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Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules. If you
have any questions, you can call and speak to a customer service representative at 1-800-833-2364 (TTY:
711).

Understanding the Benefits

Review the full list of benefits found in the Evidence of Coverage (EOC), especially for those services
that you routinely see a doctor. Visit Humana.com/medicare or call 1-800-833-2364 (TTY: 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 medicines is
in the network. If the pharmacy is not listed, you will likely have to select a new pharmacy for your

prescriptions.

Understanding Important Rules

In addition to your monthly plan premium, you must continue to pay your Medicare Part B premium.

This premium is normally taken out of your Social Security check each month.

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2022.

Our plan allows you to see providers outside of our network (non-contracted providers). However,
while we will pay for covered services provided by a non-contracted provider, the provider must agree

to treat you. Except in an emergency or urgent situations, non-contracted providers may deny care.
In addition, you may pay a higher co-pay for services received by non-contracted providers.
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Our service area includes the following parish(es) in Louisiana: Acadia, Allen, Ascension,
Assumption, Avoyelles, Beauregard, Bienville, Bossier, Caddo, Calcasieu, Caldwell, Cameron,
Catahoula, Claiborne, Concordia, De Soto, East Baton Rouge, East Carroll, East Feliciana,
Evangeline, Franklin, Grant, Iberia, Iberville, Jackson, Jefferson, Jefferson Davis, Lafayette,
Lafourche, LaSalle, Lincoln, Livingston, Madison, Morehouse, Natchitoches, Orleans, Ouachita,
Plaguemines, Pointe Coupee, Rapides, Red River, Richland, Sabine, St. Bernard, St. Charles, St.
Helena, St. James, St. John the Baptist, St. Landry, St. Martin, St. Mary, St. Tammany,
Tangipahoa, Tensas, Terrebonne, Union, Vermilion, Vernon, Washington, Webster, West Baton
Rouge, West Carroll, West Feliciana, Winn.
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Let's talk about HumanaChoice

H5216-202 (PPO)

000¢0¢9TeSH

Find out more about the HumanaChoice H5216-202 (PPO) plan - including the health
and drug services it covers - in this easy-to-use guide.

HumanaChoice H5216-202 (PPO) is a Medicare Advantage PPO plan with a Medicare
contract. Enrollment in this Humana plan depends on contract renewal.

The benefit information provided is a summary of what we cover and what you pay. It
doesn't list every service that we cover or list every limitation or exclusion. For a
complete list of services we cover, ask us for the "Evidence of Coverage".

To be eligible

To join HumanaChoice H5216-202
(PPO), you must be entitled to Medicare
Part A, be enrolled in Medicare Part B
and live in our service area.

Plan name:
HumanaChoice H5216-202 (PPO)

How to reach us:
If you're a member of this plan, call
toll-free: 1-800-457-4708 (TTY: 711).

If you're not a member of this plan,
call toll free: 1-800-833-2364 (TTY:
711).

October 1 - March 31:
Call 7 days a week from 8 a.m. - 8 p.m.

April 1 - September 30:
Call Monday - Friday, 8 a.m. - 8 p.m.

Or visit our website:
Humana.com/medicare.

More about HumanaChoice
H5216-202 (PPO)

Do you have Medicare and Medicaid? If you are a
dual-eligible beneficiary enrolled in both Medicare
and the state's program, you may not have to pay
the medical costs displayed in this booklet and
your prescription drug costs will be lower, too.

If you have Medicaid, be sure to show your
Medicaid ID card in addition to your Humana
membership card to make your provider aware
that you may have additional coverage. Your
services are paid first by Humana and then by
Medicaid.

As a member it's a good idea to select a doctor as
your Primary Care Provider (PCP). HumanaChoice
H5216-202 (PPO) has a network of doctors,
hospitals, pharmacies and other providers. If you
use providers who aren't in our network, you may
be subject to higher copayments/coinsurance.

A healthy partnership

Get more from your plan — with extra
services and resources provided by
Humana!
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Monthly Premium, Deductible and Limits
PLAN COSTS

Monthly plan premium

You must keep paying your
Medicare Part B premium.

PLAN COSTS
Medical deductible

$79
Depending on your level of Medicaid eligibility,
your plan premium may be reduced.

IN-NETWORK OUT-OF-NETWORK

$1,000 combined in- and
out-of-network

All services received from in
network providers are excluded
from the combined deductible.
Services not covered by Original
Medicare, Ambulance services,
Emergency room services,
Urgently Needed Services at
Urgent Care Centers,
Immunizations (Flu &
Pneumonia), and COVID-19 Tests
and Treatment received from
out-of-network providers are also
excluded from the combined

deductible.
Pharmacy (Part D) deductible $400 for Tier 4, Tier 5
Maximum out-of-pocket $6,700 in-network $10,000 combined in- and
responsibility $10,000 combined in- and out-of-network

The most you pay for copays,
coinsurance and other costs for
medical services for the year.

out-of-network

@? Covered Medical and Hospital Benefits

ACUTE INPATIENT HOSPITAL CARE

IN-NETWORK OUT-OF-NETWORK

$275 copay per day for days 1-7  $275 copay per day for days 1-7
$0 copay per day for days 8-90 $0 copay per day for days 8-90
Your plan covers an unlimited

number of days for an inpatient

stay.

You do not need a referral to receive covered services from plan providers. Certain procedures, services and drugs
may need advance approval from your plan. This is called a "prior authorization" or "preauthorization." Please
contact your PCP or refer to the Evidence of Coverage (EOC) for services that require a prior authorization from the

plan.
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@ Covered Medical and Hospital Benefits (cont.)
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IN-NETWORK OUT-OF-NETWORK
OUTPATIENT HOSPITAL COVERAGE
Outpatient surgery at $275 copay $275 copay
outpatient hospital
Outpatient surgery at $225 copay $225 copay
ambulatory surgical center
DOCTOR OFFICE VISITS
Primary care provider (PCP) $15 copay $15 copay
Specialists $50 copay $50 copay

You do not need a referral to receive covered services from plan providers. Certain procedures, services and drugs
may need advance approval from your plan. This is called a "prior authorization" or "preauthorization." Please
contact your PCP or refer to the Evidence of Coverage (EOC) for services that require a prior authorization from the

plan.
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@ Covered Medical and Hospital Benefits (cont)

IN-NETWORK OUT-OF-NETWORK
PREVENTIVE CARE

Our plan covers many preventive ¢g copay
services at no cost when you see

an in-network provider including:  any additional preventive services

+ Abdominal aortic aneurysm approved by Medicare during the
screening contract year will be covered.

+ Alcohol misuse counseling

+ Bone mass measurement

+ Breast cancer screening
(mammogram)

+ Cardiovascular disease
(behavioral therapy)

« Cardiovascular screenings

+ Cervical and vaginal cancer
screening

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

+ Depression screening

« Diabetes screenings

+ HIV screening

+ Medical nutrition therapy
services

+ Obesity screening and
counseling

+ Prostate cancer screenings
(PSA)

+ Sexually transmitted infections
screening and counseling

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

+ Vaccines, including flu shots,
hepatitis B shots,
pneumococcal shots

+ "Welcome to Medicare"
preventive visit (one-time)

+ Annual Wellness Visit

« Lung cancer screening

* Routine physical exam

« Medicare diabetes prevention
program

You do not need a referral to receive covered services from plan providers. Certain procedures, services and drugs
may need advance approval from your plan. This is called a "prior authorization" or "preauthorization." Please
contact your PCP or refer to the Evidence of Coverage (EOC) for services that require a prior authorization from the
plan.
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@ Covered Medical and Hospital Benefits (cont.)
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EMERGENCY CARE

Emergency room

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

IN-NETWORK

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

$90 copay

OUT-OF-NETWORK

$90 copay

Urgently needed services

Urgently needed services are
provided to treat a
non-emergency, unforeseen
medical illness, injury or condition
that requires immediate medical
attention.

OUTPATIENT CARE AND DIAGNOSTIC SERVICES, LABS AND IMAGING

$35 copay at an urgent care
center

$35 copay at an urgent care
center

Cost share may vary depending on the service and where service is provided

Diagnostic mammography

$0 to $50 copay

$0 to $50 copay

Diagnostic radiology

$150 to $225 copay

$150 to $225 copay

Lab services

$0 to $40 copay

$0 to $40 copay

Diagnostic tests and procedures

$0 to $100 copay

$0 to $100 copay

Outpatient X-rays

$0 to $60 copay

$0 to $60 copay

Radiation therapy
HEARING SERVICES

Medicare-covered hearing

$50 to $60 copay

$50 copay

$50 to $60 copay

$50 copay

You do not need a referral to receive covered services from plan providers. Certain procedures, services and drugs
may need advance approval from your plan. This is called a "prior authorization" or "preauthorization." Please
contact your PCP or refer to the Evidence of Coverage (EOC) for services that require a prior authorization from the

plan.

2021

-9-

Summary of Benefits



@ Covered Medical and Hospital Benefits (cont)

IN-NETWORK OUT-OF-NETWORK
Routine hearing HER941 HER941
+ $0 copayment for fitting, + $0 copayment for fitting,
routine hearing exams up to 1 routine hearing exams up to 1
per year. per year.

$0 copayment for adjustments
up to 2 per year.

$699 copayment for Advanced
level hearing aid up to 1 per ear
per year.

$999 copayment for Premium
level hearing aid up to 1 per ear
per year.

Note: Includes 48 batteries per
aid and 3 year warranty.

Fitting and adjustments are
covered for 1 year after
TruHearing hearing aid
purchase.

TruHearing provider must be used.

$0 copayment for adjustments
up to 2 per year.

$699 copayment for Advanced
level hearing aid up to 1 per ear
per year.

$999 copayment for Premium
level hearing aid up to 1 per ear
per year.

Note: Includes 48 batteries per
aid and 3 year warranty.

Fitting and adjustments are
covered for 1 year after
TruHearing hearing aid
purchase.

TruHearing provider must be
used for in and out-of-network
hearing aid benefit.

Benefits received
out-of-network are subject to
any in-network benefit
maximumes, limitations, and/or
exclusions.

DENTAL SERVICES

The cost-share indicated below is what you pay for the covered service.
Medicare-covered dental $50 copay $50 copay
Routine dental DEN768 DEN768

Dental benefits may not cover all
American Dental Association
procedure codes. Information
regarding each plan is available
at Humana.com/sb

Use the HumanaDental Medicare
network for the Mandatory
Supplemental Dental. The
provider locator can be found at
Humana.com > Find a Doctor >
from the Search Type drop down
select Dental > under Coverage

0% coinsurance for
comprehensive oral evaluation
or periodontal exam up to 1
every 3 years.

0% coinsurance for bitewing
x-rays up to 1 set(s) per year.
0% coinsurance for periodic
oral exam, prophylaxis
(cleaning) up to 2 per year.
0% coinsurance for necessary
anesthesia with covered service
up to unlimited per year.

50% coinsurance for
comprehensive oral evaluation
or periodontal exam up to 1
every 3 years.

50% coinsurance for bitewing
x-rays up to 1 set(s) per year.
50% coinsurance for periodic
oral exam, prophylaxis
(cleaning) up to 2 per year.
50% coinsurance for necessary
anesthesia with covered service
up to unlimited per year.

You do not need a referral to receive covered services from plan providers. Certain procedures, services and drugs
may need advance approval from your plan. This is called a "prior authorization" or "preauthorization." Please
contact your PCP or refer to the Evidence of Coverage (EOC) for services that require a prior authorization from the
plan.
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Preferred cost-sharing

Pharmacy options Retail Mail order

To find the preferred cost-share retail | Humana Pharmacy®

Elhormocies near you, go to
umana.com/pharmacyfinder

30-day supply 90-day supply 30-day supply 90-day supply

Tier 1: Preferred Generic  |S6 $18 S6 SO
Tier 2: Generic $15 S45 $15 SO
Tier 3: Preferred Brand S47 $141 S47 $131
Tier 4: Non-Preferred S99 $297 $99 $287
Drug
Tier 5: Specialty Tier 25% N/A 25% N/A
Standard cost-sharing
Pharmacy options Retail Mail order

All other network retail pharmacies. Walmart Mail, PillPack

30-day supply 90-day supply 30-day supply 90-day supply

Tier 1: Preferred Generic  [S10 $30 $10 S30
Tier 2: Generic S20 $60 $20 S60
Tier 3: Preferred Brand S47 $141 S47 $141
Tier 4: Non-Preferred $100 $300 $100 $300
Drug

Tier 5: Specialty Tier 25% N/A 25% N/A

Generic drugs may be covered on tiers other than Tier 1 and Tier 2 so please check this plan's Humana
Drug Guide to validate the specific tier on which your drugs are covered.

Specialty drugs are limited to a 30 day supply.
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If you receive Extra Help for your drugs, you'll pay the following:

Deductible You may pay $0 or $92 depending on your level of Extra Help (for Tier 4, Tier 5). If your
deductible is $92, you pay the full cost of these drugs until you reach $92. Then, you only pay your
cost-share.

Pharmacy cost-sharing

For generic drugs (including |30-day supply 90-day supply
brand drugs treated as $0 copay; or $0 copay; or
generic), either: $1.30 copay; or $1.30 copay; or
$3.70 copay ; or $3.70 copay ; or
15% of the cost 15% of the cost
For all other drugs, either: $0 copay; or $0 copay; or
$4 copay; or $4 copay; or
$9.20 copay ; or $9.20 copay ; or
15% of the cost 15% of the cost

Cost sharing may change depending on the pharmacy you choose, when you enter another phase of the
Part D benefit and if you qualify for "Extra Help." To find out if you qualify for "Extra Help," please contact
the Social Security Office at 1-800-772-1213 Monday — Friday, 7 a.m. — 7 p.m. TTY users should call
1-800-325-0778. For more information on the additional pharmacy-specific cost-sharing and the phases
of the benefit, please call us or access our "Evidence of Coverage" online.

If you reside in a long-term care facility, you pay the same as at a standard retail pharmacy.

You may get drugs from an out-of-network pharmacy but may pay more than you pay at an in-network
pharmacy.

Days' Supply Available

Unless otherwise specified, you can get your Part D drug in the following days' supply amounts:
+ One month supply (up to 30 days)*

+ Two month supply (31-60 days)

+ Three month supply (61-90 days)

*Long term care pharmacy (one month supply = 31 days)
Coverage Gap

After you enter the coverage gap, you pay 25 percent of the plan's cost for covered brand name drugs
and 25 percent of the plan's cost for covered generic drugs until your costs total $6,550 — which is the
end of the coverage gap. Not everyone will enter the coverage gap.

Catastrophic Coverage

After your yearly out-of-pocket drug costs (including drugs purchased through your retail pharmacy and

through mail order) reach $6,550, you pay the greater of:

* 5% of the cost, or

« $3.70 copay for generic (including brand drugs treated as generic) and a $9.20 copayment for all other
drugs
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(2 Additional Benefits

IN-NETWORK OUT-OF-NETWORK
Medicare-covered foot care $50 copay $50 copay
(podiatry)
Medicare-covered chiropractic $20 copay $20 copay
services
MEDICAL EQUIPMENT/SUPPLIES
Durable medical equipment (like 3794 of the cost 17% of the cost
wheelchairs or oxygen)
Medical Supplies 20% of the cost 20% of the cost
Prosthetics (artificial limbs or 20% of the cost 20% of the cost
braces)
Diabetic monitoring supplies $0 copay or 10% to 20% of the  20% of the cost
Cost share may vary dependingon cost
where service is provided.
REHABILITATION SERVICES
Physical, occupational and $20 copay $20 copay
speech therapy
Cardiac rehabilitation $20 copay $20 copay
Pulmonary rehabilitation $20 copay $20 copay
TELEHEALTH SERVICES (in addition to Original Medicare)
Primary care provider (PCP) $0 copay Not Covered
Specialist $50 copay Not Covered
Urgent care services $0 copay Not Covered

Substance abuse or behavioral $0 copay
health services

Not Covered
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More benefits with your plan

Enjoy some of these extra benefits included in your plan.

COVID-19 Testing and Treatment

$0 copay for testing and treatment
services for COVID-109.

Health Essentials Kit

Kit includes over the counter items
useful for preventing the spread of
COVID-19 and other viruses.

Limit one per year.

Travel Coverage

As a member of a Humana PPO, you
have the benefit to use Humana's
network of providers across the U.S. (not
available in all counties). If you are
visiting another Humana PPO service
areaq, simply access a Humana network
provider to receive your in-network level
of benefits for up to twelve consecutive
months. You pay your in-network copay
or coinsurance when you visit @
participating provider for
non-emergency care, including
preventive care, specialist care and
hospitalizations. Visit Humana.com or
contact Customer Care on the back of
your ID card if you need help finding an
in-network provider.

Humana Well Dine® Meal Program
Humana's meal program for members
following an inpatient stay in the
hospital or nursing facility.

Over-the-Counter (OTC) mail order

$25 every quarter (3 months) for
approved select over-the-counter health
and wellness products from Humana
Pharmacy mail delivery.

SilverSneakers® fitness program

Basic fitness center membership
including fitness classes.
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@ Find out more

humana.com/finder/search or call us at the number listed at the beginning of
this booklet and we will send you one.

@ You can see our plan's drug guide at our website at

You can see our plan's provider and pharmacy directory at our website at

humana.com/medicaredruglist or call us at the number listed at the beginning
of this booklet and we will send you one.

To find out more about the coverage and costs of Original Medicare, look in the current “Medicare & You”
handbook. View it online at http://www.medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227),
24 hours a day, seven days a week. TTY users should call 1-877-486-2048.

Telehealth services shown are in addition to the Original Medicare covered telehealth. Your cost may be different
for Original Medicare telehealth.

Limitations on telehealth services, also referred to as virtual visits or telemedicine, vary by state. These services
are not a substitute for emergency care and are not intended to replace your primary care provider or other
providers in your network. Any descriptions of when to use telehealth services are for informational purposes only
and should not be construed as medical advice. Please refer to your evidence of coverage for additional details
on what your plan may cover or other rules that may apply.

Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits.
Out-of-network/non-contracted providers are under no obligation to treat Humana members, except in

emergency situations. Please call our customer service number or see your Evidence of Coverage for more
information, including the cost-sharing that applies to out-of-network services.

HUITICInCI® Humana.com
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