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Proposed Effective Date / /

Primary Care Provider

Name

Address

Phone Number ( )

Name of Sales Representative

Important Numbers

Member Services

1-800-353-3765, TTY 711
8 a.m. to 8 p.m., 7 days a week
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About Elderplan

Elderplan is a member of MJHS Health System, a not-for-profit
health care organization that was founded in 1907 by the Four
Brooklyn Ladies based on the core values of compassion, dignity
and respect. MJHS has a rich history of caring for at-risk New
Yorkers of every race, ethnicity, faith, national origin, gender
identity or expression, sexual orientation, and military status.

One of the many advantages of being an Elderplan/HomeFirst
member is that we are part of the MJHS Health System family,
which includes: MJHS Home Care, MJHS Hospice and Palliative
Care, as well as MJHS Isabella and MJHS Menorah Centers for
Rehabilitation and Nursing Care. So, should you require access to
additional support over time, and choose to receive services from
MJHS, the Elderplan team can work together with their colleagues
from across the system to better coordinate your care.

Elderplan realizes that staying healthy is not always as easy

as seeing the doctor or taking medications as prescribed.
Unfortunately, gaps in access to quality health care based on race,
ethnicity, gender, and financial stability are still all too often a
factor. Consistent with our values, Elderplan is leading the way to
great care by being committed to health equity, to closing these
gaps in care, and ensuring that all our members have access to
high-quality programs and services.

@



Elderplan Flex (HMO-POS)
Plan Overview

A health plan designed specifically
for Medicare beneficiaries that
offers the flexibility to choose

the benefits and doctors you

want. In addition to offering
medical, hospital and prescription
drug coverage, this plan also
allows you to pick between

an over-the-counter (OTC)

benefit, that you can use toward
traditional OTC items, groceries
and home-delivered meals, OR
transportation to and from medical
appointments. You can even see
any specialist or dentist at no extra
cost, and have a dedicated Care
Management team that will be
there to support and guide you, by
helping to coordinate your benefits,
answer your questions and more.

Yy

Members of this plan will also

be able to participate in our,
Wellness Incentive Program, that
rewards you for receiving eligible
screenings and vaccinations,
receive a gym membership, to
help you stay healthy, and have
access to our award-wining
Member-to-Member program.

Elderplan. Leading the way to
great care.
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Benefits at a Glance

NEW! Freedom to choose any

specialist or dentist at no
additional cost

Doctor Visits
(Primary Care)

Brain Games with
BrainHQ®

Supplemental Preventive
and Comprehensive Dental

Silver&Fit® Fitness

Program
(j 24/7 Access to Care
= with Teladoc®
@|9
W’T Flex Cardt $ 500 S

Specialist Care

Routine Podiatry

$35
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Choose one of our Select Extras:

— « Over-the-Counter (OTC)
s benefit $1 40 every quarter

or

or
G——c ° Transportation benefit 48 S e

Use your OTC benefit to
purchase health related items,
groceries and meals too!*

@5 Use your Transportation benefit to go to approved locations
such as doctor appointments.

*For eligible members (with certain chronic conditions) the Special
Supplemental Benefits for the Chronically Ill combines with the OTC
benefit to cover certain grocery items and meals as part of the OTC
allowance. Eligible members will be notified and provided instructions
on how to access the benefit.

t Flex Card benefit offers $500 allowance Card to use in 2024 on out-
of-pocket costs for dental, vision, hearing, and/or fitness services.
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Section I: Introduction to Summary
of Benefits

Elderplan is an HMO plan with Medicare and Medicaid contracts.
Enrollment in Elderplan depends on contract renewal. Anyone entitled
to Medicare Parts A and B may apply. Enrolled members must continue
to pay their Medicare Part B premium if not otherwise paid for under
Medicaid or a third party.

This booklet gives you a summary of what we cover and what you pay.
It does not list every service that we cover or list every limitation or
exclusion. To get a complete list of services we cover, see the 2024
Elderplan Flex (HMO-POS) Evidence of Coverage. A copy of the
Evidence of Coverage is located on our website at www.elderplan.org.
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Elderplan Contact Information

Elderplan Flex hours of operation

e From October 1 to March 31, you can call us 7 days a week
from 8 a.m. to 8 p.m. Eastern Time.

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

Elderplan Flex phone numbers and website

e |f you are a member of this plan, call toll-free
1-800-353-3765. (TTY users should call 711.) Hours are
8 a.m. to 8 p.m., 7 days a week.

e |f you are not a member of this plan, call toll-free
1-866-695-8101. (TTY users should call 711.) Hours are
8 a.m. to 8 p.m., 7 days a week.

e Our website: www.elderplan.org.

This document is available for free in Spanish and Chinese.
Please contact our Member Services number at 1-800-353-3765
for additional information. (TTY users should call 711.) Hours are
8 a.m. to 8 p.m., 7 days a week. This information is also available
in different formats, including Braille or other alternate formats.
Please call Member Services at the number listed above if you
need plan information in another format or language.

@
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Who Can Join?

To join Elderplan Flex
(HMO-POS), you must be
entitled to Medicare Part

A, be enrolled in Medicare
Part B and live in our service
area.

Our service area includes the
following counties in New York:
Bronx, Kings, New York,
Queens, and Westchester
counties.
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Useful Information About Medicare

You have choices about how

to get your Medicare Benefits

* One choice is to get
your Medicare benefits
through Original Medicare
(fee-for-service Medicare).

Original Medicare is run directly

by the federal government.
Visit the Medicare website
(www.medicare.gov).

® Another choice is to get
your Medicare benefits by
joining a Medicare health
plan (such as Elderplan
Flex (HMO-PQOS)).

Tips for Comparing your
Medicare Choices

This Summary of Benefits

booklet gives you a summary of
what Elderplan Flex (HMO-PQOS)

covers and what you pay.

¢ You can compare Elderplan

Flex and Original Medicare
using this Summary of
Benefits. The charts in this
booklet list some important
health benefits. For each
benefit, you can see what our
plan covers. Our members
receive all of the benefits that
Original Medicare offers. The
covered benefits may change
from year to year.

}Q}\<<<<<
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e |f you want to know more e |f you want to compare our
about the coverage and plan with other Medicare
costs of Original Medicare, health plans, ask the other
look in your current plans for their Summary of
“Medicare & You” handbook. Benefits booklets. Or, use the
View it online at Medicare Plan Finder on

https://www.medicare.gov/ www.medicare.gov/
Pubs/pdf/10050-medicare- plan-compare.
and-you.pdf or get a copy

by calling 1-800-MEDICARE

(1-800-633-4227), 24 hours a

day, 7 days a week. TTY users

should call 1-877-486-2048.
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Information About Elderplan Flex

Eligibility requirements for
our plan

e Must have Medicare Part A
and Medicare Part B.

¢ Must reside in the plan’s
service area: Bronx, Kings,
New York, Queens and
Westchester counties.

e Must be a United States
citizen or lawfully present in
the United States.

Which Doctors, Hospitals
and Pharmacies can | use?

Elderplan Flex (HMO-PQOS)
has a network of doctors,

hospitals, pharmacies and other

providers. Our plan allows you
to see In-Network and Out-of-
Network providers based on
our expansive benefit offering.
Our plan covers services and

benefits from any of our network

providers listed in our Provider
and Pharmacy Directory. Our
plan also includes point-of-

service coverage for certain
services and benefits from any
Medicare-certified provider
who has not opted out of
Medicare. You must generally
use network pharmacies to fill
your prescriptions for covered
Part D drugs. You can see our
plan’s Provider and Pharmacy
Directory at our website
www.elderplan.org, or call us
and we will send you a copy
of the Provider and Pharmacy
Directory.

What do we cover?

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

e Members get all of the benefits
covered by Original Medicare.

e Members also get more than
what is covered by Original
Medicare. Some of the extra
benefits are outlined in this
booklet.

B


http://www.elderplan.org

Summary of Benefits — Elderplan Flex (HMO-POS) 2024

e We cover Part D drugs. In
addition, we cover Part B
drugs such as chemotherapy
and some drugs administered
by your provider.

You can see the complete

plan formulary (list of Part D
prescription drugs) and any
restrictions on our website,
www.elderplan.org or call us
and we will send you a copy of
the formulary.

How will | determine my
drug costs?

The amount you pay for drugs
depends on the drug you are
taking, what “drug payment
stage” you have reached, and
the plan cost-sharing tiers.

Later in this document we
discuss the drug payment
stages and the plan
cost-sharing tiers. The drug
payment stages are the
Deductible Stage, Initial

Coverage Stage, Coverage
Gap, and Catastrophic
Coverage Stage.

Every drug on the plan’s
Drug List is in one of five
cost-sharing tiers:

e Tier 1: Preferred Generic
Drugs (lowest cost-sharing
tier)

e Tier 2: Generic Drugs
¢ Tier 3: Preferred Brand Drugs
e Tier 4: Non-preferred Drugs

e Tier 5: Specialty Tier Drugs
(highest cost-sharing tier)

There are programs to

help people with limited
resources pay for their drugs.
These include “Extra Help”

and State Pharmaceutical
Assistance Programs. For more
information, see the Evidence
of Coverage (Chapter 2,
Section 7).

®
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Section II: Summary of Benefits

The following are the health care costs for Elderplan Flex.

Elderplan Flex (HMO-POS)

In addition, you must keep
paying your Medicare Part B
premium.

Monthly Premium

(Part D Premium) >0
Part B Deductible 0
$7,550
Combined Maximum In-Network
and Out-of
Out-of-Pocket
Network
combined.

Like all Medicare health plans,
our plan protects you by

having yearly limits on your
out-of-pocket costs for medical
and hospital care.

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

Please note that you will still
need to pay cost-sharing for
your Part D prescription drugs.
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Medicare-covered Benefits

Health Need Covered Your Cost Share What You
or Problem | Benefit Should Know
You pay per
admission:
: « Days 1-5: $390
Inpatient T
: copayment each | Authorization is
Hospital day required
Services ' '
« Day 6 and beyond:
You need S0 copayment
hospital care eachday.
Outpatient
Hospital 20% coinsurance.
Services
Ambulatory
Surgical 20% coinsurance.
Center (ASC)

$0 copavment for Please call your
You want to | Primary Care opay current provider
office visits and

see a doctor | Providers . for telehealth
telehealth services. . )
services details.
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Medicare-covered Benefits

Health Need
or Problem

You want to
see a doctor
(continued)

Covered
Benefit

Specialists

Your Cost Share

What You
Should Know

In-Network
$35 copayment for
office visits.

$10 copayment for
telehealth services.
Out-of-Network
$35 copayment for
office visits.

Please call your
current provider
for telehealth

services details.

Nurse
Practitioners

Assistants

and Physician

In-Network

$35 copayment for
office visits.
Out-of-Network
$35 copayment for
office visits.

Authorization
only required for
in-home visits.
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Medicare-covered Benefits

Health Need
or Problem

You want to
see a doctor
(continued)

Covered
Benefit

Your Cost Share

What You
Should Know

Preventive
Care

$0 copayment for
Annual Physical
Exam.

This exam is
covered in
addition to the
“Welcome to
Medicare Exam”
and Yearly
“Wellness” Visit.

Preventive care
services may

be covered by
Medicare during
the benefit year.
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Medicare-covered Benefits

Health Need  Covered Your Cost Share What You
or Problem | Benefit Should Know

« Abdominal aortic aneurysm screening
* Alcohol misuse screenings & counseling
* Blood-based biomarker test

- Cardiovascular disease (behavioral
therapy)

« Cardiovascular disease screenings
« Cervical and vaginal cancer screening
« Colorectal cancer screenings

You want to | Preventive - Multi-target stool DNA tests
see a doctor | Care - Screening barium enemas
(continued)  (continued) - Screening colonoscopies

- Screening fecal occult blood tests
- Screening flexible sigmoidoscopies
« Depression screenings
* Diabetes screenings
* Diabetes self-management training
« Glaucoma tests

- Hepatitis B Virus (HBV) infection
screening
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Medicare-covered Benefits

Health Need
or Problem

You want to
see a doctor
(continued)

Covered
Benefit

Preventive
Care
(continued)

What You
Should Know

* Hepatitis C Screening Test
* HIV screening
« Lung cancer screenings

Your Cost Share

» Mammograms (screening)

* Medicare Diabetes Prevention Program
* Nutrition Therapy Services

« Obesity screenings and counseling

- Prostate cancer screenings (PSA)

- Sexually transmitted infections (STI)
screenings and counseling

« Tobacco use cessation counseling

« COVID-19 vaccines, Flu shots,
Hepatitis B shots, Pneumococcal shots

« “Welcome to Medicare” preventive
visit (one time)

* Yearly “Wellness" Visit
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Medicare-covered Benefits

Health Need
or Problem

You Need
Emergency
Care

Covered What You

Benefit  * o 0" Should Know
$90 copayment If you are

Ermeroenc for each admitted to the

gency Medicare-covered | hospital within

Care ,
emergency room 24 hours there is
visit. no cost-share.
$35 copayment for Please call your
office visits current provider

Urgent Care ' for in-network
$10 copayment for

telehealth services.

telehealth
services details.
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Medicare-covered Benefits

Health Need  Covered Your Cost Share What You
orProblem | Benefit _Should Know
Diagnostic
Services/
Labs/Imaging

* Medicare-
covered Lab | SO copayment for each service.
Services

+ Outpatient
Blood
Services

You need Diagnostic
medical Services/
tests Labs/Imaging
» Diagnostic
tests and
Procedures

Diagnostic
Services/
Labs/Imaging | $20 copayment for each service.
« Outpatient
X-rays
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Medicare-covered Benefits

Health Need
or Problem

You need
medical
tests
(continued)

L ClITacs)

Covered
Benefit

Diagnostic
Services/
Labs/Imaging

* Therapeutic
radiology
services
(such as
radiation
treatment
for cancer)

» Diagnostic
Radiological
services
(such as MRI
scans and

Your Cost Share

20% coinsurance
for each service.

What You
Should Know

Authorization
is required only
for Positron
Emission
Tomography
(PET), Magnetic
Resonance
Imaging (MRI),
Magnetic
Resonance
Angiography
(MRA), and CAT
Scan (CT).



Summary of Benefits — Elderplan Flex (HMO-POS) 2024

Medicare-covered Benefits

Health Need
or Problem

You need
Hearing Care

Covered
Benefit

Your Cost Share

What You
Should Know

Hearing
Exams

$35 copayment
for each Medicare-
covered diagnostic
hearing exams.

$0 copayment fo
one Non-Medicare
covered (Routine)
Hearing Exam
every year.

Hearing Aids

Up to $1,000
maximum benefit
every year for both
ears combined
($500 will be
available per ear).
S0 copayment for
Fitting/Evaluation
for Hearing Aid

every year.

Authorization
is required for
hearing aid(s)
by a Physician
or Specialist.
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Medicare-covered Benefits

Health Need
or Problem

You need
Dental Care

What You
Should Know

Cover.e C Your Cost Share
Benefit
$O for coverage
of Supplemental
Preventive Dental
: Services are limited
Preventive .
to selected service
Dental
. codes from the
Services

categories below
In-Network and
Out-of-Network
combined.
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Medicare-covered Benefits

Health Need
or Problem

You need
Dental Care

(continued)

Covered
Benefit

Comprehen-
sive Dental
Services

Your Cost Share

You pay $0
copayment for
Supplemental
Comprehensive
Dental Services

up to $1,500 in-
network and out-of-
network combined
annual maximum
benefit. You pay
all costs beyond
benefit maximum.

Coverage of
Supplemental
Comprehensive
Dental Services are
limited to selected
service codes from
the categories
below in & out-of-
network.

What You
Should Know

Supplemental
Comprehensive
Dental Services.

Benefit
frequency may
be limited per
American Dental
Association
guidelines.
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Medicare-covered Benefits

Health Need | Covered Your Cost Share What You

or Problem @ Benefit Shguld Kngw
Comprehen- | 20% coinsurance for

You need , .
sive Dental Medicare-covered

Dental Care . .

tinved Services Comprehensive
(continued) (continued) | Dental Services.
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Supplemental Preventive &

Comprehensive Dental Services
In-Network and Out-of-Network

Covered Services

Copayment

Frequency

Supplemental Diagnostic & Preventive Dental Services

Exams

Periodic Oral Exam

No charge

Comprehensive Periodontal
Exam

Once every 6 months

X-Rays

Complete Series X-rays

Periapical X-ray, each
additional film

No charge

@
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No charge

Vertical Bitewing X-rays —
seven to eight images

No charge

No charge

No charge

2-D Photographic Images

No charge

Once every 12 months

Prophylaxis (Cleaning) — Adult

No charge

Once every 6 months

Topical Fluoride Application

No charge

Once every 6 months

Supplemental Comprehensive Dental Services

Restorative Services

Silver Filling — One Surface

Once every 24 months,

Silver Filling — Four or More
Surfaces

Tooth-colored Filling —
One Surface, Front

Tooth-colored Filling -
Two Surfaces, Front

Tooth-colored Filling -
Three Surfaces, Front

No charge per tooth
No charge Once every 24 months,
..... per tooth
No charge Once every 24 months,
..... per tooth
Once every 24 months,
ochaEe  pertooth
No charge Once every 24 months,
..... per tooth
No charge Once every 24 months,
..... per tooth
No charge Once every 24 months,

per tooth

&
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Tooth-colored Filling -
Four or More Surfaces,

Tooth-colored Filling —
One Surface, Back

Tooth-colored Filling -
Two Surfaces, Back

Tooth-colored Filling -
Three Surfaces, Back

Tooth-colored Filling —
Four or More Surfaces, Back

Inlay — Metallic, Three or
More Surfaces

Onlay — Metallic, Two
Surfaces

Inlay — Porcelain/Ceramic,
Two Surfaces

Inlay — Porcelain/Ceramic,
Three or More Surfaces

No charg

Once every 24 months,
per tooth

Once every 24 months,
per tooth

Once every 24 months,
per tooth

Once every 24 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth



Summary of Benefits — Elderplan Flex (HMO-POS) 2024

Crown — Resin-Based
Composite

Crown - 3/4 Resin-Based
Composite

Crown — Resin with
High Noble Metal

Crown — Composite/Resin
with Base Metal

Crown — Resin with
Noble Metal

Crown — Porcelain/Ceramic
Substrate

Crown — Porcelain Fused to
High Noble Metal

Crown — Porcelain Fused to
Predominantly Base Metal

Crown — Porcelain Fused to
Noble Metal

Crown — Porcelain Fused to
Titanium/Titanium Alloys

Crown - Full Cast High
Noble Metal

Crown — Full Cast
Predominantly Base Metal

Crown — Full Cast
Noble Metal

No charg

D

Once every 60 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth

Once every 60 months,
per tooth
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Re-cement or Re-bond
Inlay, Onlay or Veneer

Once after 6 months,

Reattachment of Tooth
Fragment

Once every 6 months,

Stainless Steel Crown, Baby
Tooth

Once every 60 months,

Once every 60 months,

Post and Core in Addition
to Crown

Once every 60 months,

Each Additional Indirectly
Fabricated Post

Prefabricated Post and Core
in Addition to Crown

Once every 60 months,

Mo Charee  per tooth
MO Charee  per tooth
Mo charee | per tooth
Mocharee | pertooth
Mo Charee  per tooth
MO CharEE  per tooth
Mocharee | pertooth
Mocharee | pertooth
No charge

per tooth

Endodontic Services

Therapeutic Pulpotomy

Once per lifetime,

Once per lifetime,

MO Charee  per tooth
Mo charee | per tooth
No charge

&
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Root Canal Therapy, No charee Once per lifetime,
FrontTooth - TPTEE pertooth
Root Canal Therapy, Once per lifetime,
Bicuspid Tooth No charge per tooth
Root Canal Therapy, Once per lifetime,
Back Tooth No charge per tooth
Retreatment of Root Canal No charee Once per lifetime,
Therapy, Front Tooth & per tooth
Retreatment of previous o
Once per lifetime,
Root Canal Therapy, No charge er tooth
Bicuspid Tooth P
Retreatment of Root Canal No charoe Once per lifetime,
Therapy, Back Tooth & per tooth

Once per lifetime,

.................................................................................................................................................................... Pertooth
Teah st MO g
Fostroor N i
oo "M e
L L S
e Ararer O g
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Surgical Exposure of Root
Surface — Premolar

No charge

Once per lifetime,
per tooth

Surgical Exposure Of Root
Surface — Molar

No Charge

Once per lifetime,
per tooth

Periodontic Services

Once per 36 months,

Gum treatments No Charge
..................................................... per quadrant
Gum and Bone Treatment | No Charge Once per 60 months,
..................................................... per quadrant
Gum and Bone Treatment | No Charge Once per 60 months,
..................................................... per quadrant
: Once per 36 months,
eep Cleanne TOTIE  perquadrant
: Once per 36 months,
eep Cleanine O perquadrant
Deep Cleaning - To Help
Dentist Evaluate Mouth No Charge Once per 36 months
Deep Cleaning - After Gum No Charge Once per 36 months

Treatment

Maxillofacial Services - Removable

Full Upper Denture No Charge Once per 60 months
Full Lower Denture No Charge Once per 60 months
Immediate Denture — Upper | No Charge Once per 6(5"mont"f.1.s
Immediate Denture — Lower | No Charge Once per 66"montmf.1.s

53
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Partial Upper Denture —
Resin Based

Partial Lower Denture —
Resin Based

Partial Upper Denture —
Cast Metal

Partial Lower Denture —
Cast Metal

One-Sided Partial Denture —
Cast Metal, Upper

One-Sided Partial Denture —
Cast Metal, Lower

Partial Denture Made
for One Side of Mouth -
Flexible Plastic Material

Partial Denture Made for
One Side of Mouth -
Plastic Material

Full Upper Denture
Adjustment

Full Lower Denture
Adjustment

Partial Upper Denture
Adjustment

Partial Lower Denture
Adjustment

No Charg

No Charg

No Charg

No Charg

No Charg

No Charge

No Charg

No Charg

No Charg
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Denture Repair — Lower
Denture

Denture Repair — Upper
Denture

Replace Missing or Broken
Tooth, Full Denture

Partial Denture Repair —
Repair of Plastic Material
on Lower Partial

Partial Denture Repair
of Plastic Material on
Upper Partial

Repair Cast Frame, Partial
Denture, Lower

Repair Cast Frame, Partial
Denture, Upper

Repair/Replace Broken
Clasp, per Tooth

Replace Broken Teeth,
per Tooth

Add Tooth to Existing
Partial Denture

Add Clasp to Existing Partial
Denture

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Char_ge

&
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Rebase Partial Upper

Denture No Charg Once per 12 months
Rebase Partial Lower No Charg Once per 12 months
Denture

Reline Full Upper Denture,

i Office No Charg Once per 12 months
Reline Full Lower Denture,

i Office No Charg Once per 12 months

Reline Partial Upper
Denture, in Office

Reline Partial Lower
Denture, in Office

No Charge Once per 12 months

Reline Full Upper Denture,

in Lab
:qutans Full Lower Denture, No Charg Once per 12 months

Reline Partial Upper
Denture, in Lab

Reline Partial Lower
Denture, in Lab

Overdenture, Partial Upper | No Charge Once per 60 months

Overdenture, Full Lower No Charge Once per 60 months
Overdenture, Partial Lower | No Charge Once per 60 months

D
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Prosthodontic Services

Once per 60 months,

Pontic — Cast

High Noble Metal

Pontic — Porcelain Fused
Noble Metal

Titanium

Pontic — Resin with High
Noble Metal

Pontic — Resin with

Resin Bonded

Pontic - High Noble Metal | No Charge | pertooth
Once per 60 months,
Predominantly Base Metal No Charge per tooth
Pontic — Cast Noble Metal | No Charge Once per 60 months,
............ pertooth
Pontic — Porcelain Fused to Once per 60 months,
No Charge
.......... pertooth ...
Once per 60 months,
TocherEe  pertooth
Once per 60 months,
No Charge per tooth
Pontic — Porcelain Fused to Once per 60 months,
No Charge
.......... pertooth
Once per 60 months,
No Charge per tooth
Once per 60 months,
predominantly Base Metal | "8 pertooth
Pontic — Resin with Noble Once per 60 months,
No Charge
.......... pertooth ...
Retainer — Cast Metal for Once per 60 months,
No Charge
.......... pertooth ...
Retainer Onlay — Cast High No Charge Once per 60 months,

Nobel Metal, Two Surfaces

&
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Retainer Crown — Resin with
High Noble Metal

Retainer Crown — Resin with
Predominantly Base Metal

Retainer Crown — Resin with
Noble Metal

Retainer Crown — Porcelain/
Ceramic

Retainer Crown — Porcelain
Fused to High Noble Metal

Retainer Crown — Porcelain
Fused to Predominantly
Base Metal

Retainer Crown — Porcelain
Fused to Noble Metal

Retainer Crown - Porcelain/
Titamium and Alloys

Retainer Crown — Full Cast
High Noble Metal

Retainer Crown — Full Cast
Predominantly Base Metal

Retainer Crown — Full Cast
Noble Metal

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

D

Once per 60 months,
per tooth

Once per 60 months,
per tooth

Once per 60 months,
per tooth

Once per 60 months,
per tooth

Once per 60 months,
per tooth

Once per 60 months,
per tooth

Once per 60 months,
per tooth

Once per 60 months,
per tooth

Once per 60 months,
per tooth

Once per 60 months,
per tooth
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Re-cement or Re-bond,
per Unit

No Charge

Oral and Maxillofacial Surgery

Extraction — Erupted or

Once per lifetime,

Unerupted Tooth

_Exposed Roo ToChere pertooth
Surgical Removal - Once per lifetime,
Erupted Tooth ToCherEs  pertooth
Removal of Impacted Once per lifetime,
Tooth - Soft Tocheres pertooth
Removal of Impacted Once per lifetime,
Tooth-Partallybory "¢ pervooth
Removal of Impacted Tooth No Charge Once per lifetime,
O BNy e pertooth e
Removal of Impacted
Tooth — Completely Bony, Once per lifetime,
with Unusual Surgical No Charge per tooth
LOMPUCALIONS s
Surgical Removal of Once per lifetime,
Residual Roots Tocheres pertooth
Oralantral Fistula Closure | No Charge Once per lifetime,
......................................... pertooth ...
Surgical Access of an No Charge Once per lifetime,

D
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Mobilization of Erupted
or Malpositioned Tooth No Charge
to Aid Eruption

Alveoloplasty with
Extraction — per Quad

Once per 12 monthes,
per quadrant

Once per lifetime,
per tooth

Vestibuloplasty —

Ridge Extension No Charge Covered
(Second Epitheliazation)

Excision of Benign

Lesion of up 1.25 cm No Charg Covered
Excision of Benign Lesion

Greater than 1.25 cm No Charg Covered

Excision of Malignant
Tumor — Lesion Diameter No Charge Covered
up to 1.25 cm

Excision of Malignant
Tumor — Lesion Diameter No Charge Covered
Greater than 1.25 cm

Removal of Benign
Odontogenic Cyst or
Tumor — Lesion Diameter
up to 1.25 cm
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Removal of Benign
Odontogenic Cyst or
Tumor — Lesion Diameter
Greater than 1.25 cm

Removal of Benign
Nonodontogenic Cyst or
Tumor — Lesion Diameter
up to 1.25 cm

Removal of Benign
Nonodontogenic cyst or
tumor — Lesion Diameter
Greater than 1.25 cm

Removal of Lateral Exostosis —

Upperortower e e
Removal of Torus
Mandibularis No Charg Covered
Incision and Drainage of
Abscess — Intraoral Soft Tissue No Charg Covered
Incision and Drainage of
Abscess — Extraoral Soft No Charge Covered
Tissue
Buccal/Labial Frenectomy No Charg Covered
(Frenulectomy)
Lingual Frenectomy No Charg Covered
(Frenulectomy)
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Excision of Hyperplastic
Tissue — per Arch

Excision of Pericoronal
Gingiva

No Charge Covered

No charge Covered

Adjunctive General Services

Palliative (Emergency) Treat | No charge Covered

Local Anesthesia not in
Conjunction with Operative | No charge Covered
or Surgical Procedure

Regional Block Anesthesia | No charge Covered

Trigeminal Division Block
Anesthesia

Local Anesthesia No charge Covered

Consultation — Diagnostic
Service Provided by Dentist
or Physician Other than No charge Covered
Requesting Dentist or
Physician

Office Visit for Observation
(During Regularly Scheduled
Hours) — No Other Services

Performed

Occlusal Adjustment -
Limited

No charge Covered

No charge Covered

No charge Covered

No charge Covered

&
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Medicare-covered Benefits

Health Need
or Problem

You need
Eye Care

Covered
Benefit

Your Cost Share

What You
Should Know

Vision Exams

$25 copayment for
Medicare-covered
eye exams.

$0 Copayment for
one routine eye
exam for eyewear.

You may receive
one Eye Exam
every year.

Vision
Eyewear

$0 copayment

for one pair of
Medicare-covered
eyeglasses or
contact lenses after
cataract surgery.

$0 copayment for
Non-Medicare-
covered eyewear
(Routine) up to $250
annual maximum

every year.

Includes contact
lenses and
eyeglasses.
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Medicare-covered Benefits

Health Need
or Problem

You need
Mental
Health Care

Covered
Benefit

Inpatient
Mental
Health

Outpatient
Mental
Health

Your Cost Share

You pay per

admission:

» Days 1-5: $350
copayment each
day.

« Day 6 and beyond:
$0 copayment
each day.

In-Network
Mental Health
Individual Sessions:
$20 Copayment for
each office session.
$10 Copayment for
telehealth services.
Mental Health
Group Sessions: $5
Copayment for each
office session.

$10 Copayment for

What You
Should Know

Authorization is
required.

Please call your
current provider
for telehealth

services details.

telehealth services.
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Medicare-covered Benefits

Health Need
or Problem

You need
Mental
Health Care
(continued)

Covered
Benefit

Outpatient
Mental
Health

(continued)

Your Cost Share

Out-of-Network
Mental Health
Individual Sessions:
$20 Copayment for
each office session.

Mental Health
Group Sessions: $5
Copayment for each
office session.

In-Network
Psychiatric Services
Individual Sessions:
$25 Copayment for
each office session.

$10 Copayment for
telehealth services.
Psychiatric Services
Group Sessions:

$5 Copayment for
each office session.
$10 Copayment for
telehealth services.

What You
Should Know

Please call your
current provider
for In-Network
telehealth
services details.
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Medicare-covered Benefits

Health Need
or Problem

You need
Mental
Health Care
(continued)

You need
Rehabili-
tative or

Skilled
Nursing Care

Covered
Benefit

Outpatient
Mental
Health

(continued)

Your Cost Share

What You
Should Know

Out-of-Network
Psychiatric Services
Individual Sessions:
$25 Copayment for
each office session.

Psychiatric Services
Group Sessions:

$5 Copayment for

each office session.

Skilled
Nursing
Facility

You pay per
admission:

Days 1-20:

S0 copayment per
day

Days 21-100:
$196 copayment
per day

Days 101 and
beyond:

you pay all cost

The plan covers
up to 100 days
each benefit
period, a 3-day
prior hospital
stay is required.

Authorization is
required.
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Medicare-covered Benefits

Health Need
or Problem

You need
Outpatient
Therapy

You need
help getting
to health
services

Covered
Benefit

Physical
Therapy

Your Cost Share

What You
Should Know

In-Network
$35 copayment for
each visit.

Out-of-Network
$35 copayment for

Authorization is
required.

Ambulance
copayment

$215 for each
one-way trip.

Authorization is

only required for
non-emergency

services.

Transporta-
tion

S0 copayment.

You may take up

to 48 one-way trips
for medical related
purposes every
year.

You may take a
taxi, bus, subway
orvan. To use
this benefit, you
must choose it
as your Elderplan
Flex Select Extras

benefit.
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Medicare-covered Benefits

Health Need
or Problem

You need
drugs to
treat your
illness or
condition

Covered What You
Benefit Your Cost Share Should Know
Some
Medicare Part
20% coinsurance B Prescription
for Medicare Part B | Drugs may
Medicare Prescription Drugs. | be subject to
Part B Drugs | Up to $35 for step therapy
Medicare Part B requirements.
Insulin Drugs. Authorization

may be required
for certain drugs.
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Medicare Part D

If you qualify for Low-Income subsidy (also called “Extra Help"), you
may not pay the amounts listed in the table below for your Part D
prescription drugs. The exact amount you pay may vary depending on
the amount of Extra Help you receive.

Part D Premium S0 per month.

Tier 1,2, and 3 Drugs: Part D deductible is SO.
Tier 4 and 5 Drugs: Part D deductible is $375.
Members pay the full cost of their drugs
until their $375 deductible is met, then
the cost-shares are applied in the initial
coverage stage.

Part D Deductible
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Medicare Part D

Part D Deductible & Initial Coverage Stage

Tier:
Tier Name

Tier 3:
Preferred

Tier 4:

Retail Retail Mail Order
Part D Pharmacy = Pharmacy  Pharmacy
Deductible Costshare Costshare  Cost share
(30-day  (Upto90-day (Upto90-day
............................................. | SUPPl)*Q  supply)"tQ  supply)"tQ
$0 50 50
Copayment Copayment  Copayment
o e 30 $20 ....................................
Copayment Copayment  Copayment
§47 $141 1594
Copayment Copayment  Copayment
$100 1$300 15200
Copayment Copayment  Copayment
$375 ................................... B
25% 25% 25%
Coinsurance - Coinsurance  Coinsurance

*One-month supply for Standard retail (in-network), Long-term care
(31-day), and Out-of-network cost share.
A60-Day supply is also available for Standard retail (in-network).

TNDS - Non-Extended Days Supply. Certain Specialty drugs will be
limited up to a 30-day supply per fill.
Q-You will not pay more than $35 for a one-month supply of each
insulin product covered by our plan, no matter the cost-sharing for

D
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Medicare Part D

Once your total drug costs have reached $5,030, you will move to the
next stage (the Coverage Gap stage).

Coverage Gap Stage

You pay 25% of the price
for brand name drugs (plus
a portion of the dispensing
fee) and 25% of the price
for generic drugs.

If you receive Extra Help, you will not
enter the Coverage Gap Stage. Instead,
you will continue to pay the Initial
Coverage Stage cost-sharing until the
Catastrophic Stage.

You stay in this stage until your “out-of-pocket costs” (your
payments) reach a total of $8,000. This amount and rules for counting
costs toward this amount have been set by Medicare.

Catastrophic Coverage Stage

Once your “out-of-pocket costs” (your payments) reach a total of $8,000,
you stay in this payment stage until the end of the calendar year.

During this payment stage, the plan
pays the full cost for your covered Part D
drugs. You pay nothing.
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Other Covered Benefits

Health Need
or Problem

You need
Medical
Equipment

and Supplies

Covered What You
Benefit  YOUrCOSESMAT® g outd know
Diabetic Test
Strips and Blood
Glucose Meters
. . S0 copayment for are llml.t ?d
Diabetic . to specific
. Medicare-Covered
Supplies Diabetic Suplies manufacturers:
PPUES- 1 Abbott
Diabetes Care
and Ascensia
Diabetes Care.
Durable
Medical 20% coinsurance for oL
. : Authorization
Equipment Medicare-covered < required for
(like Durable Medical certgin tems
wheelchairs | Equipment (DME). '
or oxygen)
; )
Medical 20% c0|.nsurance Authorization is
Supplies for Medical required
PP Supplies. G '
Pros-t.h.et|cs 20% coinsurance L.
(artificial : Authorization is
: for Prosthetic .
limbs or : required.
Devices.
braces)
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Other Covered Benefits

Health Need
or Problem

You need
Rehabilita-
tion Services

Covered
Benefit

Physical
Therapy,
Occupational
Therapy,
Speech
Language

Your Cost Share

What You
Should Know

In-Network
$35 copayment for
each visit.

Out-of-Network
$35 copayment for
each visit.

Cardiac
Rehabilitation

$10 copayment
for Cardiac
Rehabilitation
Services.

Pulmonary
Rehabilitation

$15 copayment
for Pulmonary
Rehabilitation
Services.

Authorization is
required.

Authorization is
required.

Authorization is
required.
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More benefits with your plan

Expanded Acupuncture
Services

SO copayment per visit. You may
receive up to 20 visits per year for the
following services:

« Acupuncture

« Cupping/Moxa

* Acupressure

« Tui Na

* Gua Sha

* Reflexology

« Infrared Therapy

Flex Card

There is no copayment or coinsurance
for BrainHQ®. Members will have
access to an online memory fitness
program to improve brain function
through games, puzzles and other

fun exercises.

There is no coinsurance or copayment
for Flex Card. You will receive a $500
allowance to use in 2024 on out-of-
pocket costs for dental, vision, hearing,
and/or fitness services. Any unused
benefit dollars will expire at the end

of the calendar year or if you disenroll
from the plan.
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More benefits with your plan

OTC + Grocery + Meals

You may purchase up to $140 every
quarter of eligible OTC items on an
OTC card provided by Elderplan. To use
this benefit, you must choose it as your
Elderplan Flex Select Extras benefit.

For eligible members (with certain
chronic conditions) the Special
Supplemental Benefits for the
Chronically Ill combines with the

OTC benefit to cover certain grocery
items and meals as a part of the
quarterly OTC allowance. To use this
benefit, you must choose OTC as your
Elderplan Flex Select Extras benefit.

In-Network
$35 copayment per visit. You may
receive up to 12 visits per year.

Out-of-Network
$35 copayment per visit. You may

receive up to 12 visits per year.
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More benefits with your plan

The Silver&Fit® Healthy Aging and
Exercise program provides Elderplan
members access to a Fitness Center
membership at a location from

the participating Network and the
option to choose a Home Fitness
kit including options like a wearable
fitness tracker or a strength kit.
Also available, on-demand workout
classes and one-on-one Healthy
Aging Coaching sessions and the
Well-Being Club.

At S0 cost share, Teladoc® connects
you with board-certified doctors 24
hours a day, 7 days a week for video
or phone chat using your smartphone,
tablet or computer.

These doctors can help diagnose, treat
and even write prescriptions for a variety
of non-emergency conditions.

Silver&Fit® Fitness Program

Teladoc®
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More benefits with your plan

$O copayment for Worldwide
Worldwide Emergency / Emergency Coverage / Emergency
Emergency Transportation / | Transportation / Urgent Coverage. The
Urgent Coverage maximum benefit coverage amount is
$50,000.




Elderplan, Inc.
Notice of Nondiscrimination — Discrimination is Against the Law

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

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
o Information written in other languages

If you need these services, contact Civil Rights Coordinator. If you believe that
Elderplan/HomeFirst has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you may file a grievance with:

Elderplan, Inc.

ATTN Civil Rights Coordinator
55 Water Street

New York NY 10041

Phone: 1-877-326-9978, TTY 711
Fax: 1-718-759-3643

You may file a grievance in person or by mail, phone, or fax. If you need help filing a grievance,
Civil Rights Coordinator, is available to help you.

You may 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, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

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

062023 Elderplan
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Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health or drug
plan. To get an interpreter, just call us at 1-800-353-3765 (TTY: 711). Someone who speaks English can
help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda
tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al
1-800-353-3765 (TTY: 711). Alguien que hable espaiol le podra ayudar. Este es un servicio gratuito.

Chinese Simplified: FA 15 0L 00 P RIIENR S, B UDIAARZ O T e sl 25 Mo PR B 0 (R o %8 i), A1
AR FPEIR S, 15 £ 1-800-353-3765 (TTY: 711), FAl1H9 St TAE A AR SR = EB W A4%,
X eI AR IR 5

Chinese Traditional: &% F A" (dt Fe ol SEYp (R 8 v BEATF AT B[R], BB ML oL e B v eE s,
IR RS, G2 1-800-353-3765 (TTY: 711), FefMahrh iy A B S B A e gtE ), 2
=R R,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga
katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng
tagasaling-wika, tawagan lamang kami sa 1-800-353-3765 (TTY: 711). Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions
relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il
vous suffit de nous appeler au 1-800-353-3765 (TTY: 711). Un interlocuteur parlant Francais pourra vous
aider. Ce service est gratuit.

Vietnamese: Chiing t6i c6 dich vu thong dich mién phi dé tra 1i cac cu hoi vé chuong strc khoe va
chuong trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-800-353-3765 (TTY: 711) s€ c6 nhan
vién noi tieng Viét giap dd qui vi. Pay la dich vy mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und

Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-353-3765 (TTY: 711). Man wird Thnen
dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: YAl o5 B & oFF Hlo] #3t Aol 3l =8|aA F-5 9 AH| A&
Algstal FHT T AH| 25 o] &t 3} 1-800-353-3765 (TTY: 711) 1 0. = 2] 3
FHAL. ol E o= FdAVE =8 =9 AdY T o] AR As FEE FFE YT

Russian: Eciu y Bac BO3HHKHYT BOITPOCHI OTHOCUTEIBHO CTPAXOBOT'O WIIM MEJIMKAMEHTHOTO I1JIaHa, BBI
MOXKETE BOCIIOIL30BATHLCA HAIIMMU O€CILIATHBIMU yciyramMu n€peBOA4YMKOB. qTOGbI BOCIIOJIB30BATHCA
yCIIyraMu epeBoIuuKa, Mo3BoHUTe HaM 1o Tenedony 1-800-353-3765 (TTY: 711). Bam okaxeTt nmomo1isb
COTPY/IHUK, KOTOPBII TOBOPUT MO-pyccku. JlaHHast ycimyra GecriiaTHasi.

Arabic: s ie o Jganll Lal 4501 Joaa sl daally glaii daud gl e Ala Dl dlaad) 5l an yial) Clads s L)
4-..“)’1‘ Gaady b add (’)5.-.‘*“ . 1-800-353-3765 (TTY71 1) 4_;9 Ly Juaiyl s chle g 6L§J)§ 4002 pda lineli
Al



Hindi: gan wamees a1 gd1 sl FIeMT o o1 31aes o off wer o Stamer & o fofg g1 ard g9 g1ivam e Sueisd €. Ush TR STe
# g, @ &4 1-800-353-3765 (TTY: 711) W %= &, F15 Ah ST el ST & SToeh! 7Eg FL Tl 8. I8 Toh TH 4 &

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro
piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-353-3765 (TTY: 711). Un
nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretagdo gratuitos para responder a qualquer questao que tenha
acerca do nosso plano de satide ou de medicacdo. Para obter um intérprete, contacte-nos através do
numero 1-800-353-3765 (TTY: 711). Ird encontrar alguém que fale o idioma Portugués para o ajudar.
Este servigo € gratuito.

French Creole: Nou genyen sévis entépréet gratis pou reponn tout kesyon ou ta genyen konsénan plan
medikal oswa dwog nou an. Pou jwenn yon entépret, jis rele nou nan 1-800-353-3765 (TTY: 711). Yon
moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ushug thumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby skorzysta¢ z pomocy thumacza
znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-353-3765 (TTY: 711). Ta ustuga jest
bezptatna.

Japanese: it DT (R IRER & By AL THT7 7 BT 5 ZHEICBEZ T A 20 12, MR
DEFRF—E AN D) T &+, WRE @I 51212, 1-800-353-3765 (TTY: 711) 12
BHEMA S w, HAREZGET A K PRV L ET, 2R EROY— EXTY,

Albanian: Ne ofrojmé shérbime interpretimi pa pagesé pér t'ju pérgjigjur cdo lloj pyetjeje q€ mund t€ keni
rreth planit toné t€ shéndetit ose t€ mjekimit. Pér t'u lidhur me nj€ interpret, telefononi né€ 1-800-353-3765
(TTY: 711). Njé shqip folés mund t'ju ndihmojé. Ky shérbim &shté pa pagesé.

Bengali: SIs0qs 1% 1 @349iq Rawe #fiesmi 71F SiomE (7 (FIC! 20 SOd (WeF &) SIIHe Rsieery (arera
ARCIN IR GG (AT (A0S, SN (39T 1-800-353-3765 (TTY: 711) T I S| A1 @IS A G341 (S
SHARICS MR FACO AR ARG R

Greek: AwBétovpe vampecio dmPedv SEpUNVEING TPOKELEVOD VO ATTOVTOVE GE OTOLEGONTTOTE ATOPiEg
GOG OYETIKA LLE TO TPOYPApO VYELNS 1] PapudKOV oL Tpoceépovpe. [Ipokepévon va ypnoiportomaoete
Vv vnpecia dtepunveiog, emkovmvnote poll pog kadovtag to 1-800-353-3765 (TTY: 711). Oa AdPete
BonBeta amd éva dTopo mov PG EAANVIKA. ATy €lvol o VINPEGIN TOV TPEYETAL SWPEAV.

Yiddish: 190 1287 9357 DIVP T°R DR DYARID YOYN 0 TIVHLIY ¥ OYDMIYD WWHYNIRT YOO TN 1ART 1N
ORM WK (TTY:711) 1-800-353-3765 7R 131X 0D ,WWHYAIRT K (URIPR2 1X .IXDD AT WIR UIYA WINR
.DMY0 YUOUTAIR IR TR ORT 199V TOX (YR IRIDW/AITR 0TV

S paie Ce by o e S Gl Kl o oS Sl e e b SO S b sa s )l :Urdu
S8 s g 550 S & Ly 1-800-353-3765 (TTY: 711) 0mt i ¢ b S 58 Jiala g e - 2550 ilara
-d@hmﬁ\ﬁ-dmﬁd.\aégw_ﬂ jad i
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Pre-Enrollment Checklist

Before making an enrollment decision, it is important that
you fully understand our benefits and rules. If you have any
questions, you can call and speak to a customer service
representative at 1-800-353-3765.

Understanding the Benefits

The Evidence of Coverage (EOC) provides a complete

list of all coverage and services. It is important to review
plan coverage, costs, and benefits before you enroll. Visit
www.elderplan.org or call 1-800-353-3765 to view a copy
of the EOC.

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

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

Review the formulary to make sure your drugs are covered.
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Summary of Benefits — Elderplan Flex (HMO-POS) 2024

Understanding Important Rules

In addition to your monthly plan premium, you must continue
to pay your Medicare Part B premium. This premium is
normally taken out of your Social Security check each month.

Benefits, premiums and/or copayments/co-insurance may
change on January 1, 2025.

Our plan allows you to see providers outside of our network
(non-contracted providers). However, while we will pay

for certain covered services, the provider must agree to
treat you. Except in an emergency or urgent situation,
non-contracted providers may deny care.

Your medical and prescription coverage were reviewed
against your current insurance coverage. You will become
a member of Elderplan upon enrollment verification and no
longer have coverage with your current plan.







Melder

homefirst.

a member of MJHS Health System

For more information, call us toll-free

1-877-891-6447

8 a.m.—8 p.m., 7 days a week.

TTY/TDD users should call

711

Visit our website

Elderplan.org

Elderplan is an HMO plan with Medicare and Medicaid contracts. Enroliment
in Elderplan depends on contract renewal. Anyone entitled to Medicare Parts
A and B may apply. Enrolled members must continue to pay their Medicare
part B premium if not otherwise paid for under Medicaid.
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