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1 SECTION I - 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, 
ibxmedicare.com. 

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. 

• Another choice is to get your Medicare benefits by joining a Medicare Advantage health plan (such as 
Keystone 65 Essential Rx HMO-POS, Keystone 65 Focus Rx HMO-POS, and Keystone 65 Liberty Medical 
Only HMO). 

Tips for comparing your Medicare choices 

This Summary of Benefits booklet gives you a summary of what Keystone 65 Essential Rx HMO-POS, 
Keystone 65 Focus Rx HMO-POS and Keystone 65 Liberty Medical Only HMO covers and what you pay. 

• If 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 medicare.gov. 

• If you want to know more about the coverage and costs of Original Medicare, look in your current 
"Medicare & You" handbook. View it online at 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. 

http://www.ibxmedicare.com/
https://www.medicare.gov/
https://www.medicare.gov/
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Sections in this booklet 

• Things to Know About Keystone 65 Essential Rx HMO-POS, Keystone 65 Focus Rx HMO-POS and 

Keystone 65 Liberty Medical Only HMO 

• Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services. 

• Covered Medical and Hospital Benefits. 

• Prescription Drug Benefits (Part D). 

• Other Medical Benefits. 

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

To receive this document in an alternate format such as Braille, large print, or audio, please call                     
1-877-393-6733 (TTY/TDD: 711) (non-members) (by calling this number you will be directed to a licensed 
sales agent) or 1-800-645-3965 (TTY/TDD: 711) (members). 

 

Things to Know About Keystone 65 Essential Rx HMO-POS, Keystone 65 Focus Rx HMO-
POS and Keystone 65 Liberty Medical Only HMO 

Hours of Operation & Contact Information 

• If you are a member of this plan, call our Member Help Team at 1-800-645-3965 (TTY/TDD: 711), 
seven days a week, 8 a.m. to 8 p.m. 

• If you are not a member of this plan, call 1-877-393-6733 (TTY/TDD: 711), seven days a week, 8 a.m. 
to 8 p.m. By calling this number you will be directed to a licensed sales agent. 

• Please note that on weekends and holidays from April 1 through September 30, your call may be sent 

to voicemail. 

• Our website: ibxmedicare.com. 

Who can join? 

To join Keystone 65 Essential Rx HMO-POS, Keystone 65 Focus Rx HMO-POS and Keystone 65 Liberty 
Medical Only HMO, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and you must 
live in our service area. 
The service area for Keystone 65 Essential Rx HMO-POS, Keystone 65 Focus Rx HMO-POS and Keystone 65 
Liberty Medical Only HMO includes the following counties in Pennsylvania: Philadelphia, Bucks, Chester, 
Delaware, and Montgomery. 

http://www.ibxmedicare.com/
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Which doctors, hospitals, and pharmacies can I use? 

Keystone 65 Essential Rx HMO-POS, Keystone 65 Focus Rx HMO-POS and Keystone 65 Liberty Medical Only 
HMO have a network of doctors, hospitals, pharmacies, and other providers. If you use providers that are 
not in network, the plan may not pay for the services. The only exceptions are emergencies, urgently 
needed services (that is, in situations when it is unreasonable or not possible to obtain services in network), 
out-of-area dialysis services, and cases in which the plan authorizes use of out-of-network providers. 

Keystone 65 Essential Rx HMO-POS has a POS option for non-Medicare-covered dental services. This 
means there are some dental services where you can use dental providers outside the plan’s network for 
a higher cost-share. 

Keystone 65 Focus Rx HMO-POS will cover services from either in-network or out-of-network providers if 
the services are covered benefits and are medically necessary. If you use an out-of- network provider, 
your share of the costs for your covered services may be higher. 

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs. 

You can see our plan's Provider/Pharmacy Directory on our website at ibxmedicare.com. 

Or, call us and we will send you a copy of the Provider/Pharmacy Directory. 

What do we cover? 

We cover everything that Original Medicare covers – and more. Some of the extra benefits are outlined in this 

booklet. 

Keystone 65 Essential Rx HMO-POS, and Keystone 65 Focus Rx HMO-POS cover Part D prescription drugs. In 

addition, the plans cover Part B drugs including chemotherapy and some drugs administered by your provider. 

• You can see the complete plan Formulary (List of Covered Drugs) and any restrictions on our website at 

ibxmedicare.com. 

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

  

How will I determine my drug costs? 

Our plan groups each medication into one of five "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: Deductible, Initial Coverage, and Catastrophic Coverage. 

If you have any questions about the plan's benefits or costs, please contact Independence 
Blue Cross. 

http://www.ibxmedicare.com/
http://www.ibxmedicare.com/
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2 SECTION II - SUMMARY OF BENEFITS 

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

SERVICES 

 

Keystone 65 

Essential Rx HMO-

POS 

Keystone 65 Focus 

Rx HMO-POS 

Keystone 65 Liberty 

Medical-Only HMO 

Monthly Plan Premium 

$45 per month. Philadelphia, Bucks: $0 

per month. 

Chester, Delaware, 

Montgomery: $15 per 

month. 

$0 per month. 

Part B Premium 

Giveback* 

This plan does not 

include a Part B 

Premium Giveback. 

This plan does not 

include a Part B 

Premium Giveback. 

This plan will reduce 

your monthly Part B 

premium by $120.00 

Deductible 

Medical Deductible: Not 

Applicable. 

Prescription Drug 

Deductible: $700 for 

Tiers 3, 4 and 5. 

Medical Deductible: Not 

Applicable. 

Prescription Drug 

Deductible: $700 for 

Tiers 3, 4 and 5. 

Medical Deductible: Not 

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

SERVICES 

 

Keystone 65 

Essential Rx HMO-

POS 

Keystone 65 Focus 

Rx HMO-POS 

Keystone 65 Liberty 

Medical-Only HMO 

Maximum Out-of-

Pocket (MOOP) Amount 

(the amounts you pay 

for your premium, Part 

D prescription drugs, 

and some medical 

services do not count 

toward the annual 

MOOP amount) 

Your yearly limit in this 

plan: 

• $9,000 for services 

you receive from 

in-network 

providers. 

Our plan has a yearly 

coverage limit for 

certain in-network 

benefits. Contact us for 

the services that apply. 

The Point-of-Service 

annual maximum for 

out-of-network non-

Medicare-covered 

dental services is $1,500. 

Out-of-network cost-

sharing does NOT apply 

toward the annual 

MOOP amount. 

Your yearly limit in this 

plan: 

• $7,150 for services 

you receive from 

in-network 

providers. 

Our plan has a yearly 

coverage limit for 

certain in-network 

benefits. Contact us for 

the services that apply. 

The Point-of-Service 

annual maximum for 

out-of-network benefits 

is $2,000. 

Out-of-network cost-

sharing does NOT apply 

toward the annual 

MOOP amount. 

Your yearly limit in this 

plan: 

• $7,150 for services 

you receive from 

in-network 

providers. 

Our plan has a yearly 

coverage limit for 

certain in-network 

benefits. Contact us for 

the services that apply. 

*The Giveback is set up by Medicare and administered through the Social Security Administration (SSA). The 

Giveback incentive only participates with Social Security and is credited monthly on your Social Security check 

or Medicare Part B premium statement. There are no direct payments made to beneficiaries by Independence 

Blue Cross. Beneficiaries who pay their own Part B premium are eligible for the Giveback. Meaning, 

beneficiaries cannot receive Medicaid or any other assistance from a health program that could potentially 

pay their Part B premium. 
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3 SECTION III - SUMMARY OF BENEFITS 

COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Inpatient Hospital 

Coverage (1) 

$330 copay per day for 

days 1-4 per admission. 

$0 copay per day for 

days 5 and beyond per 

admission. 

$0 copay on day of 

discharge. 

$1,320 maximum copay 

per admission. 

The plan covers an 

unlimited number of 

days for an inpatient 

hospital stay. 

In-Network: 

$340 copay per day for 

days 1-7 per admission. 

$0 copay per day for 

days 8 and beyond per 

admission. 

$0 copay on day of 

discharge. 

$2,380 maximum copay 

per admission. 

The plan covers an 

unlimited number of 

days for an inpatient 

hospital stay. 

Out-of-Network: 

20% of the total cost 

per stay. 

$390 copay per day for 

days 1-6 per admission. 

$0 copay per day for 

days 7 and beyond per 

admission. 

$0 copay on day of 

discharge. 

$2,340 maximum copay 

per admission. 

The plan covers an 

unlimited number of 

days for an inpatient 

hospital stay. 

Outpatient Hospital 

Coverage (1) 

Outpatient hospital 

observation: $330 copay 

per stay. 

Outpatient hospital 

services: $375 copay. 

In-Network: 

Outpatient hospital 

observation: $340 

copay per stay. 

Outpatient hospital 

services: $370 copay. 
 

. 

 

 

Outpatient hospital 

observation: 20% of the 

total cost. 

Outpatient hospital 

services: 20% of the 

total cost. 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Outpatient Hospital 

Coverage (1) 

(continued) 

 

 
Out-of-Network: 

20% of the total cost. 

 

Ambulatory Surgical 

Center (ASC) Services 

(1) 

$275 copay. In-Network: 

$235 copay. 

Out-of-Network: 

20% of the total cost. 

20% of the total cost. 

Doctor Visits 

(Primary Care Providers 

and Specialists) 

Primary care physician: 

$0 copay per visit. 

Specialist: $30 copay 

per visit. 

In-Network: 

Primary care physician: 

$0 copay per visit. 

Specialist: $30 copay 

per visit. 

Out-of-Network: 

20% of the total cost. 

Primary care physician: 

$0 copay per visit. 

Specialist: $55 copay 

per visit. 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Preventive Care (1) 

$0 copay for all 

preventive services 

covered under Original 

Medicare at zero cost 

sharing. 

Please refer to the 

Evidence of Coverage 

for a complete listing of 

services. If you receive a 

separate additional non-

preventive evaluation 

and/or service, a copay 

will apply. The copay 

amount depends on the 

provider type or place of 

service. 

In-Network: 

$0 copay for all 

preventive services 

covered under Original 

Medicare at zero cost 

sharing. 

Please refer to the 

Evidence of Coverage 

for a complete listing of 

services. If you receive a 

separate additional non-

preventive evaluation 

and/or service, a copay 

will apply. The copay 

amount depends on the 

provider type or place 

of service. 

 Out-of-Network: 

20% of the total cost. 

 

$0 copay for all 

preventive services 

covered under Original 

Medicare at zero cost 

sharing. 

Please refer to the 

Evidence of Coverage 

for a complete listing of 

services. If you receive a 

separate additional non-

preventive evaluation 

and/or service, a copay 

will apply. The copay 

amount depends on the 

provider type or place of 

service. 

Emergency Care 

Worldwide copay 

outside of the United 

States does not count 

toward the annual 

MOOP amount 

In-Network and Out-of-

Network: 

Emergency care: $115 

copay per visit. 

Worldwide emergency 

coverage: $115 copay 

per visit. 

Not waived if admitted. 

In-Network and Out-of-

Network: 

Emergency care: $130 

copay per visit. 

Worldwide emergency 

coverage: $130 copay 

per visit. 

Not waived if admitted. 

Emergency care: $130 

copay per visit. 

Worldwide emergency 

coverage: $130 copay 

per visit. 

Not waived if admitted. 

Urgently Needed 

Services 

 

In-Network and Out-of-

Network: 

Retail clinic: $15 copay 

per visit. 

In-Network and Out-of-

Network: 

Retail clinic: $10 copay 

per visit. 

Retail clinic: $15 copay 

per visit. 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Urgently Needed 

Services (continued) 

Worldwide copay 

outside of the United 

States does not count 

toward the annual 

MOOP amount 

Urgent care center: $40 

copay per visit. 

Worldwide urgent 

coverage: $115 copay 

per visit. 

Not waived if admitted. 

Urgent care center: $50 

copay per visit. 

Worldwide urgent 

coverage: $130 copay 

per visit. 

Not waived if admitted. 

Urgent care center: $50  

copay per visit. 

Worldwide urgent 

coverage: $130 copay 

per visit. 

Not waived if admitted. 

Diagnostic Services, 

Labs, and Imaging (1) 

Diagnostic tests and 

procedures: $0 copay. 

Lab services: $0 copay. 

Diagnostic radiology 

services (such as MRI, 

CAT Scan): $0 copay - 

$275 copay. 

X-rays: $30 copay. 

Therapeutic radiology 

services (such as 

radiation therapy): $85 

copay per visit. 

Radiation for breast 

cancer: $0 copay for 

members with a 

diagnosis of breast 

cancer. 

In-Network: 

Diagnostic tests and 

procedures: $0 copay. 

Lab services: $0 copay. 

Diagnostic radiology 

services (such as MRI, 

CAT Scan): $0 copay - 

$270 copay. 

X-rays: $40 copay. 

Therapeutic radiology 

services (such as 

radiation therapy): $85 

copay per visit. 

Radiation for breast 

cancer: $0 copay for 

members with a 

diagnosis of breast 

cancer. 

Out-of-Network: 

20% of the total cost. 

 

Diagnostic tests and 

procedures: $0 copay. 

Lab services: $0 copay. 

Diagnostic radiology 

services (such as MRI, 

CAT Scan): $0 copay - 

$375 copay. 

X-rays: $50 copay. 

Therapeutic radiology 

services (such as 

radiation therapy): $85 

copay per visit. 

Radiation for breast 

cancer: $0 copay for 

members with a 

diagnosis of breast 

cancer. 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Hearing Services 

Medicare-covered 

Hearing Exams 

$30 copay. 

Routine Hearing Exams 

(up to 1 visit every 

year) 

$0 copay. 

Routine Hearing Aids 

Advanced digital hearing 

aid: $399 copay per aid. 

Premium digital hearing 

aid: $699 copay per aid. 

Advanced and premium 

include a rechargeable 

hearing aid option. 

Unlimited hearing aid 

fittings and evaluations 

for the first year; up to 

two hearing aids every 

year, one hearing aid 

per ear. 

Routine hearing services 

and aids are covered 

when provided by a 

TruHearing® provider. 

Routine hearing services 

do not count toward the 

annual MOOP amount.  

Medicare-covered 

Hearing Exams 

In-Network: 

$30 copay. 

Out-of-Network: 

20% of the total cost. 

Routine Hearing Exams 

(up to 1 visit every 

year) 

In-Network: 

$0 copay. 

Out-of-Network: 

Not covered. 

Routine Hearing Aids 

In-Network: 

Advanced digital 

hearing aid: $699 copay 

per aid.  

Premium digital hearing 

aid: $999 copay per aid. 

Advanced and premium 

include a rechargeable 

hearing aid option. 

Unlimited hearing aid 

fittings and evaluations 

for the first year; up to 

two hearing aids every 

year, one hearing aid 

per ear. 

Medicare-covered 

Hearing Exams 

$55 copay. 

Routine Hearing Exams 

(up to 1 visit every 

year) 

$0 copay. 

Routine Hearing Aids 

Advanced digital hearing 

aid: $699 copay per aid. 

Premium digital hearing 

aid: $999 copay per aid. 

Advanced and premium 

include a rechargeable 

hearing aid option. 

Unlimited hearing aid 

fittings and evaluations 

for the first year; up to 

two hearing aids every 

year, one hearing aid 

per ear. 

Routine hearing services 

and aids are covered 

when provided by a 

TruHearing® provider. 

Routine hearing services 

do not count toward the 

annual MOOP amount. 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Hearing Services 

(continued) 

Out-of-Network: 

Not covered. 

Routine hearing services 

and aids are covered 

when provided by a 

TruHearing® provider. 

Routine hearing services 

do not count toward the 

annual MOOP amount. 

. 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Dental Services 

Medicare-covered 

Dental Services  

In-Network: 

$30 copay. 

Out-of-Network: 

50% of the total cost. 

Routine Dental Care 

In-Network: 

$0 copay for one 

routine exam and 

cleaning every six 

months, two limited 

problem focused exams 

every 12 months, one 

comprehensive oral 

evaluation every 36 

months, one detailed 

and extensive problem 

focused exam every 12 

months, one 

comprehensive 

periodontal evaluation 

every 36 months, two 

dental consultations 

every 12 months, and 

one fluoride treatment 

every 12 months. 

Medicare-covered 

Dental Services 

 In-Network: 

$30 copay. 

Out-of-Network: 

20% of the total cost. 

Routine Dental Care 

In-Network: 

$0 copay for one 

routine exam and 

cleaning every six 

months, two limited 

problem focused exams 

every 12 months, one 

comprehensive oral 

evaluation every 36 

months, one detailed 

and extensive problem 

focused exam every 12 

months, one 

comprehensive 

periodontal evaluation 

every 36 months, two 

dental consultations 

every 12 months, and 

one fluoride treatment 

every 12 months. 

Medicare-covered 

Dental Services  

$55 copay. 

Routine Dental Care 

$0 copay for one 

routine exam and 

cleaning every six 

months, two limited 

problem focused exams 

every 12 months, one 

comprehensive oral 

evaluation every 36 

months, one detailed 

and extensive problem 

focused exam every 12 

months, one 

comprehensive 

periodontal evaluation 

every 36 months, two 

dental consultations 

every 12 months, and 

one fluoride treatment 

every 12 months. 

$0 copay for one set of 

dental bitewing X-rays 

every 12 months, one 

periapical X-ray every 36 

months, and one full-

mouth X-ray 

(panoramic) every 36 

months. 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Dental Services 

(continued) 

$0 copay for one set of 

dental bitewing X-rays 

every 12 months, one 

periapical X-ray every 36 

months, and one full-

mouth X-ray every 36 

months. 

20% coinsurance for 

restorative services, 

endodontics, 

periodontics, and 

extractions. 

40% coinsurance for 

prosthodontics, and 

other oral/maxillofacial 

surgery. 

In-Network and Out-of-

Network: 

$1,500 combined plan 

allowance every year for 

restorative dental 

services, endodontics, 

periodontics, 

extractions, 

prosthodontics, and 

other oral/maxillofacial 

surgery. 

Out-of-Network: 

50% coinsurance for 

routine dental exams, 

cleaning, and fluoride 

services. 

$0 copay for one set of 

dental bitewing X-rays 

every 12 months, one 

periapical X-ray every 

36 months, and one full-

mouth X-ray 

(panoramic) every 36 

months. 

Out-of-Network: 

Not covered. 

Comprehensive dental 

services are not 

covered. 

Member must use a 

participating IBX 

Medicare Dental 

Network provider for 

in-network coverage. 

Routine dental services 

do not count toward the 

annual MOOP amount. 

20% coinsurance for 

restorative services, 

endodontics, 

periodontics, and 

extractions. 

40% coinsurance for 

prosthodontics, and 

other oral/maxillofacial 

surgery. 

$2,000 in-network 

allowance every year for 

restorative dental 

services, endodontics, 

periodontics, 

extractions, 

prosthodontics, and 

other oral/maxillofacial 

surgery. 

Member must use a 

participating IBX 

Medicare Dental 

Network provider for 

in-network coverage. 

Routine dental services 

do not count toward the 

annual MOOP amount. 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Dental Services 

(continued) 

50% coinsurance for 

dental X-ray. 

50% coinsurance for 

restorative services, 

endodontics, 

periodontics, 

extractions, 

prosthodontics, and 

other oral/maxillofacial 

surgery. 

Member must use a 

participating IBX 

Medicare Dental 

Network provider for 

in-network coverage. 

Routine dental services 

do not count toward the 

annual MOOP amount. 

Vision Services 

Medicare-covered 

Vision Services 

Medicare-covered exam 

(diagnosis and 

treatment for diseases 

and conditions of the 

eye): $30 copay. 

Medicare-covered 

glaucoma screening: $0 

copay. 

Routine Vision Care 

$0 copay for one 

routine eye exam every 

year. 

Medicare-covered 

Vision Services 

In-Network: 

Medicare-covered exam 

(diagnosis and 

treatment for diseases 

and conditions of the 

eye): $30 copay. 

Medicare-covered 

glaucoma screening: $0 

copay. 

Out-of-Network: 

20% of the total cost. 

Medicare-covered 

Vision Services 

Medicare-covered exam 

(diagnosis and 

treatment for diseases 

and conditions of the 

eye): $55 copay. 

Medicare-covered 

glaucoma screening: $0 

copay. 

Routine Vision Care 

$0 copay for one 

routine eye exam every 

year. 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Vision Services 

(continued) 

One pair of contact 

lenses or one pair of 

eyeglass frames and 

lenses are covered 

every year. 

If eyewear is purchased 

from the Davis Vision 

Collection, the eyeglass 

frames and lenses are 

covered in full. 

$250 allowance every 

year for eyewear 

(frames and lenses) 

purchased from 

Visionworks®. 

$150 allowance every 

year for all other 

eyewear (frames and 

lenses) purchased at a 

network Davis Vision 

provider. 

$150 allowance every 

year for contact lenses 

in lieu of routine 

eyewear (frames and 

lenses). 

Eyewear coverage does 

not include lens options 

such as tints, 

progressives, transitions 

lenses, polish, and 

insurance. 

Routine Vision Care 

In-Network: 

$0 copay for one 

routine eye exam every 

year. 

One pair of contact 

lenses or one pair of 

eyeglass frames and 

lenses are covered 

every year. 

If eyewear is purchased 

from the Davis Vision 

Collection, the eyeglass 

frames and lenses are 

covered in full. 

$250 allowance every 

year for eyewear 

(frames and lenses) 

purchased from 

Visionworks®. 

$150 allowance every 

year for all other 

eyewear (frames and 

lenses) purchased at a 

network Davis Vision 

provider. 

$150 allowance every 

year for contact lenses 

in lieu of routine 

eyewear (frames and 

lenses). 

One pair of contact 

lenses or one pair of 

eyeglass frames and 

lenses are covered 

every year. 

If eyewear is purchased 

from the Davis Vision 

Collection, the eyeglass 

frames and lenses are 

covered in full. 

$250 allowance every 

year for eyewear 

(frames and lenses) 

purchased from 

Visionworks®. 

$150 allowance every 

year for all other 

eyewear (frames and 

lenses) purchased at a 

network Davis Vision 

provider. 

$150 allowance every 

year for contact lenses 

in lieu of routine 

eyewear (frames and 

lenses). 

Eyewear coverage does 

not include lens options 

such as tints, 

progressives, transitions 

lenses, polish, and 

insurance. 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Vision Services 

(continued) 

Member must use a 

participating Davis 

Vision network 

provider. 

Routine vision services 

do not count toward the 

annual MOOP amount. 

Eyewear coverage does 

not include lens options 

such as tints, 

progressives, transitions 

lenses, polish, and 

insurance. 

 Out-of-Network: 

Not covered. 

Member must use a 

participating Davis 

Vision network 

provider. 

Routine vision services 

do not count toward the 

annual MOOP amount. 

Member must use a 

participating Davis 

Vision network 

provider. 

Routine vision services 

do not count toward the 

annual MOOP amount. 

Mental Health Services 

(1) 

Outpatient mental 

health care: 

• Group therapy visit:

$20 copay.

• Individual therapy

visit: $30 copay.

Inpatient mental health 

care: 

• $330 copay per day

for days 1-4 per

admission.

• $0 copay per day for

days 5 and beyond

per admission.

• $0 copay on day of

discharge.

In-Network: 

Outpatient mental 

health care: 

• Group therapy visit:

$20 copay.

• Individual therapy

visit: $30 copay.

Inpatient mental health 

care: 

• $320 copay per day

for days 1-7 per

admission.

• $0 copay per day for

days 8 and beyond

per admission.

Outpatient mental 

health care: 

• Group therapy visit:

$20 copay.

• Individual therapy

visit: $30 copay.

Inpatient mental health 

care: 

• $390 copay per day

for days 1-6 per

admission.

• $0 copay per day for

days 7 and beyond

per admission.

• $0 copay on day of

discharge.
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Mental Health Services 

(1) (continued) 

 

• $1,320 maximum 

copay per admission. 

• 190-day lifetime 

maximum. 

Outpatient substance 

abuse services: 

• Group therapy visit: 

$20 copay. 

• Individual therapy 

visit: $30 copay. 

Partial hospitalization 

and intensive outpatient 

services: 

• $30 copay per day. 

• $0 copay on day of 

discharge. 

• $2,240 maximum 

copay per 

admission. 

• 190-day lifetime 

maximum. 

Outpatient substance 

abuse services: 

• Group therapy visit: 

$20 copay. 

• Individual therapy 

visit: $30 copay. 

Partial hospitalization 

and intensive outpatient 

services: 

• $30 copay per day. 

Out-of-Network: 

20% of the total cost. 

• $2,340 maximum 

copay per admission. 

• 190-day lifetime 

maximum. 

Outpatient substance 

abuse services: 

• Group therapy visit: 

$20 copay. 

• Individual therapy 

visit: $30 copay. 

Partial hospitalization 

and intensive outpatient 

services: 

• $30 copay per day. 

Skilled Nursing Facility 

(SNF) (1) 

Days 1-20: $0 copay per 

day. 

Days 21-100: $221 

copay per day. 

100 days per benefit 

period. 

In-Network: 

Days 1-20: $0 copay per 

day. 

Days 21-100: $221 

copay per day. 

100 days per benefit 

period. 

Out-of-Network: 

20% of the total cost 

per stay. 

Days 1-20: $0 copay per 

day. 

Days 21-100: $221 

copay per day. 

100 days per benefit 

period. 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Outpatient 

Rehabilitation Services 

(Physical therapy, 

occupational therapy, 

and speech therapy) 

$20 copay per visit. In-Network: 

$20 copay per visit. 

Out-of-Network: 

20% of the total cost. 

$50 copay per visit. 

Ambulance (1) 

(Ground and air 

transportation) 

$250 copay per one-way 

trip. 

Not waived if admitted. 

Non-emergency 

ambulance services 

require prior 

authorization. 

In-Network: 

$280 copay per one-way 

trip. 

Out-of-Network: 

20% of the total cost. 

Not waived if admitted. 

Non-emergency 

ambulance services 

require prior 

authorization. 

$280 copay per one-way 

trip. 

Not waived if admitted. 

Non-emergency 

ambulance services 

require prior 

authorization. 

Medicare Part B Drugs 

(1) 

(Step therapy required 

for certain Part B drugs) 

For Part B drugs, 

including chemotherapy 

drugs: 0% - 20% of the 

total cost. 

You pay no more than 

$35 for a 30-day supply 

of Part B insulin 

furnished through an 

item such as an insulin 

pump.  

In-Network: 

For Part B drugs, 

including chemotherapy 

drugs: 0% - 20% of the 

total cost. 

You pay no more than 

$35 for a 30-day supply 

of Part B insulin 

furnished through an 

item such as an insulin 

pump.  

Out-of-Network: 

20% of the total cost. 

For Part B drugs, 

including chemotherapy 

drugs: 0% - 20% of the 

total cost. 

You pay no more than 

$35 for a 30-day supply 

of Part B insulin 

furnished through an 

item such as an insulin 

pump.  
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4 SECTION IV - SUMMARY OF BENEFITS 

PRESCRIPTION DRUG BENEFITS (PART D) 

Deductible 

Keystone 65 Essential Rx HMO & Keystone 65 Focus Rx HMO: Prescription Drug Deductible: $700 for Tiers 3, 

4 and 5 

Initial Coverage 

You pay no more than $2,400 in out-of-pocket costs for covered drugs. The cap does not apply to drugs 

covered under Medicare Part B. 

Preferred Retail Cost-sharing 

 Keystone 65 Essential Rx HMO-POS Keystone 65 Focus Rx HMO-POS 

Tier One-month supply One-month supply 

1 (Preferred Generic) $0 copay $0 copay 

2 (Generic) $0 copay $0 copay 

3 (Preferred Brand) 24% coinsurance 20% coinsurance 

4 (Non-Preferred) 25% coinsurance 25% coinsurance 

5 (Specialty) 25% coinsurance 25% coinsurance 

Insulin (Tiers 3, 4, and 5) $35 copay $35 copay 

Tier Two-month supply Two-month supply 

1 (Preferred Generic) $0 copay $0 copay 

2 (Generic) $0 copay $0 copay 

3 (Preferred Brand) 24% coinsurance 20% coinsurance 

4 (Non-Preferred) 25% coinsurance 25% coinsurance 

5 (Specialty) Not Applicable Not Applicable 

Insulin (Tiers 3 and 4) $70 copay $70 copay 

Tier Three-month supply Three-month supply 

1 (Preferred Generic) $0 copay (100-day supply) $0 copay (100-day supply) 

2 (Generic) $0 copay $0 copay 

3 (Preferred Brand) 24% coinsurance 20% coinsurance 

4 (Non-Preferred) 25% coinsurance 25% coinsurance 

5 (Specialty) Not Applicable Not Applicable 

Insulin (Tiers 3 and 4) $105 copay $105 copay 
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PRESCRIPTION DRUG BENEFITS (PART D) 

Standard Retail Cost-sharing 

 Keystone 65 Essential Rx HMO-POS Keystone 65 Focus Rx HMO-POS 

Tier One-month supply One-month supply 

1 (Preferred Generic) $9 copay $9 copay 

2 (Generic) $20 copay $20 copay 

3 (Preferred Brand) 24% coinsurance 20% coinsurance 

4 (Non-Preferred) 25% coinsurance 25% coinsurance 

5 (Specialty) 25% coinsurance 25% coinsurance 

Insulin (Tiers 3, 4, and 5) $35 copay $35 copay 

Tier Two-month supply Two-month supply 

1 (Preferred Generic) $18 copay $18 copay 

2 (Generic) $40 copay $40 copay 

3 (Preferred Brand) 24% coinsurance 20% coinsurance 

4 (Non-Preferred) 25% coinsurance 25% coinsurance 

5 (Specialty) Not Applicable Not Applicable 

Insulin (Tiers 3 and 4) $70 copay $70 copay 

Tier Three-month supply Three-month supply 

1 (Preferred Generic) $18 copay (100-day supply) $18 copay (100-day supply) 

2 (Generic) $40 copay $40 copay 

3 (Preferred Brand) 24% coinsurance 20% coinsurance 

4 (Non-Preferred) 25% coinsurance 25% coinsurance 

5 (Specialty) Not Applicable Not Applicable 

Insulin (Tiers 3 and 4) $105 copay $105 copay 
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PRESCRIPTION DRUG BENEFITS (PART D) 

Mail-order Cost-sharing 

  Keystone 65 Essential Rx HMO-POS  Keystone 65 Focus Rx HMO-POS 

Tier One-month supply One-month supply 

1 (Preferred Generic) $0 copay $0 copay 

2 (Generic) $0 copay $0 copay 

3 (Preferred Brand) 24% coinsurance 20% coinsurance 

4 (Non-Preferred) 25% coinsurance 25% coinsurance 

5 (Specialty) 25% coinsurance 25% coinsurance 

Insulin (Tiers 3, 4, and 5) $35 copay $35 copay 

Tier Two-month supply Two-month supply 

1 (Preferred Generic) $0 copay $0 copay 

2 (Generic) $0 copay $0 copay 

3 (Preferred Brand) 24% coinsurance 20% coinsurance 

4 (Non-Preferred) 25% coinsurance 25% coinsurance 

5 (Specialty) Not Applicable Not Applicable 

Insulin (Tiers 3 and 4) $70 copay $70 copay 

Tier Three-month supply Three-month supply 

1 (Preferred Generic) $0 copay (100-day supply) $0 copay (100-day supply) 

2 (Generic) $0 copay $0 copay 

3 (Preferred Brand) 24% coinsurance 20% coinsurance 

4 (Non-Preferred) 25% coinsurance 25% coinsurance 

5 (Specialty) Not Applicable Not Applicable 

Insulin (Tiers 3 and 4) $70 copay $70 copay 

You may fill your prescriptions at network retail pharmacies (preferred or standard) and mail-order 

pharmacies. Tier 1 and 2 prescriptions (which include most generic drugs) will have $0 copays when filled at 

preferred pharmacies or through mail order. 

Your cost-sharing may change depending on the pharmacy you choose, if you purchase a long-term supply 

(up to 100 days) of a drug, when you move into each stage of your Part D benefits, or if you reside in a long-

term care facility. 

Please call us or see the plan’s Evidence of Coverage on our website at ibxmedicare.com for complete 

information about your costs for covered drugs. 

Catastrophic Coverage Stage 

After reaching the annual maximum of $2,400 in out-of-pockets costs, you pay $0 for covered drugs. 
 

 

https://www.ibx.com/medicare/index.html
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5 SECTION V - SUMMARY OF BENEFITS 

OTHER MEDICAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Over-the-Counter (OTC) 

Items 

Not covered. In-Network: 

$75 allowance every 

quarter. 

The quarterly (every 

three months) allowance 

is preloaded on the IBX 

Care Card. 

You must use the IBX 

Care Card to purchase 

OTC items at 

participating retailers. 

OTC items purchased 

from non-participating 

retailers will NOT be 

covered. 

OTC items can also be 

ordered with the IBX 

Care Card via website, 

phone, or catalog. 

Any unused balance will 

not roll over to the next 

quarter. 

  

$30 allowance every 

quarter. 

The quarterly (every 

three months) allowance 

is preloaded on the IBX 

Care Card. 

You must use the IBX 

Care Card to purchase 

OTC items at 

participating retailers. 

OTC items purchased 

from non-participating 

retailers will NOT be 

covered. 

OTC items can also be 

ordered with the IBX 

Care Card via website, 

phone, or catalog. 

Any unused balance will 

not roll over to the next 

quarter. 

OTC costs do not count 

toward the annual 

MOOP amount. 
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OTHER MEDICAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Over-the-Counter (OTC) 

Items (continued) 

Out-of-Network: 

Not covered. 

OTC costs do not count 

toward the annual 

MOOP amount. 

Telemedicine Visits 

$0 copay for medical 
visits focused on urgent 
care-like medical 
conditions by connecting 
to a state-licensed 
physician. 

$0 copay for 

mental/behavioral 

health visits focused on 

depression, anxiety, 

stress, and more. 

$0 copay for 

dermatology 

consultations focused on 

diagnosing and treating 

skin conditions like 

eczema, psoriasis, acne, 

and more. 

Teladoc must be used for 

telemedicine visits. 

Members can access 

Teladoc by toll-free 

phone, secure video 

chat, or through 

Teladoc's secure 

website/mobile 

platform, 24/7, 365 days 

per year. 

In-Network: 

$0 copay for medical 
visits focused on urgent 
care-like medical 
conditions by connecting 
to a state-licensed 
physician. 

$0 copay for 

mental/behavioral 

health visits focused on 

depression, anxiety, 

stress, and more. 

$0 copay for 

dermatology 

consultations focused on 

diagnosing and treating 

skin conditions like 

eczema, psoriasis, acne, 

and more. 

$0 copay for medical 
visits focused on urgent 
care-like medical 
conditions by connecting 
to a state-licensed 
physician. 

$0 copay for 

mental/behavioral 

health visits focused on 

depression, anxiety, 

stress, and more. 

$0 copay for 

dermatology 

consultations focused on 

diagnosing and treating 

skin conditions like 

eczema, psoriasis, acne, 

and more. 

Teladoc must be used for 

telemedicine visits. 

Members can access 

Teladoc by toll-free 

phone, secure video 

chat, or through 

Teladoc's secure 

website/mobile 

platform, 24/7, 365 days 

per year. 
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OTHER MEDICAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Telemedicine Visits 

(continued) 

Teladoc must be used for 

telemedicine visits. 

Members can access 

Teladoc by toll-free 

phone, secure video 

chat, or through 

Teladoc's secure 

website/mobile 

platform, 24/7, 365 days 

per year. 

Out-of-Network: 

Not covered. 

. 

. 

. 

. 

. 

. 

. 

. 

. 

. 

Additional Telehealth  

(Primary care physician, 

specialist, physical 

therapy, occupational 

therapy, speech therapy, 

and other health care 

professionals) 

Primary care physician: 

$0 copay per visit. 

Specialist: $30 copay per 

visit. 

Physical, occupational, 

and speech therapy: $20 

copay per visit. 

Other health care 

professional: $30 copay 

per visit. 

Not all telehealth 

services may be covered. 

In-Network: 

Primary care physician: 

$0 copay per visit. 

Specialist: $30 copay per 

visit. 

Physical, occupational, 

and speech therapy: $20 

copay per visit. 

Other health care 

professional: $30 copay 

per visit. 

Not all telehealth 

services may be covered. 

Out-of-Network: 

Not covered. 

Primary care physician: 

$0 copay per visit. 

Specialist: $55 copay per 

visit. 

Physical, occupational, 

and speech therapy: $50 

copay per visit. 

Other health care 

professional: $55 copay 

per visit. 

Not all telehealth 

services may be covered. 

Chiropractic Services 

Medicare-covered 

$15 copay per visit for 

spinal manipulations. 

Medicare-covered 

In-Network: 

Medicare-covered 

$15 copay per visit for 

spinal manipulations. 
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OTHER MEDICAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Chiropractic Services 

(continued) 

Routine Care 

$15 copay per visit (up to 

6 visits each year). 

Routine visits do not 

count toward the annual 

MOOP amount. 

$15 copay per visit for 

spinal manipulations. 

Out-of-Network: 

20% of the total cost. 

Routine Care 

In-Network: 

$15 copay per visit (up to 

6 visits each year). 

Out-of-Network: 

Not covered. 

Routine visits do not 

count toward the annual 

MOOP amount. 

Routine Care 

$15 copay per visit (up to 

6 visits each year). 

Routine visits do not 

count toward the annual 

MOOP amount. 

Acupuncture 

Medicare-covered 

$15 copay per visit (up to 

12 visits in 90 days; 8 

additional if determined 

that progress is made). 

Routine Care 

$15 copay per visit (up to 

6 visits each year). 

Routine visits require a 
diagnosis of one of the 
eligible conditions. 

Routine visits do not 
count toward the annual 
MOOP amount. 

Medicare-covered 

In-Network: 

$15 copay per visit (up to 

12 visits in 90 days; 8 

additional if determined 

that progress is made). 

Out-of-Network: 

20% of the total cost. 

Routine Care 

In-Network: 

$15 copay per visit (up to 

6 visits each year). 

Routine visits require a 
diagnosis of one of the 
eligible conditions. 

Medicare-covered 

$15 copay per visit (up to 

12 visits in 90 days; 8 

additional if determined 

that progress is made). 

Routine Care 

$15 copay per visit (up to 

6 visits each year). 

Routine visits require a 
diagnosis of one of the 
eligible conditions. 

Routine visits do not 
count toward the annual 
MOOP amount. 
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OTHER MEDICAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Acupuncture 

(continued) 

Out-of-Network: 

Not covered. 

Routine visits do not 
count toward the annual 
MOOP amount. 

Podiatry Services 

Medicare-covered   

$25 copay per visit. 

Routine Care  

$25 copay per visit (up to 

6 visits per year). 

Routine visits do not 

count toward the annual 

MOOP amount. 

Medicare-covered 

In-Network: 

$25 copay per visit. 

Out-of-Network: 

20% of the total cost. 

Routine Care  

In-Network: 

$25 copay per visit (up to 

6 visits per year). 

Out-of-Network: 

Not covered. 

Routine visits do not 

count toward the annual 

MOOP amount. 

Medicare-covered   

$25 copay per visit. 

Routine Care  

$25 copay per visit (up to 

6 visits per year). 

Routine visits do not 

count toward the annual 

MOOP amount. 

Transportation Services 

Not covered. In-Network: 

$0 copay. 

24 one-way trips (or 12 

round-trip rides) per year 

provided by Roundtrip to 

plan-approved medical 

facilities. 

Not covered. 
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OTHER MEDICAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Transportation Services 

(continued) 

Modes of transportation 

include taxi, rideshare 

services, van, medical 

sedan, and wheelchair 

van. Wheelchair vans are 

subject to availability. 

Members must be 

diagnosed with both 

diabetes and congestive 

heart failure to be 

eligible. 

Maximum 80 miles per 

one-way trip. 

Out-of-Network: 

Not covered. 

Fitness Benefit 

Not covered. In-Network: 

$0 copay. 

The program includes 
access to a participating 
gym network, on-
demand and 
livestreamed digital 
content, home kits, 
curated physical 
activities, and access to a 
complete brain workout, 
including an initial 
cognitive test and a brain 
training program focused 
on cognitive stimulation 
and neurological 
rehabilitation exercises. 

$0 copay. 

 The program includes 
access to a participating 
gym network, on-
demand and 
livestreamed digital 
content, home kits, 
curated physical 
activities, and access to a 
complete brain workout, 
including an initial 
cognitive test and a brain 
training program focused 
on cognitive stimulation 
and neurological 
rehabilitation exercises. 
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OTHER MEDICAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Fitness Benefit 

(continued) 

Members must use a 

One PassTM network 

gym/fitness center and 

enroll in the One Pass 

program. 

Gym memberships and 

services received from 

non-One Pass fitness 

centers will be denied. 

Out-of-Network: 

Not covered. 

Members must use a 

One PassTM network 

gym/fitness center and 

enroll in the One Pass 

program. 

Gym memberships and 

services received from 

non-One Pass fitness 

centers will be denied. 

Meals Program 

$0 copay. 

3 meals per day, 7 days 

per week from MANNA. 

Meals for up to 4 weeks, 

2 times per year. 

To qualify, members 

must fall into one of two 

groups: 

Group 1: Must have a 

new diagnosis of 

colorectal, endometrial, 

breast (male/female), 

lung, or prostate cancer. 

Group 2: Must be 

diagnosed with both 

diabetes and congestive 

heart failure. 

In-Network: 

$0 copay. 

3 meals per day, 7 days 

per week from MANNA. 

Meals for up to 4 weeks, 

2 times per year. 

To qualify, members 

must fall into one of two 

groups: 

Group 1: Must have a 

new diagnosis of 

colorectal, endometrial, 

breast (male/female), 

lung, or prostate cancer. 

Group 2: Must be 

diagnosed with both 

diabetes and congestive 

heart failure. 

Not covered. 
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OTHER MEDICAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Meals Program 

(continued) 

Out-of-Network: 

Not covered. 

Food and Produce 

Not covered. In-Network: 

$0 copay. 

Food and produce boxes 

will be provided for a 

maximum of 4 weeks per 

year, per member. 

Members must be 

diagnosed with both 

diabetes and depressive 

disorders. 

Out-of-Network: 

Not covered. 

Not covered. 

Caregiver Support 

Services 

$0 copay. 

Includes support services 

(counseling, navigation, 

and support), digital 

coaching, and education 

for members and their 

caregivers. 

In-Network: 

$0 copay. 

Includes support services 

(counseling, navigation, 

and support), digital 

coaching, and education 

for members and their 

caregivers. 

Out-of-Network: 

Not covered. 

$0 copay. 

Includes support services 

(counseling, navigation, 

and support), digital 

coaching, and education 

for members and their 

caregivers. 
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OTHER MEDICAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Vital Care Program 

Cardiology specialist: $10 

copay per visit. 

Endocrinology specialist: 

$10 copay per visit. 

Medicare-covered 

podiatry: $5 copay per 

visit. 

Routine podiatry: $5 

copay per visit (up to 6 

visits per year). 

Members must be 

diagnosed with both 

diabetes and congestive 

heart failure. 

Cardiology, 

endocrinology, and 

Medicare-covered 

podiatry visits apply 

toward the annual 

MOOP amount. Routine 

podiatry visits do not 

apply toward the annual 

MOOP amount. 

Not covered. Cardiology specialist: $10 

copay per visit. 

Endocrinology specialist: 

$10 copay per visit. 

Medicare-covered 

podiatry: $5 copay per 

visit. 

Routine podiatry: $5 

copay per visit (up to 6 

visits per year). 

Members must be 

diagnosed with both 

diabetes and congestive 

heart failure. 

Cardiology, 

endocrinology, and 

Medicare-covered 

podiatry visits apply 

toward the annual 

MOOP amount. Routine 

podiatry visits do not 

apply toward the annual 

MOOP amount. 

Vital Care Plus Program 

Not covered. In-Network: 

Cardiology specialist: $10 

copay per visit. 

Endocrinology specialist: 

$10 copay per visit. 

Pulmonology specialist: 

$10 copay per visit. 

Medicare-covered 

podiatry: $5 copay per 

visit. 

Not covered. 
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OTHER MEDICAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Vital Care Plus Program 

(continued) 

 

 Routine podiatry: $5 

copay per visit (up to 6 

visits per year). 

Members must be 

diagnosed with diabetes. 

Cardiology, 

endocrinology, 

pulmonology, and 

Medicare-covered 

podiatry visits apply 

toward the annual 

MOOP amount. Routine 

podiatry visits do not 

apply toward the annual 

MOOP amount. 

Out-of-Network: 

Not covered. 

 

Personal Emergency 

Response System (PERS) 

$0 copay. 

Includes a medical alert 
monitoring system that 
provides 24/7 access to 
help at the push of a 
button. Available in 
multiple styles, including 
mobile-enabled 
wearable devices. 

Members must meet the 
diagnoses requirements. 

Members must use our 
designated vendor. 

In-Network: 

  
$0 copay. 

Includes a medical alert 
monitoring system that 
provides 24/7 access to 
help at the push of a 
button. Available in 
multiple styles, including 
mobile-enabled 
wearable devices. 

Members must meet the 
diagnoses requirements. 

Members must use our 
designated vendor. 

Not covered. 
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OTHER MEDICAL BENEFITS 

Benefits/Services Keystone 65 
Essential Rx HMO-
POS 

Keystone 65 Focus 
Rx HMO-POS 

Keystone 65 Liberty 
Medical-Only HMO 

Personal Emergency 

Response System (PERS) 

(continued) 

 

 Out-of-Network: 

Not covered. 
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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 Member Help Team representative at 1-800-645-3965 

(TTY/TDD: 711). 

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 ibxmedicare.com or call 

1-800-645-3965 (TTY/TDD: 711) 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. 

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/coinsurance may change on January 1, 2028. 

  
 

Except in emergency or urgent situations, we do not cover services by out-of-network providers 

(doctors who are not listed in the provider directory). 

  

  
 

Our Keystone 65 Essential Rx HMO-POS and Keystone 65 Focus Rx HMO-POS plans allow you to see 

providers outside of the plan’s network (non-contracted providers). However, while we will pay for 

certain covered services provided by a non-contracted provider, the provider must agree to treat 

you. Except in emergency or urgent situations, non-contracted providers may deny care. In addition, 

you will pay a higher copay for services received by non-contracted providers. 

  
 

Effect on Current Coverage. If you are currently enrolled in a Medicare Advantage plan, your current 

Medicare Advantage health care coverage will end once your new Medicare Advantage coverage 

starts. If you have Tricare, your coverage may be affected once your new Medicare Advantage 

coverage starts. Please contact Tricare for more information. If you have a Medigap plan, once your 

Medicare Advantage coverage starts, you may want to drop your Medigap policy because you will be 

paying for coverage you cannot use. 

http://www.ibxmedicare.com/
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DISCLAIMERS 

For select plans, the food and produce and meal benefits mentioned are part of a special supplemental 

program for the chronically ill. Members must be diagnosed with Diabetes, Depression or Depressive 

Disorders, Disabling Mental Health Conditions, Chronic Heart Failure or other eligible conditions to qualify. 

Eligible conditions vary by benefit and plan. Eligibility for this benefit cannot be guaranteed based solely on 

your condition. All applicable eligibility requirements must be met before the benefit is provided. Contact us 

to confirm your eligibility for these benefits. 

The Meals Program will be provided after discharge to the home following an inpatient acute hospital, skilled 

nursing facility, long-term acute care facility, acute rehabilitation facility, or rehabilitation facility stay. 

Participation in our medical management Transitions of Care Program is required. 

Independence Blue Cross offers HMO and HMO-POS Medicare Advantage plans with a Medicare contract. 

Enrollment in Independence Blue Cross HMO and HMO-POS Medicare Advantage plans depends on contract 

renewal. 

Benefits underwritten by Keystone Health Plan East, a subsidiary of Independence Blue Cross — independent 

licensees of the Blue Cross and Blue Shield Association. 

TruHearing® is a registered trademark of TruHearing, Inc., an independent company. 

Vision benefits are underwritten by Keystone Health Plan East and administered by Davis Vision, an 

independent company. An affiliate of Independence Blue Cross has a financial interest in Visionworks, an 

independent company. 

IBX Medicare Dental Network administered by Dominion Dental Services, Inc., an independent company. 

Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits. 

Teladoc Health and the practitioners accessible through Teladoc Health are independent companies and 

contractors not affiliated with Independence Blue Cross. Please consult a physician for personalized medical 

advice. Always seek the advice of a physician or other qualified health care provider with any questions 

regarding a medical condition. 

Roundtrip is an independent company that administers our transportation benefit. 

One Pass is a voluntary program offered by an independent company. The One Pass program varies by 

plan/area. Information provided is not medical advice. Consult a health care professional before beginning any 

exercise program. 

MANNA is an independent company that administers our meals program benefit. 

This information is not a complete description of benefits. Contact 1-877-393-6733 (TTY/TDD: 711) for more 

information. 
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PO Box 13713 

Philadelphia, PA 19101-3713 

ibxmedicare.com 

 

THANK YOU 

 

https://www.ibx.com/medicare
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