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SECTION | - INTRODUCTION TO
SUMMARY OF BENEFITS

The benefit information provided is 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, call us
and ask for the “Evidence of Coverage.” You can also see the Evidence of Coverage on our website,
http://www.avmed.org.

You have choices about how to get your Medicare benefits

e One choice is to get your Medicare benefits through Original Medicare (fee-for-service Medicare).
Original Medicare is run directly by the Federal government.

e Another choice is to get your Medicare benefits by joining a Medicare health plan (such as AvMed
Medicare Access (HMO-POS) Broward County).

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what AvMed Medicare Access (HMO-POS)
Broward County covers and what you pay.

¢ |f you want to compare our plan with other Medicare health plans, ask the other plans for their
Summary of Benefits booklets. Or, use the Medicare Plan Finder on https://www.medicare.gov.

e |f you want to know more about the coverage and costs of Original Medicare, look in your current
"Medicare & You" handbook. View it online at https://www.medicare.gov 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.

Sections in this booklet

e Things to Know About AvMed Medicare Access (HMO-POS) Broward County.
e Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services.
e Covered Medical and Hospital Benefits.

e Prescription Drug Benefits.

This document is available in other formats such as Braille and large print.

This document may be available in a non-English language. For additional information, call us at 1-800-782-
8633 TTY: 711.

Things to Know About AvMed Medicare Access (HMO-POS) Broward County
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https://www.medicare.gov/

Hours of Operation & Contact Information

e From October 1 to March 31, we’re open 8 a.m. — 8 p.m., 7 days a week.

From April 1 to September 30, we’re open 8 a.m. — 8 p.m., Monday through Friday.

If you are a member of this plan, call us at 1-800-782-8633, TTY: 711.

If you are not a member of this plan, call us at 1-800-535-9355, TTY: 711.

Our website: http://www.avmed.org.

Who can join?

To join AvMed Medicare Access (HMO-POS) Broward County, you must be entitled to Medicare Part A, be
enrolled in Medicare Part B, and you must live in our service area. Our service area includes this state:
Florida.

Which doctors, hospitals, and pharmacies can | use?

AvMed Medicare Access (HMO-POS) Broward County has a network of doctors, hospitals, pharmacies, and
other providers. If you use the providers that are not in our network, the plan may not pay for these
services.

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 (http://www.avmed.org).

Or, call us and we will send you a copy of the provider and pharmacy directories.

What do we cover?

Like all Medicare health plans, we cover everything that Original Medicare covers —and more. Some of the
extra benefits are outlined in this booklet.

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

e You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our
website, http://www.avmed.org.

e Or, call us and we will send you a copy of the formulary.

How will | determine my drug costs?

Our plan groups each medication into one of six "tiers." You will need to use your formulary to locate what
tier your drug is on to determine how much it will cost you. The amount you pay depends on the drug's tier
and what stage of the benefit you have reached. Later in this document we discuss the benefit stages that
occur: Initial Coverage, Coverage Gap and Catastrophic Coverage.

If you have any questions about this plan's benefits or costs, please contact AvMed
Medicare


http://www.avmed.org/
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SECTION Il - SUMMARY OF BENEFITS

AvMed Medicare Access (HMO-POS) Broward County

MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY FOR COVERED

SERVICES

Monthly Plan You do not pay a separate monthly plan premium for AvMed Medicare Access (HMO-
Premium POS) Broward County. You must continue to pay your Medicare Part B premium.
Deductible Medical Deductible: No Deductible

Prescription Drug Deductible: No Deductible

Maximum Out-of- | Your yearly limit(s) in this plan:
Pocket
Responsibility

e 53,400 for services you receive from in-network providers.

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 your monthly premiums and cost-sharing for
your Part D prescription drugs.




COVERED MEDICAL AND HOSPITAL BENEFITS

Days 1-5: SO Copay per day for each admission.
Days 6-20: $40 Copay per day.

Days 21-90: SO Copay per day.

Inpatient Hospital Out-of-Network:

Not Covered.

You are covered for an unlimited number of medically necessary inpatient hospital
days.

In-Network:
Outpatient hospital: $225 Copay.

Outpatient Hospital Outpatient surgery: $225 Copay.
Out-of-Network:

Not Covered.

In-Network:

Ambulatory Surgical Ambulatory Surgical Center: $75 Copay.

Center Out-of-Network:

Ambulatory Surgical Center: Not Covered.

In-Network:
Primary care physician visit: SO Copay.
Specialist visit: $15 Copay.

Doctor's Office Visits
Out-of-Network:

Primary care physician visit: SO Copay.

Specialist visit: $15 Copay.




Preventive Care
(e.g., flu vaccine,
diabetic screenings)

In-Network:

S0 Copay for all preventive services covered under Original Medicare at zero cost
sharing.

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

Out-of-Network:

Not Covered.

Emergency Care

In-Network and Out-of-Network:

$120 Copay per visit.

If you are admitted to the hospital within 24 hours, you do not have to pay your
share of the cost for emergency care.

Worldwide Emergency Coverage: $120 Copay.

Urgently Needed
Services

In-Network:

$20 Copay per visit.
Out-of-Network:

S50 Copay per visit.
Worldwide Urgent Coverage: S50 Copay.

Diagnostic Services /
Labs/ Imaging Test

In-Network:

Diagnostic tests and procedures: $5 - $25 Copay.

Lab services: SO Copay.

Diagnostic radiology services (such as MRI, CAT Scan): $50 - $100 Copay.
X-rays: S5 - $25 Copay.

Therapeutic radiology services (such as radiation treatment for cancer): 20%
Coinsurance.

Out-of-Network:

Not Covered.




Hearing Services

In-Network:

Exam to diagnose and treat hearing: S5 Copay.

Hearing aid (up to 2 hearing aids every two years): SO Copay.
Hearing aid allowance: $1,000 every two years.

Out-of-Network:

Not Covered.

Dental Services

In-Network:
Preventive dental services:

e Oral exam (up to 2 visit(s) every year): SO - $S40 Copay.

Cleaning (up to 2 visit(s) every year): S0 Copay.

Fluoride treatment (up to 2 visit(s) every year): SO Copay.

Dental X-rays (up to 2 visit(s) every year): SO - $35 Copay.

Other Diagnostic Services: SO - $8 Copay.
Comprehensive dental services:

e Restorative Services (up to 2 visit(s) every year): $22 - $530 Copay.

Endodontics (up to 1 visit(s) every year): $22 - $535 Copay.

Periodontics (up to 4 visit(s) every year): SO - $435 Copay.

Prosthodontics (up to 1 visit(s) every year): SO - $700 Copay.

Oral/Maxillofacial Surgery and Extractions (up to 3 visit(s) every year): SO -
$175 Copay

Medicare-covered services: $15-5225 Copay
Please see Delta Dental information in the Evidence of Coverage for additional
details. Must use Delta Dental network providers for services to be covered.




Vision Services

In-Network:

Exam to diagnose and treat diseases and conditions of the eye (including yearly
glaucoma screening): SO Copay.

Routine eye exam (up to 1 visit(s) every year): SO Copay.
Eyeglasses or contact lenses after cataract surgery: SO Copay.
Contact lenses: SO Copay.

Eyeglasses (frames and lenses): SO Copay.

Our plan pays up to $350 every year for eyewear.

Out-of-Network:

Not Covered.

Mental Health Care

In-Network:

Outpatient group therapy visit: $15 Copay.
Individual therapy visit: $15 Copay.

Inpatient Mental Health Care: $150 Copay

Days 1-9: $150 Copay per day for each admission.
Days 10-90: SO Copay per day.

Out-of-Network:

Not Covered.

Skilled Nursing
Facility (SNF)

In-Network:

Days 1-20: SO Copay per day.
Days 21-100: $135 Copay per day.
Out-of-Network:

Not Covered.

Outpatient
Rehabilitation

In-Network:

Occupational therapy visit: $15 Copay.

Physical therapy and speech and language therapy visit: $20 Copay.
Out-of-Network:

Not Covered.




Ambulance

In-Network:
Ground Ambulance: $165 Copay.

Air Ambulance: 20% Coinsurance.

Transportation

In-Network:
S0 Copay.
12 One-way trips every year to Plan-approved Location

Out-of-Network:

Not Covered.

Medicare Part B
Drugs

In-Network:

For Part B drugs such as chemotherapy drugs: 20% Coinsurance.
IRA/Rebatable Drugs: 0% - 20% Coinsurance.

Other Part B drugs: 20% Coinsurance.

Insulin: $35 Copay.

Out-of-Network:

Not Covered.

Foot Care (podiatry
services), including
foot exams and
treatment

Routine foot care

In-Network:

S5 Copay per visit.
S5 Copay for routine foot care, one visit every 60 days.

Out-of-Network:

Not covered.




Medical
Equipment/Supplies
e Durable

Medical
Equipment
(e.g.,
wheelchairs,
oxygen)

e Prosthetics
(e.g., braces,
artificial limbs)

e Diabetes
supplies

In-Network:

20% Coinsurance for durable medical equipment.
S0 Copay for prosthetics.

0% Coinsurance for diabetic supplies.

20% Coinsurance for diabetic shoes/ inserts.

Out-of-Network:

Not Covered.

Telemedicine/Virtual
Visits

In-Network:
S0 Copay for each virtual visit.
Please see the Evidence of Coverage for additional details.

Out-of-Network:

Not Covered.

Over-the-Counter
(OTC) Items

In-Network:
S50 quarterly allowance toward the purchase of select OTC items.
Visit our plan website to see our list of covered OTC items.

Out-of-Network:

Not Covered

Wellness Programs
o Fitness

e Health
education

¢ Nursing Hotline

e SilverSneakers®

In-Network:

S0 Copay.

For more information on Wellness Programs, please call us or access our Evidence

of Coverage online.

Out-of-Network:

Not Covered.




In-Network:
S0 Copay.
Meal Benefit Benefit provides for 20 meals up to 10 days post-hospitalization.

Out-of-Network:

Not Covered.

. . In-Network:
Chiropractic Care

Manual manipulation $5 Copay per visit.

of the spine to Out-of-Network:

correct subluxation Not Covered.

PRESCRIPTION DRUG BENEFITS

Deductible Prescription Drug Deductible: No Deductible

Initial Coverage You pay the following until your total yearly drug costs reach $2,000. Total yearly
drug costs are the drug costs paid by both you and our Part D plan.

Standard Retail Cost-Sharing

Tier 30-day supply 100-day supply
Tier 1
(Preferred S0 Copay S0 Copay
Generic)
Tier 2
(Generic)
Tier 3
(Preferred $47 Copay $117.50 Copay
Brand)

Tier 4 (Non-
Preferred $100 Copay $250 Copay
Drug)
Tier 5
(Specialty 33% coinsurance Not Applicable
Tier)

Tier 6 (Select
Care Drugs)

$15 Copay $37.50 Copay

S0 Copay S0 Copay




Preferred Retail Cost-Sharing

Tier

30-day supply

100-day supply

Tier 1
(Preferred
Generic)

SO Copay

SO Copay

Tier 2
(Generic)

SO Copay

SO Copay

Tier 3
(Preferred
Brand)

$30 Copay

$75 Copay

Tier 4 (Non-
Preferred
Drug)

$75 Copay

$187.50 Copay

Tier 5
(Specialty
Tier)

33% coinsurance

Not Applicable

Tier 6 (Select
Care Drugs)

S0 Copay

S0 Copay

Standard Mail Order

Tier

30-day supply

100-day supply

Tier 1
(Preferred
Generic)

S0 Copay

SO Copay

Tier 2
(Generic)

S0 Copay

SO Copay

Tier 3
(Preferred
Brand)

$30 Copay

$75 Copay

Tier 4 (Non-
Preferred
Drug)

$75 Copay

$187.50 Copay

Tier 5
(Specialty
Tier)

Not Applicable

Not Applicable

Tier 6 (Select
Care Drugs)

SO Copay

SO Copay




Your cost-sharing may be different if you use a Long Term Care pharmacy, or an
out-of-network pharmacy, or if you purchase a long-term supply (up to 100 days) of
a drug.

Please call us or see the plan’s “Evidence of Coverage” on our website

(http://www.avmed.org) for complete information about your costs for covered
drugs.

Catastrophic Amount | After your yearly out-of-pocket drug costs reach $2,000, you pay nothing for part D
drugs.
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DISCLAIMERS

This document is available in other alternate formats.

ATTENTION: If you speak Spanish, language assistance services, free of charge, are available to you. Call 1-800-
782-8633 TTY: 711.

ATENCION: Si habla espafiol, hay servicios de traduccidn, libre de cargos, disponibles para usted. Llame al 1-
800-535-9355 TTY: 711.

AvMed Medicare Access Broward County is a HMOPOS plan with a Medicare contract. Enrollment in AvMed
Medicare Access Broward County depends on contract renewal.

This information is not a complete description of benefits. Contact the plan for more information. Limitations,
copayments, and restrictions may apply. Benefits, premiums and/or copayments/coinsurance may change on
January 1 of each year.

You must continue to pay your Medicare Part B premium.

The formulary, pharmacy network, and/or provider network may change at any time. You will receive notice
when necessary.

Out-of-network/non-contracted providers are under no obligation to treat AvMed Medicare members, except
in emergency situations. For a decision about whether we will cover an out-of-network service, we encourage
you or your provider to ask us for a pre-service organization determination before you receive the service.
Please call our Member Engagement number or see your “Evidence of Coverage” for more information,
including the cost-sharing that applies to out-of-network services.

Cost-Sharing may change depending on the pharmacy you choose. Amounts shown reflect the benefit up until
the Initial Coverage Limit. For full information on pharmacy specific cost-sharing (including Long Term Care
and home infusion) and the phases of the Part D benefit, please call us or access our Evidence of Coverage
online at www.avmed.org

Important note: If you are a dual-eligible beneficiary enrolled in both Medicare and Medicaid or are a
Qualified Medicare Beneficiary, you may not have to pay the medical costs displayed in this booklet, and your
prescription drug costs may also be reduced. Always show your Medicaid ID card in addition to your AvMed ID
card to make your provider aware that you may have additional coverage.

Health coverage is offered by AvMed, Inc.

11
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THANK YOU

Connect with us

Contact Information : 1-800-782-8633, TTY: 711
Organization Name: AvMed, Inc.

Organization website: www.avmed.org
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Multi-Language Insert
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 1-800-882-
8633. Someone who speaks English/Language 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 1-800-882-8633. Alguien que
hable espafiol le podrd ayudar. Este es un servicio gratuito.

Chinese Mandarin: {24t ZZMNEFRSS, FWERZIXTRESBSYWHERR AT ER O,
MRIEEEHEFERS, 1BEE 1-800-882-8633., FHIMWF X ITEARIERESEBIER, XE
—IMREHRS.

Chinese Cantonese M@ RSEYRB TR M, SLERMEERBOE R

. MEEERT, §5IEE, 1-800-882-8633. #MBP XM AB B EEATIZHED. E L
—ERBEEB.

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-
800-882-8633. 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-
meédicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-882-8633. Un interlocuteur parlant Francgais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung téi cé dich vu théng dich mién phi dé tra ISi cac cau hoi vé
chudng slc khde va chudng trinh thudc men. Néu qui vi can théng dich vién xin
goi 1-800-882-8633 sé& c6 nhan vién noi tiéng Viét gilp d3 qui vi. Pay la dich vu
mien phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie

unter 1-800-882-8633. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25)



Form Approved
OMB# 0938-1421

Korean: ©Al= 2l&2 29 EE= | =0l gl E2| X FE &9 MH[AE
Mzstl AESHCH &4 MU AE 0| 2st2{H M & 1-800-882-8633 He =2 F2| 5
FHUAL. =0 E St= HEXIZE =2 =28 Zd Ut o] ME|A= BE2 2JE U},

Russian: Ecnu y Bac BO3HUKHYT BOMNPOCbl OTHOCUTENbHO CTPaxoBOro mnn
MeaAuKaMeHTHOro rnnaHa, Bbl MOXeTe BOCMO/b30BaTbhCA HawWuMMmM 6ecnnaTtHbIMMU
ycnyramum nepeBoAvYuMkoB. HTo6bl BOCNONb30BaTLCA YC/YraMu nepeeBoadvmka,
nossoHunTe Ham no tenedoHy 1-800-882-8633. BamM oKa>XeT NOMOLLb COTPYAHUK,
KOTOpbI FOBOPUT NO-pycckn. [laHHas ycnyra 6ecniartHas.

Al A sa¥) Jsaa o daally Blami Al 5T e el dnladl (55 sl an iall lead ol L) ; Arabic

Sy le il s g 1-800-882-8633 Ao by Jbai¥l s o e Gl (5088 pa jie Ao J seaall
_:\'.3..:\;.« daad 038 _@liacliway :\:u_):d\

Hindi: AR WA I1 &dl &1 o1 & IR H 31U foeal +ff Uy & SIad ¢4 & e g9 Ui gud
FUITRTT JaTl Iuas §. U gUTIITT UTed S+ & fo1d, &9 §H 1-800-882-8633 UR HhIH &Y. Hig
Hfaa ot 3= Siarar & Ut Heg ®R T&hdl 8. I8 Udh o IdT 8.

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 1-800-882-8633. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagdo gratuitos para responder a
qualquer questdo que tenha acerca do nosso plano de salide ou de medicacao.
Para obter um intérprete, contacte-nos através do nimero 1-800-882-8633. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépreét, jis
rele nou nan 1-800-882-8633. Yon moun ki pale Kreyodl kapab ede w. Sa a se
yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekdw. Aby skorzysta¢ z pomocy ttumacza znajqcego jezyk polski, nalezy
zadzwoni¢ pod numer 1-800-882-8633. Ta ustuga jest bezptatna.

Japanese: Lt N@RE REMREEELNFET > (CHT 2 ERICSEAT 5129

2. EPOBRV—EZRAHY FT T330VWET, BIRE HASICH DT,

1-800-882-8633 ICHBEEK & W, HERBLEZSE T A B ALPIZFEWVWZLET, Zhid@monty
—EXRTY,
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