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2019 Summary of Benefits

SERVICE AREA AND ELIGIBILITY

To be eligible to join Network Health’s PPO SNP plan described in this booklet, you must be entitled

to Medicare Part A, be enrolled in Medicare Part B, enrolled in Wisconsin Medicaid, live in the service
area and not be diagnosed with end-stage renal disease (ESRD). This Summary of Benefits applies

to plans offered in the following counties in Wisconsin—Brown, Calumet, Dodge, Fond du Lac, Green
Lake, Kewaunee, Manitowoc, Marquette, Oconto, Outagamie, Portage, Shawano, Sheboygan, Waupaca,
Waushara and Winnebago.

WHAT IS A SUMMARY OF BENEFITS?
A Summary of Benefits is a summary document that describes Network Health’s Medicare Advantage
Plans. In this section, you will find information on NetworkCares (PPO SNP).

A complete list of services can be found in the plan-specific Evidence of Coverage. The Evidence of
Coverage for each plan is available at networkhealth.com. Contact customer service for a printed copy.

WHAT IS A SPECIAL NEEDS PLAN (PPO SNP)?
This Medicare Advantage Plan is specifically designed for people who are eligible for both Medicare
and Medicaid (called dual eligible).

CONTACT NETWORK HEALTH

Sales Department - 800-983-7587
=38 LR Health Care Concierge Customer Service - 855-653-4363
TTY/TDD Users - 800-947-3529

m networkhealth.com

Network Health

2 AACLCUN 1570 Midway Pl
In Person

Menasha, WI 54952

* Normal business hours are Monday-Friday, 8 a.m to 5 p.m.

* Network Health is closed on major holidays.

Hours of * From October 1-March 31, you can call us seven days a week from 8 a.m. to 8 p.m.,

Operation Central Time.

e From April 1-September 30, you can call us Monday-Friday, from 8 a.m. to 8 p.m.,
Central Time.

Medicare - Available 24 hours a day, seven days a week

If you want to learn more about the coverage and costs of Original Medicare, use your current
“Medicare & You” handbook, available from Medicare. Every year in the fall, this booklet is
mailed to people with Medicare. It has a summary of Medicare benefits, rights and protections,
and answers to the most frequently asked questions about Medicare. If you don’t have a copy

of this booklet, you can get it at the Medicare website (https://www.medicare.gov) or by calling
1-800-MEDICARE (1-800-633-4227) (TTY 1-877-486-2048), 24 hours a day, seven days a week.

Additional
Resources

800-983-7587 | Monday-Friday, 8 a.m. to 8 p.m. | networkhealth.com
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PLAN COSTS

NetworkCares (PPO SNP)

Medicaid

$0 per month. In addition, you must keep paying your Medicare Part B

Premium .
premium.
This plan has deductibles for some hospital and medical services.
$0—$1,340 per year for inpatient hospital services and $0-$183 from in-
Deductible network and out-of-network providers, depending on your level of Medicaid
eligibility. These amounts may change for 2019.
$0—$400 per year for Part D prescription drugs.
Like all Medicare health plans, our plan protects you by having yearly limits
on your out-of-pocket costs for medical and hospital care.
In this plan, you may pay nothing for some services, depending on your
level of Wisconsin Medicaid eligibility.
Your yearly limit(s) in this plan:
Maximum $6,700 for services you receive from in-network providers
Out-of-Pocket $10,000 for services you receive from any provider. Your limit for services

received from in-network providers will count toward this limit.

If you reach the limit on out-of-pocket costs, you may continue getting your
covered hospital and medical services and we will pay the full cost for the
rest of the year.

Please note that you will still need to pay your monthly premiums and cost-
sharing for your Part D prescription drugs.

Is there a limit
on how much the
plan will pay?

Our plan has a coverage limit every year for certain benefits from any
provider. Contact us for services that apply.

Note: Services with a * may require prior authorization.

Premiums, deductibles and
payment limitations depend on
the type of coverage you have.
For benefit questions, contact
Forward Health Member
Services at 800-362-3002 or
consult your Forward Health
Enrollment and Benefits Hand-
book.

Because covered services and copayments could change, you should ask your provider what your copayment amount will

be. If you get more than one service during the same appointment, you may be asked for more than one copayment.

800-983-7587 | Monday-Friday, 8 a.m. to 8 p.m. | networkhealth.com
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NetworkCares (PPO SNP) Medicaid

INPATIENT HOSPITAL COVERAGE*

The copayments for hospital and skilled nursing facility (SNF) benefits are | Full coverage

based on benefit periods. A benefit period begins the day you're admitted [ $3 copayment per day with a
as an inpatient and ends when you haven't received any inpatient care (or | ¢75 cap per stay

skilled care in a SNF) for 60 days in a row. If you go into a hospital or a
SNF after one benefit period has ended, a new benefit period begins. You
must pay the inpatient hospital deductible for each benefit period. There’s
no limit to the number of benefit periods.

Our plan covers 90 days for an inpatient hospital stay.

Our plan also covers 60 “lifetime reserve days.” These are “extra” days
that we cover. If your hospital stay is longer than 90 days, you can use
these extra days. But once you have used up these extra 60 days, your
inpatient hospital coverage will be limited to 90 days.

* In- and out-of-network: In 2018 the amounts for each benefit period were:
* $0 - $1,340 deductible

* $0 copayment for days 1 through 60

* $335 copayment per day for days 61 through 90

* $670 copayment per day for 60 lifetime reserve days

These amounts may change for 2019.

OUTPATIENT HOSPITAL COVERAGE*

Ambulatory surgical center: Full coverage
Outpatient * In- and out-of-network: 0% - 20% of the cost $3 copayment per visit

Surgery Services | Outpatient hospital:
* In- and out-of-network: 0% - 20% of the cost

DOCTOR VISITS

Primary Care * In- and out-of-network: 0% - 20% of the cost Full coverage
Provider $0.50 to $3 copayment per
Specialist * In- and out-of-network: 0% - 20% of the cost service

800-983-7587 | Monday-Friday, 8 a.m. to 8 p.m. | networkhealth.com
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EMERGENCY CA

PREVENTIVE CARE

NetworkCares (PPO SNP)

* |n-network: 0% of the cost
¢ Qut-of-network: 0% - 20% of the cost of the cost

Our plan covers many preventive services, including:

Abdominal aortic aneurysm screening

Alcohol misuse counseling

Bone mass measurement

Breast cancer screening (mammogram)

Cardiovascular disease (behavioral therapy)

Cardiovascular screenings

Cervical and vaginal cancer screening

Colorectal cancer screenings (colonoscopy, fecal occult blood test, flexible
sigmoidoscopy)

Depression screening

Diabetes screenings

HIV screening

Medical nutrition therapy services

Medicare Diabetes Prevention Program (MDPP)

Obesity screening and counseling

Prostate cancer screenings (PSA)

Sexually transmitted infections screening and counseling

Tobacco use cessation counseling (counseling for people with no sign of
tobacco-related disease)

Vaccines, including flu shots, hepatitis B shots, pneumococcal shots
“Welcome to Medicare” preventive visit (one-time)

Yearly “Wellness” visit

Emergency care received in the United States and its territories
Urgently needed care received inside the United States and its territories

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

Annual physical exam:
* In-network: $0 copayment
* Out-of-network: 0% - 20% of the cost

* In- and out-of-network: 0% - 20% of the cost (up to $90)
If you are admitted to the hospital within 24 hours, you do not have to pay

Medicaid

Full coverage

Full coverage

¢ |n- and out-of-network: 0% - 20% of the cost

Note: Services with a * may require prior authorization.

Emergency Room your share of the cost for emergency care.
See the “Inpatient Hospital Care” section of this booklet for other costs.
Full coverage, including
laboratory and radiology
$0.50 to $3 copayment per
T service, limited to $30 per
Urgent Care eI S O provider per calendar year.

No copayment for preventive
services, emergency services,
anesthesia or clozapine
management.

Because covered services and copayments could change, you should ask your provider what your copayment amount will

be. If you get more than one service during the same appointment, you may be asked for more than one copayment.

800-983-7587 | Monday-Friday, 8 a.m. to 8 p.m. | networkhealth.com
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Lab and Clinical

DIAGNOSTIC SERVICES/LABS/IMAGING

NetworkCares (PPO SNP)

* |n- and out-of-network: 0% - 20% of the cost

Medicare Covered
Exams

Diagnostic Tests
Outpatient X-rays | * In- and out-of-network: 0% - 20% of the cost
Ultrasound, EKGs, | , ,
EEGs, Stress Test In- and out-of-network: 0% - 20% of the cost
- Therapeutic radiology services (such as radiation treatment for cancer):
Radlation Therapy | , In- and out-of-network: 0% - 20% of the cost
Diagnostic
Radiology . .
et ST In- and out-of-network: 0% - 20% of the cost
MRIs, CT Scans)

Exam to diagnose and treat hearing and balance issues:

* In- and out-of-network: 0% - 20% of the cost

A hearing aid discount is offered with Simpli Hearing, LLC to NetworkCares
members. Call Network Health for more information.

Note: Services with a * may require prior authorization.

Medicaid

Full coverage

HEARING SERVICES

Full coverage

$.50 to $3 copayment per
procedure

No copayment for hearing aid
batteries

Because covered services and copayments could change, you should ask your provider what your copayment amount will

be. If you get more than one service during the same appointment, you may be asked for more than one copayment.

800-983-7587 |
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NetworkCares (PPO SNP) Medicaid
DENTAL SERVICES*

Visit medicareadvantage.deltadentalwi.com for a list of in- Full coverage

network dentists. $.50 to $3 copayment
Limited dental services (this does not include services in per service
connection with care, treatment, filling, removal or replacement of

teeth):

* |n- and out-of-network: 0% - 20% of the cost

Preventive dental services:
Cleaning (twice a year):
* In- and out-of-network: $0 copayment

Medicare Covered Dental | ey  ray(s) (bitewing 1 per year, full mouth 1 every 5 years):

* In- and out-of-network: $0 copayment

Oral exam (twice a year):
* In- and out-of-network: $0 copayment

Basic Restorative Services:
* |n- and out-of-network: 0% of the cost

Major Services (endodontics/periodontics/extractions,
prosthodontics, other oral/maxillofacial surgery, other services):
* In- and out-of-network: 0% - 50% of the cost

Our plan pays up to $3,000 every year for most dental services.

Supplemental Dental Not covered

VISION SERVICES

Visit eyemedvisioncare.com for a list in-network providers. | Routine Vision - full

Select the Insight network. coverage including
: : " coverage of eyeglasses.
Exam to diagnose and treat diseases and conditions of the eye $0.50 fo $3 copayment

(including yearly glaucoma screening):

* In- and out-of-network: 0% - 20% of the cost
Routine eye exam (for up to 1 every year):
Medicare Covered Exams | * In-network: $0

* Out-of-network: Eye Med will reimburse up to $30
Eyeglasses or contact lenses after cataract surgery:
* In- and out-of-network: 0% - 20% of the cost

Our plan pays up to $500 in-network or $400 out-of-network
annually for contact lenses and/or glasses with a valid prescription,
including enhancements.

per service

Note: Services with a * may require prior authorization.

Because covered services and copayments could change, you should ask your provider what your copayment amount will
be. If you get more than one service during the same appointment, you may be asked for more than one copayment.

800-983-7587 | Monday-Friday, 8 a.m. to 8 p.m. | networkhealth.com
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MENTAL HEALTH CARE

NetworkCares (PPO SNP)

Qur plan covers up to 190 days in a lifetime for inpatient mental health
care in a psychiatric hospital. The inpatient hospital care limit applies
to inpatient mental services provided in a general hospital.

The copayments for hospital and skilled nursing facility (SNF) benefits
are based on benefit periods. A benefit period begins the day you're
admitted as an inpatient and ends when you haven't received any
inpatient care (or skilled care in a SNF) for 60 days in a row. If you

go into a hospital or a SNF after one benefit period has ended, a new
benefit period begins. You must pay the inpatient hospital deductible for
each benefit period. There's no limit to the number of benefit periods.

QOur plan covers 90 days for an inpatient hospital stay.

Inpatient QOur plan also covers 60 “lifetime reserve days.” These are “extra”
days that we cover. If your hospital stay is longer than 90 days, you
can use these extra days. But once you have used up these extra 60
days, your inpatient hospital coverage will be limited to 90 days up to
a total 190 lifetime days.
* In- and out-of-network: In 2018 the amounts for each benefit period
were:
* $0 - $1,340 deductible
* $0 copayment for days 1 - 60
* $0 - $335 copayment per day for days 61 through 90
* $0 - $670 copayment per day for 60 lifetime reserve days
These amounts may change for 2019.
These amounts may change for 2019.
Outpatient group therapy visit:

Outpatient * In- and out-of-network: 0% - 20% of the cost

Outpatient individual therapy visit:
* In- and out-of-network: 0% - 20% of the cost

SKILLED NURSING FACILITY?

Our plan covers up to 100 days in a SNF.

* In- and out-of-network: In 2018 the amounts for each benefit period
were:

* $0 copayment for days 1 through 20

* $0 - $167.50 copayment per day for days 21 through 100
These amounts may change for 2019. A prior three-day inpatient

hospital stay is required.

Note: Services with a  may require prior authorization.
Because covered services and copayments could change, you should ask your provider what your copayment amount will

Medicaid

Full coverage (not including
room and board)

$.50 to $3 copayment per
service, limited to the first 15
hours or $825 of services,
whichever comes first, provided
per calendar year. Copayment is
not required when services are
provided in a hospital setting.

Full coverage
No copayment

be. If you get more than one service during the same appointment, you may be asked for more than one copayment.

800-983-7587 |
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NetworkCares (PPO SNP) Medicaid
PHYSICAL THERAPY

|- I-andoutobnetwork 0% - 20%of the cost ]

AMBULANCE

Full coverage of emergency

transportation to and from a
certified provider for a covered
service.

¢ In- and out-of-network: 0% - 20% of the cost

TRANSPORTATION

- Motcovereg |

PRESCRIPTION DRUG BENEFITS

gln%dgif;;m‘r:ggﬁlgs e In- and out-of-network: 0% - 20% of the cost

Medicare Part D Drugs | Covered

ROPRA AR

Manual manipulation of the spine to correct a subluxation (when 1 [ Full coverage
or more of the bones of your spine move out of position): $.50 to $3 copayment per

* In- and out-of-network: 0% - 20% of the cost service

DIABETES SUPPLIES AND SERVICES*

Monitoring Suppliesand |, " 00 Full coverage
Test Strips In- and out-of-network: 0% - 20% of the cost .50 to $3 copayment
Self-Monitoring Training | * In- and out-of-network:: 0% - 20% of the cost per service and $.50 per

i rescription for diabetic supplies
IT::;?t[;eutlc Shoes/ * In- and out-of-network: 0% - 20% of the cost e P
PROSTHETIC DEVICES (BRACES, ARTIFICIAL LIMBS, ETC.)*
Prosthetic Devices * In- and out-of-network: 0% - 20% of the cost Full coverage
Related Medical )
Supplies In- and out-of-network: 0% - 20% of the cost

HOME HEALTH CARE*
* In- and out-of-network: $0 copayment Full coverage

Note: Services with a * may require prior authorization.
Because covered services and copayments could change, you should ask your provider what your copayment amount will
be. If you get more than one service during the same appointment, you may be asked for more than one copayment.

800-983-7587 | Monday-Friday, 8 a.m. to 8 p.m. | networkhealth.com
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How much do |
pay?

Other Part B drugs":

After you reach your yearly deductible of $0-$400 you pay the following copayments or coinsurance for your drugs.
You will need to fill your prescriptions at in-network retail pharmacies or the plan’s mail order pharmacy.

One-month supply

For generic drugs (including brand drugs

treated as generic), either:

NetworkCares (PPO SNP)
PRESCRIPTION DRUG BENEFITS

For Part B drugs such as chemotherapy drugs':
* In- and out-of-network: 0% - 20% of the cost

* |n- and out-of-network: 0% - 20% of the cost
Part D Prescription Drug Deductible on Tiers 1 - 5: $0 - $400

INITIAL COVERAGE PREFERRED RETAIL COST-SHARING

Medicaid

Comprehensive drug
benefit with coverage of
generic and brand name
prescription drugs and
some over-the-counter
(OTC) drugs

Three-month supply
For generic drugs (including brand drugs treated as
generic), either:

(Generics and
Non-Preferred

Tier 1 * $0 copayment; or * $0 copayment; or
(Preferred * $1.25 copayment; or * $1.25 copayment; or
Generics) *$3.40 copayment; or * $3.40 copayment; or
lesser of $4 or 15% of the cost lesser of $10 or 15% of the cost
Tier 2 * $0 copayment; or * $0 copayment; or

* $1.25 copayment; or
* $3.40 copayment; or

* $1.25 copayment; or
* $3.40 copayment; or

Generics and
Non-Preferred

Generics) lesser of $8 or 15% of the cost lesser of $20 or 15% of the cost
Tier 3 * $0 copayment; or * $0 copayment; or
(Non- * $1.25 copayment; or * $1.25 copayment; or
Preferred * $3.40 copayment * $3.40 copayment
Generics and | For all other drugs, either: For all other drugs, either:
Preferred * $0 copayment; or * $0 copayment; or
Brands) * $3.80 copayment; or * $3.80 copayment; or

* $8.50 copayment; or * $8.50 copayment; or

lesser of $42 or 15% of the cost lesser of $105 or 15% of the cost

Tier 4 * $0 copayment; or * $0 copayment; or
(Non- * $1.25 copayment; or * $1.25 copayment; or
Preferred * $3.40 copayment * $3.40 copayment

For all other drugs, either:
* $0 copayment; or

For all other drugs, either:
* $0 copayment; or

Brands) * $3.80 copayment; or * $3.80 copayment; or
* $8.50 copayment; or * $8.50 copayment; or
lesser of $84 or 15% of the cost lesser of $210 or 15% of the cost
Tier 5 * $0 copayment; or Not offered
(Specialty) * $1.25 copayment; or

* $3.40 copayment

For all other drugs, either:
* $0 copayment; or

* $3.80 copayment; or

* $8.50 copayment; or

lesser of 15% of the cost or 25% of the cost

800-983-7587 | Monday-Friday, 8 a.m. to 8 p.m. | networkhealth.com
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INITIAL COVERAGE STANDARD RETAIL COST-SHARING

NetworkCares (PPO SNP)

After you reach your yearly deductible of $0-$400 you pay the following copayments or coinsurance for your drugs.

You will need to fill your prescriptions at in-network retail pharmacies or the plan’s mail order pharmacy.

One-month supply

For generic drugs (including brand drugs

treated as generic), either:

Three-month supply

For generic drugs (including brand drugs treated as
generic), either:

Tier 1 * $0 copayment; or * $0 copayment; or
(Preferred * $1.25 copayment; or * $1.25 copayment; or
Generics) * $3.40 copayment; or * $3.40 copayment; or
lesser of $6 or 15% of the cost lesser of $15; or 15% of the cost
Tier 2 * $0 copayment; or * $0 copayment; or

(Generics and
Non-Preferred

* $1.25 copayment; or
* $3.40 copayment; or
lesser of $14 or 15% of the cost

* $1.25 copayment; or
* $3.40 copayment; or
lesser of $35 or 15% of the cost

Generics)

Tier 3 * $0 copayment; or * $0 copayment; or
(Non- * $1.25 copayment; or * $1.25 copayment; or
Preferred * $3.40 copayment * $3.40 copayment

Generics and
Preferred Brands)

For all other drugs, either:
* $0 copayment; or
* $3.80 copayment; or
* $8.50 copayment; or
lesser of $47 or 15% of the cost

For all other drugs, either:
* $0 copayment; or
* $3.80 copayment; or
* $8.50 copayment; or
lesser of $118 or 15% of the cost

Tier 4
(Non-Preferred
Generics and
Non-Preferred

* $0 copayment; or

* $1.25 copayment; or

* $3.40 copayment

For all other drugs, either:

* $0 copayment; or

* $1.25 copayment; or

* $3.40 copayment

For all other drugs, either:

Brands) * $0 copayment; or * $0 copayment; or
* $3.80 copayment; or * $3.80 copayment; or
* $8.50 copayment; or * $8.50 copayment; or
lesser of $91 or 15% of the cost lesser of $228 or 15% of the cost
Tier 5 * $0 copayment; or Not offered
(Specialty) * $1.25 copayment; or

* $3.40 copayment

For all other drugs, either:
* $0 copayment; or

* $3.80 copayment; or

* $8.50 copayment; or

lesser of 15% of the cost or 25% of the cost

800-983-7587 | Monday-Friday, 8 a.m. to 8 p.m. | networkhealth.com
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NetworkCares (PPO SNP)

INITIAL COVERAGE MAIL ORDER COST-SHARING

After you reach your yearly deductible of $0-$400 you pay the following copayments or coinsurance for your drugs.

You will need to fill your prescriptions at in-network retail pharmacies or the plan’s mail order pharmacy.

One-month supply Three-month supply
Forgeneric drugs (including brand'drugs | For generic drugs (including brand drugs
treated as generic), either: treated as generic), either:

(Generics and
Non-Preferred
Generics)

* $1.25 copayment; or
* $3.40 copayment; or
lesser of $8 or 15% of the cost

Tier 1 * $0 copayment; or * $0 copayment for 31-90 day mail order
(Preferred * $1.25 copayment; or
Generics) * $3.40 copayment; or
lesser of $4 or 15% of the cost
Tier 2 * $0 copayment; or * $0 copayment; or

* $1.25 copayment; or
* $3.40 copayment; or
lesser of $20 or 15% of the cost

Tier 3
(Non-Preferred
Generics and
Preferred Brands)

* $0 copayment; or

* $1.25 copayment; or

* $3.40 copayment

For all other drugs, either:
* $0 copayment; or

* $3.80 copayment; or

* $8.50 copayment; or

lesser of $42 or 15% of the cost

* $0 copayment; or

* $1.25 copayment; or

* $3.40 copayment

For all other drugs, either:
* $0 copayment; or

* $3.80 copayment; or

* $8.50 copayment; or

lesser of $105 or 15% of the cost

Tier 4
(Non-Preferred
Generics and
Non-Preferred

* $0 copayment; or

* $1.25 copayment; or

* $3.40 copayment

For all other drugs, either:

* $0 copayment; or

* $1.25 copayment; or

* $3.40 copayment

For all other drugs, either:

* $3.40 copayment

For all other drugs, either:
* $0 copayment; or

* $3.80 copayment; or

* $8.50 copayment; or

Brands) * $0 copayment; or * $0 copayment; or
* $3.80 copayment; or * $3.80 copayment; or
* $8.50 copayment; or * $8.50 copayment; or
lesser of $84 or 15% of the cost lesser of $210 or 15% of the cost
Tier 5 * $0 copayment; or Not offered
(Specialty) * $1.25 copayment; or

lesser of 15% of the cost or 25% of the cost

Generally, we cover drugs filled at an out-of-network pharmacy only when you are not able to use a network pharmacy. If it is
necessary to use an out-of-network pharmacy, please check first with customer service as you may pay more than you pay at an
in-network pharmacy.
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NetworkCares (PPO SNP)

CATASTROPHIC COVERAGE

After your yearly out-of-pocket drug costs (including drugs purchased through your retail pharmacy and
through mail order) reach $5,100, you pay $0-$3.40 for generic drugs and $0-$8.50 for brand drugs.

REMINDERS

B If you do not add prescription drug coverage when you are first eligible (and you do not have coverage
that’s as good as or better than Medicare Part D coverage) and you choose to add it later, you may
have to pay a penalty.

B You can only be enrolled in one Part D prescription drug plan at a time. If you are enrolled in a
Medicare Advantage Plan, you must receive your Part D coverage through that plan.

B If you enroll in a Stand Alone Prescription Drug Plan, you will automatically be disenrolled from the
Medicare Advantage Plan and returned to Original Medicare.
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OUR PLANS HAVE FIVE DRUG TIERS

Tier 1 - Preferred generic Tier 1 is the lowest tier. Lower cost preferred generic drugs are included in this tier.
Tier 2 - Generic Tier 2 includes higher cost preferred generic drugs.
Tier 3 - Preferred brand Tier 3 includes lower cost preferred brand drugs and higher cost generic drugs.

Tier 4 - Non-preferred brand | Tier 4 includes higher cost non-preferred brand drugs and non-preferred generic drugs.

Tier 5 is the highest tier. Very high cost brand and generic drugs, as well as drugs that require

Tier5 - Specialty drugs special handling and/or close monitoring, are included in this tier.

WHAT IS THE DIFFERENCE BETWEEN BRAND NAME AND GENERIC DRUGS?

A brand name drug is a drug that is protected by a patent. The drug can only be made or sold by the
company that holds the patent. A generic drug is approved by the U.S. Food and Drug Administration (FDA)
as having the same active ingredients as a brand name drug, but generally, the generic drug will cost less.

IS A GENERIC DRUG AS GOOD AS A BRAND NAME DRUG?
Yes, generic drugs are just as good as the brand name because they are approved by the FDA as meeting
the same standards.

HOW TO LOOK UP PRESCRIPTION DRUGS AND PHARMACIES

WHERE DO | FIND OUT WHAT DRUGS ARE COVERED?
Covered drugs are listed in our drug list, called the formulary. You will find an interactive search online at
networkhealth.com, simply select Look Up Medications.

HOW DO | KNOW WHICH PHARMACIES ARE COVERED?

You can search for pharmacies by visiting networkhealth.com, select Find a Pharmacy. Our pharmacy
directory lists in-network pharmacies for your prescriptions. You must use one of these pharmacies for your
prescriptions to be covered. In addition, if you use a preferred pharmacy, your copayment will be lower.
Preferred pharmacies are marked with an asterisk (*) in the pharmacy directory. A few of our preferred
pharmacies in your neighborhood include ShopKo®, Walgreens and Pick n Save® locations. To find an in-
network pharmacy while traveling, please call us at 855-653-4636 (TTY 800-947-3529), Monday-Friday,

8 a.m. to 8 p.m. From October 1-March 31, we're available seven days a week, 8 a.m. to 8 p.m.

HOW CAN | SAVE EVEN MORE ON PRESCRIPTIONS?

You can save even more with a 90-day supply of your medications at a retail pharmacy or through mail
order. A 90-day supply of Tier 1 medications filled through mail order is available for a $0 copayment. Visit
Express-Scripts.com to sign up for mail order, or call 855-653-4363 (TTY 800-899-2114), 24 hours a day,
seven days a week.
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BELOW IS A LIST OF THE
TOP 10 DRUGS THAT ARE
$0 FOR 90 DAYS WITH
MAIL ORDER

amlodipine atorvastatin
furosemide levothyroxine
lisinopril metformin
metoprolol omeprazole
sertraline simvastatin

Check your prescription drug coverage at networkhealth.com, select Look Up Medications.

SUPPLEMENTAL BENEFITS
Network Health also offers the following supplemental benefits.

ADDITIONAL SUPPLEMENTAL BENEFITS
NetworkCares (PPO SNP)

SilverSneakers®

Included

TRAVEL BENEFIT

When you travel outside of Wisconsin, within the United States, your coverage goes with you. Visit any provider who accepts Medicare
beneficiaries, and you'll be covered as though you're seeing an in-network provider. For international coverage, refer to your Evidence
of Coverage for more information. Wisconsin Medicaid does not have coverage outside of the state of Wisconsin.

HEARING AID DISCOUNT

Through our partnership with Simpli Hearing, LLC, members will find quality brand name hearing aids discounted to $1,220 - $1,985.
This discount program includes a one-year warranty, three office visits, one pack of batteries and one year of loss and damage
insurance.

BATHROOM ADAPTATION

With proper documentation, which includes a completed NetworkCares Bathroom Adaptation Reimbursement Form and attached
itemized receipts and invoices detailing the cost of the bathroom adaptation services/items purchased, the plan will reimburse the
paid amount or up to the maximum benefit of $300 each year for approved bathroom home adaptation services/items.

DURABLE MEDICAL EQUIPMENT*

NetworkCares offers reimbursement of up to a maximum of $170 annually for the purchase of:
* Scales (for daily weight management for members with congestive heart failure)

* Blood pressure cuffs —manual and automatic

* Pill boxes and medi planners

* Sharps containers

* Shower benches/tub chairs

Note: Services with a * may require prior authorization.

Because covered services and copayments could change, you should ask your provider what your copayment amount will
be. If you get more than one service during the same appointment, you may be asked for more than one copayment.
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Pre-Enrolilment Checklist

Before making an enroliment decision, it is important that you fully understand our benefits and rules. If
you have any questions, you can call and speak to a customer service representative at 855-653-4363
(TTY 800-947-3529), Monday-Friday from 8 a.m. to 8 p.m. From October 1-March 31, we’re available
every day, 8 a.m. to 8 p.m.

Understanding the Benefits

Review the full list of benefits found in the Evidence of Coverage (EOC), especially for those
services that you routinely see a doctor. Visit networkhealth.com or call 800-378-5234
(TTY 800-947-3529) to view a copy of the EOC.

Review the provider directory (or ask your doctor) to make sure the doctors you see now are in the
network. If they are not listed, it means you will likely have to select a new doctor.

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

Understanding Important Rules

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2020.

Our plan allows you to see providers outside of our network (non-contracted providers). However,
while we will pay for covered services provided by a non-contracted provider, the provider must
agree to treat you. Except in an emergency or urgent situations, non-contracted providers may
deny care.

This plan is a dual eligible special needs plan (D-SNP). Your ability to enroll will be based on
verification that you are entitled to both Medicare and medical assistance from a state plan under
Medicaid.
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“ Network

Health is the
best value on
the market,
without

question. ¥y




Nondiscrimination

Network Health complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Network Health does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

Network Health:

e Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o0 Information written in other languages

If you need these services, contact Network Health’s discrimination complaints coordinator at
800-378-5234 (TTY 800-947-3529).

If you believe that Network Health has failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with
Network Health’s discrimination complaints coordinator, 1570 Midway Place, Menasha, WI 54952,
phone number 800-378-5234, TTY 800-947-3529, Fax 920-720-1907,
compliance@networkhealth.com. You can file a grievance in person or by mail, fax, or email. If you
need help filing a grievance, Network Health’s discrimination complaints coordinator is available to
help you. You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at U.S. Department
of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Multi-language Interpreter Services

If you, or someone you're helping, has questions about Network Health, you have the right to get
help and information in your language at no cost. To talk to an interpreter, call 800-378-5234
(TTY 800-947-3529).

Albanian: Nése ju, ose dikush gé po ndihmoni, ka pyetje pér Network Health, keni té drejté té merrni
ndihmé dhe informacion falas né gjuhén tuaj. Pér té folur me njé pérkthyes, telefononi numrin
800-378-5234 (TTY 800-947-3529).

Arabic:
Lalal) Aallly e sleal) g saclusadl e Jsanll L8 3all bl (Health Network Jss dil Gaclue <€ (add ol i el < 1))

.(3529-947-800 TTY) 5234-378-800 slexiuls o (5558 an sia aa iaaill 2dl gl 050 &y

m-cmp-ndmulti-general-1217
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Chinese: tn&1%&, :ﬁ%1§3IET£T§:’JEJ]E4J¥¢%, BHEM[EASBMIE B B4 T8 Network Health 5 E AR RE
GEENGRELENEESIEMNALR, A FES, FHIREE [TILHAEF800-378-5234
(TTY 800-947- 3529).

French: Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Network
Health, vous avez le droit d'obtenir de l'aide et l'information dans votre langue a aucun codt. Pour
parler a un interprete, appelez 800-378-5234 (TTY 800-947-3529).

German: Falls Sie oder jemand, dem Sie helfen, Fragen zum Network Health haben, haben Sie das
Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher
zu sprechen, rufen Sie bitte die Nummer 800-378-5234 (TTY 800-947-3529) an.

Hindi: afe 3, ar fRdT &7 39 &7 A o @ &, P IR H FATd & Network Health, 3T 15 8
HIAT TR IUA AN H Aeg R SR UIed el 1 SR | Teh GHINAT & AT a1
& foIT, 800-378-5234 (TTY 800-947-3529) Fed gl.

Hmong: Yog koj, los yog tej tus neeg uas koj pab ntawd, muaj lus nug txog Network Health, koj muaj
cai kom lawv muab cov ntshiab lus ghia uas tau muab sau ua koj hom lus pub dawb rau koj. Yog koj
xav nrog ib tug neeg txhais lus tham, hu rau 800-378-5234 (TTY 800-947-3529).

Korean: 2t2F 2ol L= Ao 510 U= M AF20| Network Health Ol 2t A &2 20| QUCHA
Hote ddet &2 dEE Aot A2 HIE RFELI0| €2 = s HelJt ASLICH JOE A
S AAL2H O D1 5tH)| <ol Al =800-378-5234 (TTY 800-947-3529). % &M 3tot& Al L.

Laotian: T]‘)U)‘)D U)é?DU)U)‘)DT)‘)Q‘jQOE)CU)S L)é)‘)T]‘)JJT))OT)U Network Health, U)‘)DU 301!)
“‘20803’7‘7DQOE)CU)SCCQv2J..)D2‘)0%‘)DIDCUDU)‘)5‘)283U)‘)DUJJ E)")(ZQQ‘)E) 3’7‘)‘).)289&)3’)01)‘)&)(9)‘)2!‘)
Tolnma 800-378-5234 (TTY 800-947-3529).

Pennsylvania Dutch: Wann du hoscht en Froog, odder ebber, wu du helfscht, hot en Froog baut
Network Health, hoscht du es Recht fer Hilf un Information in deinre eegne Schprooch griege, un die
Hilf koschtet nix. Wann du mit me Interpreter schwetze witt, kannscht du 800-378-5234 (TTY
800-947-3529) uffrufe.

Polish: Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie Network Health, masz prawo
do uzyskania bezptatnej informacji i pomocy we wtasnym jezyku .Aby porozmawiac¢ z ttumaczem,
zadzwon pod numer 800-378-5234 (TTY 800-947-3529).

Russian: Ecnu y Bac unu nuua, KOTopoMy Bbl NOMOraeTe, MUMerTcs Bonpockl no nosogy Network
Health, To BbI MMeeTe nNpaBo Ha GecnnaTHoe NonyvYeHne NOMOLLM N MHPOPMaLIMK Ha BalLeM A3bIKE.
[ns pasroBopa ¢ nepeBog4YMKOM rno3sBoHUTE no TenedoHy 800-378-5234 (TTY 800-947-3529).

Spanish: Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Network
Health, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con
un intérprete, llame al 800-378-5234 (TTY 800-947-3529).

Tagalog: Kung ikaw, 0 ang iyong tinutulangan, ay may mga katanungan tungkol sa Network Health,
may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag sa 800-378-5234 (TTY 800-947-3529).

800-983-7587 | Monday-Friday, 8 a.m. to 8 p.m. | networkhealth.com


http:networkhealth.com

Vietnamese: Néu quy vi, hay nguoi ma quy vi dang gidp d&, c6 cau hoi vé Network Health, quy vi sé
c6 quyén dwoc gidp va cé thém thdng tin bang ngdn nglr ctia minh mién phi. D& néi chuyén véi mét
théng dich vién, xin goi 800-378-5234 (TTY 800-947-3529).

Notes
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Notes
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“I don’t have
any trouble
seeing my
doctors.””
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NetworkCares is a PPO SNP plan with a Medicare contract and a contract with the Wisconsin Medicaid program. Enrollment in Network
Health Medicare Advantage Plans depends on contract renewal. This plan is available to anyone who has both Medical Assistance
from the State and Medicare. This information is not a complete description of benefits. Call 800-378-5234 (TTY 800-947-3529)

for more information. Out-of-network/non-contracted providers are under no obligation to treat Network Health members, except in
emergency situations. Please call our customer service number or see your Evidence of Coverage for more information, including the
cost-sharing that applies to out-of-network services. H5215_1822-01d-0818_M Accepted 10232018
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