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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,
ibxmedicare.com.

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 Advantage health plan (such as
Personal Choice 65 Medical-Only PPO, Personal Choice 65 Rx PPO, and Personal Choice 65 Achieve Rx
PPO).

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Personal Choice 65 Medical-Only PPO,
Personal Choice 65 Rx PPO, and Personal Choice 65 Achieve Rx PPO 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 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 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 Personal Choice 65 Medical-Only PPO, Personal Choice 65 Rx PPO, and Personal
Choice 65 Achieve Rx PPO.

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 1-888-718-3333 (TTY/TDD: 711) (members).
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Things to Know About Personal Choice 65 Medical-Only PPO, Personal Choice 65 Rx PPO,
and Personal Choice 65 Achieve Rx PPO

Hours of Operation & Contact Information

e |f you are a member of this plan, call our Member Help Team at 1-888-718-3333 (TTY/TDD: 711),
seven days a week, 8 a.m. to 8 p.m.

¢ |f 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.

e Please note that on weekends and holidays from April 1 through September 30, your call may be sent
to voicemail.

e QOur website: ibxmedicare.com.

Who can join?

To join Personal Choice 65 Medical-Only PPO, Personal Choice 65 Rx PPO, and Personal Choice 65 Achieve
Rx PPO, 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 Personal Choice 65 Rx PPO and Personal Choice 65 Achieve Rx PPO includes the
following counties in Pennsylvania: Bucks, Chester, Delaware, Montgomery, and Philadelphia.

The service area for Personal Choice 65 Medical-Only PPO includes the following counties in Pennsylvania:
Philadelphia, and Bucks.

Which doctors, hospitals, and pharmacies can | use?

Personal Choice 65 Medical-Only PPO, Personal Choice 65 Rx PPO, and Personal Choice 65 Achieve Rx PPO
have a network of doctors, hospitals, pharmacies, and other providers. If you use the providers that are not
in our network, a higher cost-sharing may apply.

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.
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What do we cover?

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

Personal Choice 65 Medical-Only PPO covers Part B drugs, including chemotherapy and some other drugs
administered by your provider. However, the plan does not cover Part D prescription drugs.

Personal Choice 65 Rx PPO and Personal Choice 65 Achieve Rx PPO cover Part D prescription drugs. In

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

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

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 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/

SECTION Il - SUMMARY OF BENEFITS

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

SERVICES

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx PPO

Monthly Plan
Premium

Personal Choice 65 Medical-Only PPO
(Philadelphia, Bucks): $113 per month.

Personal Choice 65 Rx PPO (Philadelphia,

Bucks): $242.50 per month.

Personal Choice 65 Rx PPO (Chester,
Delaware, Montgomery): $207 per
month.

SO per month.

Deductible

Medical Deductible: Not Applicable.
Prescription Drug Deductible (Personal

Choice 65 Rx PPO Only): Not Applicable.

Medical Deductible: Not Applicable.
Prescription Drug Deductible: $700 for
Tiers 3, 4 and 5.

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:

e $5,950 for services you receive
from in-network providers.

e 59,900 for services you receive
from in and out-of-network
providers combined.

Our plan has a yearly coverage limit for
certain in-network benefits. Contact us
for the services that apply.

Your yearly limit in this plan:

e 59,850 for services you receive
from in-network providers.

e 514,800 for services you receive
from in and out-of-network
providers combined.

Our plan has a yearly coverage limit for
certain in-network benefits. Contact us
for the services that apply.




c3 SECTION Il - SUMMARY OF BENEFITS

COVERED MEDICAL AND HOSPITAL BENEFITS

Benefits/Services

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx
PPO

Inpatient Hospital
Coverage (1)

In-Network:

$290 copay per day for days 1-6 per
admission.

SO copay per day for days 7 and beyond
per admission.

S0 copay on day of discharge.
$1,740 maximum copay per admission.

The plan covers an unlimited number of
days for an inpatient hospital stay.

Out-of-Network:

50% of the total cost per stay.

In-Network:

$435 copay per day for days 1-5 per
admission.

S0 copay per day for days 6 and beyond
per admission.

S0 copay on day of discharge.
$2,175 maximum copay per admission.

The plan covers an unlimited number of
days for an inpatient hospital stay.

Out-of-Network:

50% of the total cost per stay.

Outpatient Hospital
Coverage (1)

In-Network:

Outpatient hospital observation: $290
copay per stay.

Outpatient hospital services: $365
copay.

Out-of-Network:

50% of the total cost.

In-Network:

Outpatient hospital observation: $435
copay per stay.

Outpatient hospital services: $650
copay.

Out-of-Network:

50% of the total cost.

Ambulatory Surgical
Center (ASC) Services
(1)

In-Network:
$225 copay.

Out-of-Network:

50% of the total cost.

In-Network:
$375 copay.

Out-of-Network:

50% of the total cost.

Services with a (1) may require prior authorization (in-network only).




COVERED MEDICAL AND HOSPITAL BENEFITS

Benefits/Services

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx
PPO

Doctor Visits (Primary
Care Providers and
Specialists)

In-Network:

Primary care physician: SO copay per
visit.

Specialist: $40 copay per visit.

Out-of-Network:

50% of the total cost.

In-Network:

Primary care physician: SO copay per
visit.

Specialist: S60 copay per visit.

Out-of-Network:

50% of the total cost.

Preventive Care (1)

In-Network:

S0 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:

50% of the total cost.

In-Network:

S0 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:

50% of the total cost.

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: $130 copay per visit.

Worldwide emergency coverage: $130
copay per visit.

Not waived if admitted.

In-Network and Out-of-Network:

Emergency care: $115 copay per visit.

Worldwide emergency coverage: $115
copay per visit.

Not waived if admitted.

Services with a (1) may require prior authorization (in-network only).




COVERED MEDICAL AND HOSPITAL BENEFITS

Worldwide copay
outside of the United
States does not count
toward the annual
MOOP amount

Urgent care center: $50 copay per visit

Worldwide urgent coverage: $130
copay per visit.

Not waived if admitted.

Benefits/Services Personal Choice 65 Rx PPO Personal Choice 65 Achieve Rx
PPO
In-Network and Out-of-Network: In-Network and Out-of-Network:
Urgently Needed
Services Retail clinic: S5 copay per visit. Retail clinic: S15 copay per visit.

Urgent care center: $40 copay per visit

Worldwide urgent coverage: $115
copay per visit.

Not waived if admitted.

Diagnostic Services,
Labs, and Imaging (1)

In-Network:

Diagnostic tests and procedures: S0
copay.

Lab services: SO copay.

Diagnostic radiology services (such as
MRI, CAT Scan): SO copay - $195 copay

X-rays: $40 copay.

Therapeutic radiology services (such as
radiation therapy): $85 copay per visit.

Radiation for breast cancer:
S0 copay for members with a diagnosis
of breast cancer

Out-of-Network:

50% of the total cost.

In-Network:

Diagnostic tests and procedures: S0
copay.

Lab services: SO copay.

Diagnostic radiology services (such as
MRI, CAT Scan): SO copay - $600 copay

X-rays: $50 copay.

Therapeutic radiology services (such as
radiation therapy): S85 copay per visit.

Radiation for breast cancer:
S0 copay for members with a diagnosis
of breast cancer

Out-of-Network:

50% of the total cost.

Services with a (1) may require prior authorization (in-network only).




COVERED MEDICAL AND HOSPITAL BENEFITS

Benefits/Services

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx
PPO

Hearing Services

Medicare-covered Hearing Exams:
In-Network:
$40 copay.

Out-of-Network:

50% of the total cost.

Routine Hearing Exams
(up to 1 visit every year)

In-Network:
SO copay.

Out-of-Network:

95% coinsurance
Routine Hearing Aids
In-Network:

Advanced digital hearing aid: $499
copay per aid.

Premium digital hearing aid: $799
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.

Out-of-Network:

95% coinsurance

Medicare-covered Hearing Exams:
In-Network:
$60 copay.

Out-of-Network:

50% of the total cost.

Routine Hearing Exams
(up to 1 visit every year)

In-Network:
S0 copay.

Out-of-Network:

95% coinsurance
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.

Routine hearing services and aids are
covered when provided by a
TruHearing® provider.

Routine hearing services do not count
toward the annual MOOP amount.

Out-of-Network:

95% coinsurance




COVERED MEDICAL AND HOSPITAL BENEFITS

Benefits/Services

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx
PPO

Dental Services

Medicare-covered Dental Services
In-Network:
$40 copay.

Out-of-Network:

50% of the total cost.
Routine Dental Care
In-Network:

S0 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.

S0 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

20% coinsurance for restorative
services, endodontics, periodontics,
and extractions

40% coinsurance for prosthodontics,
and other oral/maxillofacial surgery

Member must use a participating IBX
Medicare Dental Network provider for
in network coverage.

Medicare-covered Dental Services
In-Network:
$60 copay.

Out-of-Network:

50% of the total cost.
Routine Dental Care
In-Network:

S0 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.

S0 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

Member must use a participating IBX
Medicare Dental Network provider for
in network coverage.

Comprehensive dental services are not
covered
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COVERED MEDICAL AND HOSPITAL BENEFITS

Benefits/Services Personal Choice 65 Rx PPO Personal Choice 65 Achieve Rx
PPO
In-Network and Out-of-Network: Out-of-Network:

$1,500 combined plan allowance every | 80% coinsurance for routine dental
year for restorative dental services, exams and cleaning services
endodontics, periodontics, extractions,
prosthodontics, and other
oral/maxillofacial surgery

80% coinsurance for dental X-ray

Routine dental services do not count

toward the annual MOOP amount.
Out-of-Network:

Dental Services

] 80% coinsurance for routine dental
(continued)

exams and cleaning services
80% coinsurance for dental X-ray

80% coinsurance for restorative
services, endodontics, periodontics,
extractions, prosthodontics, and other
oral/maxillofacial surgery

Routine dental services do not count
toward the annual MOOP amount.
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COVERED MEDICAL AND HOSPITAL BENEFITS

Benefits/Services

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx
PPO

Vision Services

Medicare-covered Vision Services
In-Network:

Medicare-covered exam (diagnosis and
treatment for diseases and conditions
of the eye): $40 copay.

Medicare-covered glaucoma screening:
SO copay

Out-of-Network:

50% of the total cost.
Routine Vision Care
In-Network:

S0 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).

Medicare-covered Vision Services
In-Network:

Medicare-covered exam (diagnosis and
treatment for diseases and conditions
of the eye): $S60 copay.

Medicare-covered glaucoma screening:
SO copay

Out-of-Network:

50% of the total cost.

Routine vision services are not
covered
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COVERED MEDICAL AND HOSPITAL BENEFITS

Benefits/Services Personal Choice 65 Rx PPO Personal Choice 65 Achieve Rx
PPO

Eyewear coverage does not include
lens options such as tints, progressives,
transitions lenses, polish, and
insurance.

Member must use a participating Davis
Vision network provider.

Out-of-Network:

Vision Services 80% of the total cost.

(continued) Routine vision services do not count
toward the annual MOOP amount.

Eyewear (frames and lenses, or contact
lenses) have a $150 combined in- and
out-of-network plan maximum benefit
payable per year.

Visionworks providers are national, so
up to $250 combined maximum applies
when in or out of the service area.
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COVERED MEDICAL AND HOSPITAL BENEFITS

Benefits/Services

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx
PPO

Mental Health Services

(1)

In-Network:

Outpatient mental health care:

e Group therapy visit: $20 copay.

e Individual therapy visit: $30 copay.
Inpatient mental health care:

e $290 copay per day for days 1-6 per
admission.

e S0 copay per day for days 7 and
beyond per admission.

e S0 copay on day of discharge.

e $1,740 maximum copay per
admission.

e 190-day lifetime maximum.
Outpatient substance abuse services:
e Group therapy visit: $20 copay.

¢ Individual therapy visit: $30 copay.

Partial hospitalization and intensive
outpatient services:

e 530 copay per day.

Out-of-Network:

50% of the total cost.

In-Network:

Outpatient mental health care:

e Group therapy visit: $20 copay.

e Individual therapy visit: $30 copay.
Inpatient mental health care:

e $395 copay per day for days 1-5 per
admission.

e S0 copay per day for days 6 and
beyond per admission.

e S0 copay on day of discharge.

e $1,975 maximum copay per
admission.

e 190-day lifetime maximum.
Outpatient substance abuse services:
e Group therapy visit: $20 copay.

¢ Individual therapy visit: $30 copay.

Partial hospitalization and intensive
outpatient services:

e 530 copay per day.

Out-of-Network:

50% of the total cost.

Services with a (1) may require prior authorization (in-network only).
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COVERED MEDICAL AND HOSPITAL BENEFITS

Benefits/Services

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx
PPO

Skilled Nursing Facility
(SNF) (1)

In-Network:
Days 1-20: SO copay per day.
Days 21-100: $221 copay per day.

Out-of-Network:

50% of the total cost per stay.

100 days per benefit period.

In-Network:
Days 1-20: SO copay per day.
Days 21-100: $221 copay per day.

Out-of-Network:

50% of the total cost per stay.

100 days per benefit period.

Outpatient
Rehabilitation Services
(Physical therapy,
occupational therapy,
and speech therapy)

In-Network:

Occupational therapy: $30 copay per
visit.

Physical therapy and speech therapy:
$30 copay per visit

Out-of-Network:

50% of the total cost.

In-Network:

Occupational therapy: $35 copay per
visit.

Physical therapy and speech therapy:
$55 copay per visit

Out-of-Network:

50% of the total cost.

Ambulance (1)
(Ground and air
transportation)

In-Network and Out-of-Network:

$215 copay per one-way trip.
Not waived if admitted

In-network non-emergency ambulance
services require prior authorization.

In-Network and Out-of-Network:

$300 copay per one-way trip.
Not waived if admitted

In-network non-emergency ambulance
services require prior authorization.

Transportation

Not Covered

Not Covered

Services with a (1) may require prior authorization (in-network only).
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COVERED MEDICAL AND HOSPITAL BENEFITS

Benefits/Services

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx
PPO

Medicare Part B Drugs
(2)

(Step therapy required
for certain Part B drugs)

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:

50% of the total cost.

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:

50% of the total cost.

Services with a (1) may require prior authorization (in-network only).
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Deductible

Personal Choice 65 Rx PPO: No Part D deductible.

Personal Choice 65 Achieve Rx PPO: $700 Deductible for Tier 3, 4, & 5

SECTION IV - SUMMARY OF BENEFITS

PRESCRIPTION DRUG BENEFITS (PART D)

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

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx PPO

Tier One-month supply One-month supply
Tier 1 (Preferred Generic) S0 copay S0 copay
Tier 2 (Generic) S0 copay S0 copay

Tier 3 (Preferred Brand)

25% coinsurance

24% coinsurance

Tier 4 (Non-Preferred)

26% coinsurance

25% coinsurance

Tier 5 (Specialty)

33% coinsurance

25% coinsurance

Insulin (Tiers 3, 4, and 5)

$35 copay

$35 copay

Tier Two-month supply Two-month supply
Tier 1 (Preferred Generic) S0 copay S0 copay
Tier 2 (Generic) S0 copay S0 copay

Tier 3 (Preferred Brand)

25% coinsurance

24% coinsurance

Tier 4 (Non-Preferred)

26% coinsurance

25% coinsurance

Tier 5 (Specialty)

Not Applicable

Not Applicable

Insulin (Tiers 3 and 4)

$70 copay

$70 copay

Tier

Three-month supply

Three-month supply

Tier 1 (Preferred Generic)

SO copay (100-day supply)

S0 copay (100-day supply)

Tier 2 (Generic)

SO copay

SO copay

Tier 3 (Preferred Brand)

25% coinsurance

24% coinsurance

Tier 4 (Non-Preferred)

26% coinsurance

25% coinsurance

Tier 5 (Specialty)

Not Applicable

Not Applicable

Insulin (Tiers 3 and 4)

$105 copay

$105 copay
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Standard Retail Cost-Sharing

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx PPO

Tier One-month supply One-month supply
Tier 1 (Preferred Generic) S9 copay S9 copay
Tier 2 (Generic) $20 copay $20 copay

Tier 3 (Preferred Brand)

25% coinsurance

24% coinsurance

Tier 4 (Non-Preferred )

26% coinsurance

25% coinsurance

Tier 5 (Specialty)

33% coinsurance

25% coinsurance

Insulin (Tiers 3, 4, and 5)

S35 copay

$35 copay

Tier

Two-month supply

Two-month supply

Tier 1 (Preferred Generic)

$18 copay

$18 copay

Tier 2 (Generic)

$40 copay

$40 copay

Tier 3 (Preferred Brand)

25% coinsurance

24% coinsurance

Tier 4 (Non-Preferred )

26% coinsurance

25% coinsurance

Tier 5 (Specialty)

Not Applicable

Not Applicable

Insulin (Tiers 3 and 4)

$70 copay

$70 copay

Tier

Three-month supply

Three-month supply

Tier 1 (Preferred Generic)

$18 copay (100-day supply)

$18 copay (100-day supply)

Tier 2 (Generic)

$40 copay

$40 copay

Tier 3 (Preferred Brand)

25% coinsurance

24% coinsurance

Tier 4 (Non-Preferred )

26% coinsurance

25% coinsurance

Tier 5 (Specialty)

Not Applicable

Not Applicable

Insulin (Tiers 3 and 4)

$105 copay

$105 copay




Standard Mail-Order Cost-Sharing

Personal Choice 65 Rx PPO

Personal Choice 65 Achieve Rx PPO

Tier One-month supply One-month supply
Tier 1 (Preferred Generic) SO copay S0 copay
Tier 2 (Generic) S0 copay S0 copay

Tier 3 (Preferred Brand)

25% coinsurance

24% coinsurance

Tier 4 (Non-Preferred )

26% coinsurance

25% coinsurance

Tier 5 (Specialty)

33% coinsurance

25% coinsurance

Insulin (Tiers 3, 4, and 5)

S35 copay

$35 copay

Tier Two-month supply Two-month supply
Tier 1 (Preferred Generic) S0 copay S0 copay
Tier 2 (Generic) SO copay S0 copay

Tier 3 (Preferred Brand)

25% coinsurance

24% coinsurance

Tier 4 (Non-Preferred )

26% coinsurance

25% coinsurance

Tier 5 (Specialty)

Not Applicable

Not Applicable

Insulin (Tiers 3 and 4)

$70 copay

$70 copay

Tier

Three-month supply

Three-month supply

Tier 1 (Preferred Generic)

S0 copay (100-day supply)

S0 copay (100-day supply)

Tier 2 (Generic)

SO copay

SO copay

Tier 3 (Preferred Brand)

25% coinsurance

24% coinsurance

Tier 4 (Non-Preferred )

26% coinsurance

25% coinsurance

Tier 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 SO 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-pocket costs, you pay SO for covered drugs.
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<3 SECTION V - SUMMARY OF BENEFITS

Other Medical
Benefits

Personal Choice 65 Rx (PPO)

Personal Choice 65 Achieve Rx
(PPO)

Over-the-Counter (OTC)
Items

In-Network and Out-of-Network:

$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

In-Network and Out-of-Network:

Not Covered

Telemedicine Visits

In-Network and Out-of-Network:

S0 Copay for medical visits focused on
urgent care-like medical conditions by
connecting to a state-licensed
physician;

S0 Copay for mental/behavioral health
visits focused on depression, anxiety,
stress, and more;

In-Network and Out-of-Network:

S0 Copay for medical visits focused on
urgent care-like medical conditions by
connecting to a state-licensed
physician;

S0 Copay for mental/behavioral health
visits focused on depression, anxiety,
stress, and more;
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Other Medical
Benefits

Personal Choice 65 Rx (PPO)

Personal Choice 65 Achieve Rx
(PPO)

Telemedicine Visits
(continued)

S0 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

S0 Copay for dermatology
consultations focused on diagnosing
and treating skin conditions like
eczema, psoriasis, acnhe, 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

Additional Telehealth
(Primary care physician,
specialist, physical
therapy, occupational
therapy, speech therapy,
and other health care
professionals)

In-Network:

Primary care physician: SO copay per
visit.

Specialist: $40 copay per visit
Occupational therapy: $30 copay per
visit.

Physical and speech therapy: $30
copay per visit.

Other health care professional: $40
copay per visit

Not all telehealth services may be
covered

Out-of-Network:

Not covered

In-Network:

Primary care physician: SO copay per
visit.

Specialist: $60 copay per visit
Occupational therapy: $35 copay per
visit.

Physical and speech therapy: $55
copay per visit.

Other health care professional: $60
copay per visit

Not all telehealth services may be
covered

Out-of-Network:

Not covered

Chiropractic Services

Medicare-covered
In-Network:

$15 Copay per visit for spinal
manipulations.

Out-of-Network:

50% of the total cost.

Medicare-covered
In-Network:

$15 Copay per visit for spinal
manipulations.

Out-of-Network:

50% of the total cost.

21



Other Medical
Benefits

Personal Choice 65 Rx (PPO)

Personal Choice 65 Achieve Rx
(PPO)

Chiropractic Services
(continued)

Routine Care
In-Network:

$15 copay per visit (up to 6 visits
combined in and out of network per
year).

Out-of-Network:

50% of the total cost.

Routine visits do not count toward the
annual MOOP amount.

Routine Care
In-Network:

$15 copay per visit (up to 6 visits
combined in and out of network per
year).

Out-of-Network:

50% of the total cost.

Routine visits do not count toward the
annual MOOP amount.

Acupuncture

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:

50% of the total cost.
Routine Care
In-Network:

$15 Copay per visit (up to 6 visits each
year)

Out-of-Network:

50% of the total cost

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:

50% of the total cost.
Routine Care
In-Network:

$15 Copay per visit (up to 6 visits each
year)

Out-of-Network:

50% of the total cost

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

Routine visits do not count toward the
annual MOOP amount.

Podiatry Services

Medicare-covered
In-Network:

$15 Copay per visit

Medicare-covered
In-Network:

$25 Copay per visit
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Other Medical
Benefits

Personal Choice 65 Rx (PPO)

Personal Choice 65 Achieve Rx
(PPO)

Podiatry Services
(continued)

Out-of-Network:

50% of the total cost.
Routine Care
In-Network:

$15 Copay per visit (up to 6 visits
combined in and out of network per
year).

Out-of-Network:

50% of the total cost.

Routine visits do not count toward the
annual MOOP amount.

Out-of-Network:

50% of the total cost.
Routine Care
In-Network:

$25 Copay per visit (up to 6 visits
combined in and out of network per
year).

Out-of-Network:

50% of the total cost.

Routine visits do not count toward the
annual MOOP amount.

Fitness Benefit

In-Network:
SO 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.

Members must use a One Pass™
network gym/fitness center and enroll
in the One Pass program.

Gym memberships and services
received from non-One Pass fithess
centers will be denied.

Out-of-Network:

95% coinsurance

In-Network:

Not Covered
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Other Medical

Personal Choice 65 Rx (PPO)

Personal Choice 65 Achieve Rx

Benefits

Caregiver Support
Services

In-Network and Out-of-Network:

S0 copay.

Includes support services (counseling,
navigation, and support), digital
coaching, and education for members
and their caregivers.

(PPO)

In-Network and Out-of-Network:

S0 copay.

Includes support services (counseling,
navigation, and support), digital
coaching, and education for members
and their caregivers.

24



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 1-888-718-3333
(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
1-888-718-3333 (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.

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

Independence Blue Cross offers PPO Medicare Advantage plans with a Medicare contract. Enrollment in
Independence Blue Cross PPO Medicare Advantage plans depends on contract renewal.

Benefits underwritten by QCC Insurance Company, 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 QCC Insurance Company 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.

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.

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

26



Motice of Availability of Language Assistance Services and Auxiliary Aids and

Services

English: ATTENTION: If you speak English, free language Italiano: ATTENZIONE: Se parli taliano, puoi trovare

assistance services are available to you. Appropriate
auxiliary aids and services to provide information in
accassible formats are also available free of charge. Call
1-B00-275-2583 (TTY: 711) or speak to your provider.

ke Jpemndl S0 iy jall Fuass S0 13 sl cdg )
Ao lewall et g Plooll A Le8S Asdaa dsalieli,
B tane ey Sl Gl el Jpem g el Baa dndadi
L e
piia aa Zaaall A€y 5l (TTY: 711) 3852-572-008-1
Ay alall dde G0
T HE WA A e qsArers ==, o
WA G FEET S AmEel AfEEE o)
WIMHFTA FAANE S0 A7 T G O
HEEE GHFAT & HErES {FEgeEn BeETE 1 1-800-
275-2583 (TTY: T11)FH(A T FTF4 91 WA
WO AT FE |

HilE: TE: NREREEE, RiEhEaERtiEs
{ENAESS. FHIEHG RS LAV TRNES. BFE
LIEEEESG2En. 88 1-800-275-2583

(TTY: 711 EESHRSRME.

Frangais: ATTEMTIOMN : 5i vous parlez frangais, des
services d'assistance linguistique gratuits sont 4 votre
disposition. Des aides et des services supplémentaires
appropriés pour fournir des informations dans des
formats accessibles sont également disponibles
gratuitement. Appelez ke 1-800-275-2583 (TTY: 711) ou
parlez-an a votre foumisseur.

Kreyal Ayisyen: ATAMSYOM: Siw pale Kreydl Ayisyen,
gen sé&vis asistans pou lang ki disponib pou ou. Gen éd
ak sévis oksilyd apwopriye pou bay enfomasyon nan
fbma aksesib ki disponib tou gratis. Rele nan 1-800-275-
2583 (TTY: 711) cewa pale ak founisé w la.

aaratel: taueat sndl: ¥l Af w2l el 8l A anudl
MIE WSl GUNL Ualacn Aen Guciod B, Yl gyl
il Yl wsen |2 20w uslas Hiusdl wa Sl

UEL HEclHl Buciod B, 1-800-275-2583 (TTY: 711) 4z

Alet 871 wWelel dAHIL YELdlal dub 83l

f&dt: w= & o i B diea € o anod e ymn
waelt weTgW Hang qu # gues €1 gud BiHe #
WHFR WEGH & & fay IfEm wemHe wema i
Hart f g & et €)1 1-800-275-2583 (TTY: 71) W
Hid FL U1 WO UeTa | & H

disponibili servizi gratuiti di assistenza linguistica.
Gratuitamente, sono inoltre disponibili ausili e servizi di
supporto adeguati per formire informazioni in formati
accessibili. Chiama il numero 1-800-275-2583 (TTY: T11)
oppure rivolgiti al tuo fornitore.

BEE & DESFE0FCE. EHoSmEEy—
FAEFSHBILTOLEFT. TR e ) F oo e iR
&t O] L B A — e R BT e
I+ 4. 1-800-275-2583 (TTY: TN W BRFE L 5 &
Firlg,. FosF—irbEMuShd S E L,

QFolE: 72: Bl E TR A B Ao

BE Mul g o] §% 7 gk ISH &L 4=
BEE ASE A8 (PR BE E7 G ML 4
FiRE ol 758y ol 1-800-275-2583 (TTY: 711) =l
AztatA] A} Mol & A3 Ao Z2lshAa.

Diné bizaad: BAA'AKONINIZIN: Diné bizaad bee
yan(ti'go, t'aa jiik'eh saad bee dka’and'awo’ bee
dka'anida’'awao'l nd hdld. T'aadoole’ binahj]' bee
adahodoonitl diné bich’” anfdahaztTi bee
bika'anida'awo'i beego bee baa dahane’i baa
dahwiizt' Tgo hadadilyaaigil atdd’ t'aa jilk'eh holg. Kohijj' 1-
800-273-2583 (TTY: 711) hodlilnih doodago
nika'analawo'l bich’|" hanidziih.
Pennsilfaanisch-Deitsch: WICHDICH: Wann du Deitsch
schwetzscht, kenne mer dich Schprooch-Hilf beigriege,
unni as es dich ennich eppes koschde zellt. Mir kenne
dich aa differnti Sadde Hilf beigriege. wasewwer as
brauchscht fer Information griege, aa fer nix. Call 1-800-
275-2583 (TTY: 711) odder schwetz mit dei Provider.

Polski: UWAGA: Jesli jestes osobg polskojezyczng,
pamigtaj, z& oferujemy bezplatne usiugi pomocy
jezykowej. Bezplatnie dostgpne s5 rdwniez odpowiednie
materialy pomocnicze i ustugi informacyjne w przystepnych
formatach. Zadzwori na numer 1-800-275-2583 (TTY: 711)
lub porozmawiaj £ dostawca usiug.

Portugués: ATENCAQ: se vocé fala poriugués, ha
senvigos gratuitos de assisténcia linguistica disponiveis.
Também s3o0 disponibilizados gratuitamente para suporte
e servigos auxiliares apropriados para o fomecimento de
informactes. Ligue para 1-800-275-2583 (TTY: 711} ou
entre em contato com seu prestador.

Pyccuwia: Brvmanve! Ecnu Bsl roBopuTe No-pyccky, Bam
AOCTYNHE BECNNaTHEE YCNYyTW nepesonquea. Taowe
GecnnarTHo NPEAOCTABNAKTCA COOTBETCTEYIILLWE
BCMOMOraTENkHEIE YCNYTA Mo NpeaocTasneH
WHhOpMAaLMKW B OocTyNHED dopmaTtax. SEoHUTE no
Tenedody 1-800-275-2583 (TTY: 711) wnw oSpaTuTecs K

CEOEMY NpoBadnepy.
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Espaiiol: ATEMCION: Si habla espaificl, hay servicios
gratuitos de asistencia linglistica disponibles. También
hay ayudas y senvicios auxiliares disponibles y sin cargo
en formatoes accesibles para brindarle informacidn. Llame
al 1-B00-275-2583 (TTY: 711) o hable con su prestador.

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog,
available para sa iyo ang mga libreng serbisyo sa tulong
za wika_ fAvailable din ang naaangkop na mga auxiliany
aid at serbisyo para magbigay ng impormasyon sa mga
naa-access na format nang walang bayad. Tumawag sa
1-800-275-2583 (TTY: 711) 0 makipag-usap sa iyong
provider.

deord: A Do duxh arerdd, ads oraadfab
Bden Do sotierid’ &7 0. Botiertne’ &y
T Sed” HATTTY) obodDE i Aol
DAgoren werfl hoen gro addorr oddran. 1-800-
275-2583 (TTY: 711) Acwbes =& Sobed dor Mo

Toabd arerdod.

YepaiHckska: ¥Yeara! Ao BH roBopHTe YEPaTHCRKOK, BamM
aocTynHi BeannatHi nocnym nepexnanaqa. Taskos
GeaonnatHo HAOAKTECA BIONOBRIAHI AONOMIHHI NOCMYTW 3
HagaHHA iHdopuaull B QocTyNHKK dopMaTax.
TenedoHyidTe 3a Houmepom 1-800-275-2583 (TTY: 711)
abo 3pepHITECA 00 CEBOMD NpoBadoepa.

Tiéng Viét: LU’ Y: Néu ban néi tiéng Viét, chung tdi co
dich vu hé try ngdn nglF mi&n phl danh cho ban. Ban
clng cd thé nhan dwge cac cong cu va dich vu hd trg
khac dé gilp tiép can théng tin dé dang hon, hoan toan
mién phi. Vui lbng goi 1-800-275-2583 (TTY: T11) hoéc
lign hé v nha cung cdp dich vy clia ban dé dwgc h tro.

Yoriba: AKIYESI: Ti o ba nso Yoriba, awon isé atilehin
édé Igfée wa larowdto re. Awon isé atilehin Iranldwo to ye
k&t pésé wiflnni ni ona iradyési kika wa larowdtd
bakanna l5féé. Pe 1-B00-275-2583 (TTY: 711) tabi ki 6 ba
olipésé re sord.

Discrimination Is Against the Law

This plan complies with applicable Federal civil rights laws
and does not dizcriminate on the basis of race, color,
national origin, age, disability, or sex_ This plan does not
exclude people or treat them less favorably because of
race, color, national origin, age, disability, or sex.

This plan:
=  Provides people with disabilities reasonable
maodifications and free appropriate auxiliary aids and
sernvices to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print,
audio, accessible electronic formats, other formats).
*  Provides free language assistance services to people
whose primary language is not English, which may
include:
—  Qualified interpreters
- Information written in other languages.

If you need reasonable modifications, appropriate
auxiliary aids and services, or language assistance
services, contact our Civil Rights Coordinator.

If you believe that this Plan has failed to provide these
services or discriminated in another way on the basis of
race, color, national origin. age, disability, or sex, you can
file a grievance with: our Civil Rights Coordinator, in
person or by mail: 1901 Market Street, Philadelphia, PA
18103, by phone: 1-888-377-3833 (TTY: 7T11), by fax:
215-T61-0245, or by email:

civilrightscoord inator@1901market.com.

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

You can also file a civil rights complaint with the LS.
Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Givil
Rights Complaint Portal, available at
hitps:/focrportal.hhs.goviocrportal/lobby.jsf, or by
mail or phone at:

U_5. Department of Health and Human Services
200 Independence Avenue, SW

Room 508F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-T697 (TDD)

Complaint forms are available at
hitp:/fwww.hhs.gov/ocrioffice/file/index. htmi.

This notice is available at the following website:
www.healthinsurancehosting. com/notices.

3545000 (04/25)
MA 15580 (04/25)
Y0041 HM 25 123991 C

28



Independence

PO Box 13713
Philadelphia, PA 19101-3713

ibxmedicare.com

THANK YOU


http://www.ibxmedicare.com/
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