instead of paying by check, you can have your monthly plan premium automatically withdrawn
from your bank account on the 10" day of each month. Please contact Member Services to
arrange to have your premium automatically withdrawn from your bank account.

Option two: You may have your monthly plan premium directly deducted from your
monthly Social Security payment.

13
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Contact Member Services for more information on how to pay your monthly plan premium this
way.

Note: We don’t recommend this option if you are getting extra help for your monthly plan
premium payment from another payer, like a State Pharmaceutical Assistance Program (SPAP).
(SPAPs have different names in different states. See Section 8 for the name and phone number
for the SPAP in your area.) Social Security can only withhold the full amount of the monthly
plan premium and will not recognize any monthly plan premium payments made by other payers
as part of this process.

Can your monthly plan premiums change during the year?

The monthly plan premium associated with this plan cannot change during the year. However,
the amount you pay could change, depending on whether you become eligible for, or lose, extra
help for your prescription drug costs. If our monthly plan premium changes for next year we will
tell you in October and the change will take effect on January 1.

What is the Medicare Prescription Drug Plan late enroliment penalty?

If you don’t join a Medicare drug plan when you are first eligible, and/or you go without
creditable prescription drug coverage for a continuous period of 63 days or more, you may have
to pay a late enrollment penalty when you enroll in a plan later. The Medicare drug plan will let
you know what the amount is and it will be added to your monthly premium. This penalty
amount changes every year, and you have to pay it as long as you have Medicare prescription
drug coverage. However, if you qualify for extra help you may not have to pay a penalty.

If you must pay a late enrollment penalty, your penalty is calculated when you first join a
Medicare drug plan. To estimate your penalty, take 1% of the national base beneficiary premium
for the year you join (in 2009, the national base beneficiary premium is $30.36). Multiply it by
the number of full months you were eligible to join a Medicare drug plan but didn’t, and then
round that amount to the nearest ten cents. This is your estimated penalty amount, which is added
each month to your Medicare drug plan’s premium for as long as you are in that plan.

If you disagree with your late enrollment penalty, you may be eligible to have it reconsidered
(reviewed). Call Member Services to find out more about the late enrollment penalty
reconsideration process and how to ask for such a review.

You won’t have to pay a late enroliment penalty if:

e You had creditable coverage (coverage that expects to pay, on average, at least as much
as Medicare’s standard prescription drug coverage);

e You had prescription drug coverage but you were not adequately informed that the
coverage was not creditable (as good as Medicare’s drug coverage);

e Any period of time that you didn’t have creditable prescription drug coverage was less
than 63 continuous days;

e You lived in an area affected by Hurricane Katrina at the time of the hurricane (August
2005) AND you signed up for a Medicare prescription drug plan by December 31, 2006,
AND you stay in a Medicare prescription drug plan;

14
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e You received or are receiving extra help.

What happens if you don’t pay or are late with your monthly plan

premiums?

If your monthly plan premiums are late, we will tell you in writing that if you don’t pay your
monthly plan premium by a certain date, which includes a grace period, we will end your
membership in our Plan.” Our plan’s grace period is 60 days. If we end your membership, you
will have Original Medicare Plan coverage.

Should you decide later to re-enroll in our Plan, or to enroll in another plan that we offer, you
will have to pay any late monthly plan premiums that you didn’t pay from your previous
enrollment in our Plan.

What extra help is available to help pay my plan costs?

Medicare provides “extra help” to pay prescription drug costs for people who have limited
income and resources. Resources include your savings and stocks, but not your home or car. If
you qualify, you will get help paying for any Medicare drug plan’s monthly premium, and
prescription co-payments. If you qualify, this extra help will count toward your out-of-pocket
costs.

Do you qualify for extra help?
People with limited income and resources may qualify for extra help one of two ways. The
amount of extra help you get will depend on your income and resources.

1. You automatically qualify for extra help and don’t need to apply. If you have full
coverage from a state Medicaid program, get help from Medicaid paying your Medicare
premiums (belong to a Medicare Savings Program), or get Supplemental Security Income
benefits, you automatically qualify for extra help and do not have to apply for it.
Medicare mails a letter to people who automatically qualify for extra help.

2. You apply and qualify for extra help. You may qualify if your yearly income in 2008 is
less than $15,600 (single with no dependents) or $21,000 (married and living with your
spouse with no dependents), and your resources are less than $11,990 (single) or $23,970
(married and living with your spouse with no dependents), and your resources are less
than $11,990 (single) or $23,970 (married and living with your spouse). These resource
amounts include $1,500 per person for burial expenses. Resources include your savings
and stocks but not your home or car. If you think you may qualify, call Social Security at
1-800-772-1213 (TTY users should call 1-800-325-0778) or visit www.socialsecurity.gov
on the Web. You may also be able to apply at your State Medical Assistance (Medicaid)
office. After you apply, you will get a letter in the mail letting you know if you qualify
and what you need to do next.

The above income and resource amounts are for 2008 and will change in 2009. If you live in
Alaska or Hawaii, or pay at least half of the living expenses of dependent family members,
income limits are higher.
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How do costs change when you qualify for extra help?

If you qualify for extra help, we will send you by mail an “Evidence of Coverage Rider for those
who Receive Extra Help Paying for their Prescription Drugs” that explains your costs as a
member of our Plan. If the amount of your extra help changes during the year, we will also mail
you an updated “Evidence of Coverage Rider for those who Receive Extra Help Paying for their
Prescription Drugs”.

What if you believe you have qualified for extra help and you believe

that you are paying an incorrect co-payment amount?

If you believe you have qualified for extra help and you believe that you are paying an incorrect
co-payment amount when you get your prescription at a pharmacy, our Plan has established a
process that will allow you to either request assistance in obtaining evidence of your proper co-
payment level, or, if you already have the evidence, to provide this evidence to us. First, call
Member Services. If we cannot resolve the matter over the phone, Altius Advantra will accept
any of the following as best available evidence of your correct co-payment level:

e A copy of the Medicaid card that includes your name and an eligibility date during a
month after June of the previous calendar year;

e A copy of a state document that confirms active Medicaid status during a month after
June of the previous calendar year;

e A print out from the State electronic enrollment file showing Medicaid status during a
month after June of the previous calendar year;

e A screen print from the State’s Medicaid systems showing Medicaid status during a
month after June of the previous calendar year;

e Other documentation provided by the State showing Medicaid status during a month after
June of the previous calendar year; or,

e For individuals who are not deemed eligible, but who apply and are found LIS eligible, a
copy of the SSA award letter.

Altius Advantra will accept any one of the following forms of evidence from members or
pharmacists to establish that a member is institutionalized and qualifies for zero cost-sharing:

e A remittance from the facility showing Medicaid payment for a full calendar month for a
member during a month after June of the previous calendar year;

e A copy of a state document that confirms Medicaid payment on behalf of the member to
the facility for a full calendar month after June of the previous calendar year; or

e A screen print from the State’s Medicaid systems showing that member’s institutional
status based on at least a full calendar month stay for Medicaid payment purposes during
a month after June of the previous calendar year.

Send your best available evidence to:

Altius Advantra
Attn: Advantra Enrollment
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P.O. Box 67103
Harrisburg, PA 17106-7103

When we receive the evidence showing your co-payment level, we will update our system or
implement other procedures so that you can pay the correct co-payment when you get your next
prescription at the pharmacy. Please be assured that if you overpay your co-payment, we will
reimburse you. Either we will forward a check to you in the amount of your overpayment or we
will offset future co-payments. Of course, if the pharmacy hasn’t collected a co-payment from
you and is carrying your co-payment as a debt owed by you, we may make the payment directly
to the pharmacy. If a state paid on your behalf, we may make payment directly to the state.
Please contact Member Services if you have questions.

Important Information

We will send you a Working Aged Survey so that we can know what other health and/or drug
coverage you have besides our Plan. Medicare requires us to collect this information from you,
so when you get the survey, please fill it out and send it back. If you have additional health
and/or drug coverage, you must provide that information to our Plan. The information you
provide helps us calculate how much you and others have paid for your prescription drugs. In
addition, if you lose or gain additional health and/or prescription drug coverage, please call
Member Services to update your membership records.

17
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2. How You Get Care and Prescription Drugs

How You Get Care

What are “providers”?

“Providers” is the term we use for doctors, other health care professionals, hospitals, and other
health care facilities that are licensed by the state and as appropriate eligible to receive payment
from Medicare.

What are “network providers”?

A provider is a “network provider” when they participate in our Plan. When we say that network
providers “participate in our Plan,” this means that we have arranged with them (for example, by
contracting with them) to coordinate or provide covered services to members in our Plan.
Network providers may also be referred to as “plan providers.”

What are “covered services”?

“Covered services” is the term we use for all the medical care, health care services, supplies, and
equipment that are covered by our Plan. Covered services are listed in the Benefits Chart in
Section 10.

What do you pay for “covered services”?
The amount you pay for covered services is listed in Section 10.

Providers you can use to get services covered by our Plan

While you are a member of our Plan, you must use our network providers to get your covered
services except in limited cases such as emergency care, urgently needed care when our network
is not available, or out of service area dialysis. We list the providers that participate with our
Plan in our provider directory. If you get non-emergency care from non-plan (out-of-network)
providers without prior authorization you must pay the entire cost yourself, unless the services
are urgent and our network is not available, or the services are out-of-area dialysis services. If an
out-of-network provider sends you a bill that you think we should pay for emergency services,
please contact Member Services or send the bill to us for payment.

Altius Advantra is a Medicare Advantage Health Maintenance Organization (HMO) with a Point
of Service option (POS), which means you may also elect to receive most covered services from
non-plan providers. However, your out-of-pocket costs may be higher if you use out-of-network
providers, except for emergency care or out-of-area dialysis services. See Section 10 for the list
of services that are covered under your POS option and the costs when you get services from
non-plan providers. You don’t need to get a referral when you get care from out-of-network
providers, however, before getting services from out-of-network providers you may want to
confirm with us that the services you are getting are covered by us under your POS option and
are medically necessary. For any POS services that require prior authorization, it is YOUR
responsibility to ensure that the non-plan provider complies with Altius Advantra’s utilization
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management policies. If you do not obtain prior authorization for services from non-plan
providers, you may be responsible for all charges incurred.

If an out-of-network provider sends you a bill that you think we should pay, please contact
Member Services or send the bill to us for payment. We will pay your doctor for our share of the
bill and will let you know what, if anything, you must pay. You won’t have to pay an out-of-
network provider any more than what he or she would have gotten if you had been covered with
the Original Medicare Plan. It is best to ask an out-of-network provider to bill us first, but if you
have already paid for the covered services, we will reimburse you for our share of the cost.
(Please note that we cannot pay a provider who has opted out of the Medicare program. Check
with your provider before receiving services to confirm that they have not opted out of
Medicare.) If we later determine that the services are not covered or were not medically
necessary, we may deny coverage and you will be responsible for the entire cost.

Choosing Your Primary Care Physician (PCP)

What is a PCP?

A PCP is a Plan Provider who has been approved by Altius Advantra to provide, supervise, and
coordinate initial and basic care for Members, to maintain the continuity of patient care, and to
initiate a referral to a specialist, when appropriate.

Although selecting a PCP is not required under our Plan, we encourage all Members to choose a
PCP. Your PCP will coordinate all of your medical care, including referrals, authorizations for
surgery, visits to specialists, hospitalization, and other services.

What types of providers may act as a PCP?
The following specialty designations may be listed as PCPs in the Altius Advantra Provider
Directory: General Practice, Family Practice, Internal Medicine, Pediatrician and OB/GYN.

How do you choose/change a PCP?

If you would like us to help you select a PCP, or if you want to change your PCP, please call
Member Services at the number listed on the front of this booklet. If you already have a PCP
when you enroll in Altius Advantra, make sure that he or she is a Plan Provider listed in the
Provider Directory. You are responsible to confirm that your provider is participating with our
Plan. Our list of participating providers may change at any time. For the most updated Provider
Directory information please call Member Services or visit our website at
www.altiusadvantra.com.

What if your PCP leaves your plan?

Sometimes the PCP network provider you are using might leave the Plan. If this happens, you
will have to switch to another provider who is part of our Plan or you will pay more for covered
services. Member Services can assist you in finding and selecting another PCP.
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What is the role of a PCP and what services does the PCP furnish?

You will usually see your PCP first for most of your routine health care needs. Your PCP will
provide, supervise, and coordinate initial and basic care, to maintain the continuity of patient
care, and to initiate a referral to a specialist, when appropriate.

You can obtain the following services on your own without approval in advance:

e Routine women’s health care, which include breast exams, mammograms (X-rays
of the breast), Pap tests, and pelvic exams;

e Flu shots and pneumonia vaccinations;

e Emergency services, whether you get these services from network providers or
out-of-network providers;

e Urgently needed care that you get from out-of-network providers when you are
temporarily outside the Plan’s service area or when you are in the service area
but, because of unusual or extraordinary circumstances, the network providers are
temporarily unavailable or inaccessible;

o Dialysis (kidney) services that you get at a Medicare certified dialysis facility
when you are temporarily outside the Plan’s service area. If possible, please let us
know before you leave the service area where you are going to be so we can help
arrange for you to have maintenance dialysis while outside the service area.

For what services will the PCP need to get prior authorization from the
plan?
Some covered services are covered only if “prior authorization” (approval in advance) is

obtained from our Plan. Covered services that need prior authorization are marked in the
Benefits Chart in Section 10 by an asterisk/footnote.

How do you get care from doctors, specialists, and hospitals?
You do not need a referral from your PCP to use other providers, specialists, clinics, and
hospitals. A specialist is a doctor who provides health care services for a specific disease or part
of the body. Specialists include but are not limited to such doctors as:

e Oncologists (who care for patients with cancer)

e Cardiologists (who care for patients with heart conditions)

e Orthopedists (who care for patients with certain bone, joint, or muscle

conditions).

Some covered services require prior authorization from our Plan. If you don’t have prior
authorization for the services that require it, you may have to pay for these services yourself.

What if your doctor or other provider leaves your plan?

Sometimes a network provider you are using might leave the Plan. If this happens, you will have
to switch to another provider who is part of our Plan or you will pay more for covered services.
Member Services can assist you in finding and selecting another provider.
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Getting care if you have a medical emergency or an urgent need
for care

What is a “medical emergency”?

A “medical emergency” is when you believe that your health is in serious danger. A medical
emergency includes severe pain, a bad injury, a sudden illness, or a medical condition that is
quickly getting much worse.

If you have a medical emergency:

e Get medical help as quickly as possible. Call 911 for help or go to the nearest
emergency room, hospital, or urgent care center. You don’t need to get approval or a
referral first from your doctor or other network provider.

e Assoon as possible, make sure that we know about your emergency, because we need
to be involved in following up on your emergency care. You or someone else should
call to tell us about your emergency care, usually within 48 hours. Call Member
Services at 1-866-784-4918 (TTY/TDD 1-866-784-4931) to tell us about your
emergency care.

We will talk with the doctors who are giving you emergency care to help manage and follow up
on your care. When the doctors who are giving you emergency care say that your condition is
stable and the medical emergency is over then you are still entitled to follow-up post stabilization
care. Your follow-up post stabilization care will be covered according to Medicare guidelines. In
general, if your emergency care is provided out-of-network we will try to arrange for network
providers to take over your care as soon as your medical condition and the circumstances allow.
If you choose to remain at an out-of-network facility for your post-stabilization care, your POS
benefits will apply to those services. See Section 10 for more detailed information about your
POS coverage.

What is covered if you have a medical emergency?

= You may get covered emergency medical care whenever you need it, anywhere in the
United States. We discuss filling prescriptions when you cannot access a network
pharmacy later in this section.

= Ambulance services are covered in situations where other means of transportation in the
United States would endanger your health. (See the benefits chart in Section 10 for more
detailed information.)

= Altius Advantra offers emergency medical care worldwide. (See the benefits chart in
Section 10 for more detailed information.)

What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might go
in for emergency care — thinking that your health is in serious danger — and the doctor may say
that it wasn’t a medical emergency after all. If this happens, you are still covered for the care you
got to determine what was wrong, as long as you thought your health was in serious danger, as
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explained in “What is a “medical emergency’” above. If you get any extra care after the doctor
says it wasn’t a medical emergency, the amount of cost-sharing that you pay will depend on
whether you get the care from network providers. If you get the care from network providers,
your costs will usually be lower than if you get the care from out-of-network providers.

What is urgently needed care?
Urgently needed care refers to a non-emergency situation when you are:
¢ Inside the United States (Altius Advantra offers emergency medical care worldwide.
See the benefits chart in Section 10 for more detailed information);
e Temporarily absent from the Plan’s authorized service area;
¢ In need of medical attention right away for an unforeseen illness, injury, or condition;
and
e Itisn’t reasonable given the situation for you to obtain medical care through the
Plan’s participating provider network.

Under unusual and extraordinary circumstances, care may be considered urgently needed and
paid for by our Plan when the member is in the service area, but the provider network of the Plan
is temporarily unavailable or inaccessible.

What is the difference between a “medical emergency” and “urgently

needed care”?

The two main differences between urgently needed care and a medical emergency are in the
danger to your health and your location. A “medical emergency” occurs when you reasonably
believe that your health is in serious danger, whether you are in or outside of the service area.
“Urgently needed care” is when you need medical help for an unforeseen illness, injury, or
condition, but your health is not in serious danger and you are generally outside of the service
area.

How to get urgently needed care
If, while temporarily outside the Plan’s service area, you require urgently needed care, then you
may get this care from any provider.

Note: If you have a pressing, non-emergency medical need while in the service area, you
generally must obtain services from the Plan according to its procedures and requirements as
outlined earlier in this section. If you use non-plan providers, your cost-share may be higher.
See the Benefits Chart in Section 10 for a description of costs when you use non-plan providers.

How to submit a paper claim for emergency or urgently needed care
When you receive emergency or urgently needed health care services from a provider who is not
part of our network, you are responsible for paying your plan cost sharing amount and you
should tell the provider to bill our Plan for the balance of the payment they are due. However, if
you have received a bill from the provider, please send that claim to Altius Advantra Member
Services, P.O. Box 67103, Harrisburg, PA 17106-7103 so we can pay the provider the amount
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they are owed. If you have any questions about what to pay a provider or where to send a paper
claim you may call Member Services.

What is your cost for services that aren’t covered by our Plan?

Our Plan covers all of the medically-necessary services that are covered under Medicare Part A
and Part B. Our Plan uses Medicare’s coverage rules to decide what services are medically
necessary. You are responsible for paying the full cost of services that aren’t covered by our
Plan. Other sections of this booklet describe the services that are covered under our Plan and the
rules that apply to getting your care as a plan member. Our Plan might not cover the costs of
services that aren’t medically necessary under Medicare, even if the service is listed as covered
by our Plan.

If you need a service that our Plan decides isn’t medically necessary based on Medicare’s
coverage rules, you may have to pay all of the costs of the service if you didn’t ask for an
advance coverage determination. However, you have the right to appeal the decision.

If you have any questions about whether our Plan will pay for a service or item, including
inpatient hospital services, you have the right to have an organization determination or a
coverage determination made for the service. You may call Member Services and tell us you
would like a decision on whether the service will be covered before you get the service.

For covered services that have a benefit limitation, you pay the full cost of any services you get
after you have used up your benefit for that type of covered service. Any amounts you pay for
services after a benefit limit has been reached do not count toward your out-of-pocket maximum.
You can call Members Services when you want to know how much of your benefit limit you
have already used.

How can you participate in a clinical trial?

A “clinical trial” is a way of testing new types of medical care, like how well a new cancer drug
works. A clinical trial is one of the final stages of a research process that helps doctors and
researchers see if a new approach works and if it is safe.

The Original Medicare Plan pays for routine costs if you take part in a clinical trial that meets
Medicare requirements (meaning it’s a “qualified” clinical trial and Medicare-approved).
Routine costs include costs like room and board for a hospital stay that Medicare would pay for
even if you weren’t in a trial, an operation to implant an item that is being tested, and items and
services to treat side effects and complications arising from the new care. Generally, Medicare
will not cover the costs of experimental care, such as the drugs or devices being tested in a
clinical trial.

There are certain requirements for Medicare coverage of clinical trials. If you participate as a

patient in a clinical trial that meets Medicare requirements, the Original Medicare Plan (and not
our Plan) pays the clinical trial doctors and other providers for the covered services you get that
are related to the clinical trial. When you are in a clinical trial, you may stay enrolled in our Plan
and continue to get the rest of your care, like diagnostic services, follow-up care, and care that is
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unrelated to the clinical trial through our Plan. Our Plan is still responsible for coverage of
certain investigational devices exemptions (IDE), called Category B IDE devices, needed by our
members.

You will have to pay the same coinsurance amounts charged under Original Medicare for the
services you receive when participating in a qualifying clinical trial, but you do not have to pay
the Original Medicare Part A or Part B deductibles because you are enrolled in our Plan.

You don’t need to get a referral (approval in advance) from a network provider to join a clinical
trial, and the clinical trial providers don’t need to be network providers. However, please be sure
to tell us before you start participation in a clinical trial so that we can keep track of your
health care services. When you tell us about starting participation in a clinical trial, we can let
you know whether the clinical trial is Medicare-approved, and what services you will get from
clinical trial providers instead of from our plan.

You may view or download the publication “Medicare and Clinical Trials” at
www.medicare.gov under “Search Tools” select “Find a Medicare Publication.” Or, call 1-800-
MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

How to access care in Religious Non-medical Health Care Institutions
Care in a Medicare-certified Religious Non-medical Health Care Institution (RNHCI) is covered
by our Plan under certain conditions. Covered services in an RNHCI are limited to non-religious
aspects of care. To be eligible for covered services in a RNHCI, you must have a medical
condition that would allow you to receive inpatient hospital or skilled nursing facility care. You
may get services furnished in the home, but only items and services ordinarily furnished by home
health agencies that are not RNHCIs. In addition, you must sign a legal document that says you
are conscientiously opposed to the acceptance of “non-excepted” medical treatment. (“Excepted”
medical treatment is medical care or treatment that you receive involuntarily or that is required
under federal, state or local law. “Non-excepted” medical treatment is any other medical care or
treatment.) Your stay in the RNHCI is not covered by our Plan unless you obtain authorization
(approval) in advance from our Plan. Applicable Plan coverage for Inpatient Care applies.

Please see the Benefits Chart in Section 10.

How you get prescription drugs

What do you pay for covered drugs?

The amount you pay for covered drugs is listed in Section 10.

If you 