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January 1 — December 31, 2024

Evidence of Coverage:

Your Medicare Health Benefits and Services and Prescription Drug Coverage as a
Member of VIVvA MEDICARE Extra Care (HMO SNP)

This document gives you the details about your Medicare health care and prescription drug
coverage from January 1 — December 31, 2024. This is an important legal document. Please
keep it in a safe place.

For questions about this document, please contact Member Services at 1-800-633-1542. (TTY
users should call 711). Hours are 8 a.m. to 8 p.m., Monday through Friday (from October 1
to March 31, 8 a.m. to 8 p.m., 7 days a week). This call is free.

This plan, VIvA MEDICARE Extra Care, is offered by VIVA HEALTH, Inc. ("VIvA HEALTH"). When
this Evidence of Coverage says “we,” “us,” or “our,” it means VIVA HEALTH. When it says “plan”
or “our plan,” it means VIVA MEDICARE Extra Care.

If you need this information in another format, such as audio or large print, please contact Member
Services (phone numbers are on the back of this document).

Benefits, premiums, deductibles, and/or copayments/coinsurance may change on January 1, 2025.

The formulary, pharmacy network, and/or provider network may change at any time. You will
receive notice when necessary. We will notify affected enrollees about changes at least 30 days in
advance.

This document explains your benefits and rights. Use this document to understand about:
e Your plan premium and cost-sharing;
Your medical and prescription drug benefits;
How to file a complaint if you are not satisfied with a service or treatment;
How to contact us if you need further assistance; and,
Other protections required by Medicare law.
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Multi-Language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our
health or drug plan. To get an interpreter, just call us at 1-800-633-1542 (TTY: 711). Someone
who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta
que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por
favor llame al 1-800-633-1542 (TTY: 711). Alguien que hable espaiol le podra ayudar. Este es
un servicio gratuito.

Chinese Mandarin: B 1 5E (L0 2 AR IR 5%, 6 B A8 i 225 5 Tt B 2l 24 W LR P AT {n] %%
o), AR SRR S, TR 1-800-633-1542 (TTY: 711), FATIId L TIE AR
SRS, X Ik k%,

Chinese Cantonese: &5 Z0 A"y (et SRl S5 ) (R[5 v BEAF AT BEN), AL FAMHe AL % By fl%
MR, MR, HECE 1-800-633-1542 (TTY: 711), FeMarh SCiy A B4 8 2 1
fReE), 8 e —HEE IR,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang
mga katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha
ng tagasaling-wika, tawagan lamang kami sa 1-800-633-1542 (TTY: 711). Maaari kayong
tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos
questions relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au 1-800-633-1542 (TTY: 711). Un interlocuteur
parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chiing t6i c¢6 dich vu théng dich mién phi dé tra 15i cac cau hoi vé chuong st
khoe va chuong trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-800-633-1542 (TTY:
711) s& c6 nhan vién noi tieng Viét giup do qui vi. Pay 1a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Thren Fragen zu unserem

Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-633-1542
(TTY: 711). Man wird Thnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: BAM= o5 B3 B o3 B o whek Aol gaf =2 A ¥ 5 59

MU 25 A Feta A FY T 5 A8 ~E o] &3t W %38} 1-800-633-1542 (TTY:
7T1IH o2 Fola) FAAIL., B0 5 at Fd A/ To =B Ayt o] Mu| A
TRz gyt

Russian: Eciamn y Bac BOSHUKHYT BOIIPOCHI OTHOCUTEIBHO CTPAXOBOI0 WJIM MEIUKAMEHTHOTO
IJIaHa, Bl MOXKETE BOCIIOJIb30BATHCSl HATUMU OECIUIATHBIMU YCIIyTraMu NEPEBOUYMKOB. UTOOBI
BOCITOJIB30BaThCS YCIyTraMu MepeBOAYMKa, TO3BOHUTE HaM 1o Tenedony 1-800-633-1542 (TTY:
711). Bam okaxeT NOMOIIs COTPYAHUK, KOTOPBIN TOBOPUT MO-pyccku. JlanHas ycioyra
OecruiaTHasl.



dyanll Unal 45091 Joaa ) daually (3la53 Abind] (51 o Llad Ailaall (5558 a3 jiall Clasd 2285 L) : Arabic
Gaady Le gadd o o ,1542-633-800-1 (TTY: 711) (Ao Uy Juaiyl (5 g dlile Gl 598 ad e Lo
Aoilae el ol elias ey Ay )

Hindi: SHR W 1 a1 $1 TS D aR H 310 fob it 41 4% b Siare ¢ b o gAR U
0T ST T8 SUdTs §. T GHTT UTtd 6 o oG, S99 §H 1-800-633-1542 (TTY:
711) TR B B, DI Afed Sl fgwal STedl § 3TID! Hag B Al 6. I8 Uh TUd IdT .

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande
sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-633-
1542(TTY: 711). Un nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un
servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a qualquer questao
que tenha acerca do nosso plano de saide ou de medicacdo. Para obter um intérprete, contacte-
nos através do numero 1-800-633-1542 (TTY: 711). Ira encontrar alguém que fale o idioma
Portugués para o ajudar. Este servigo € gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta genyen
konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis rele nou nan 1-800-633-
1542(TTY: 711). Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezplatne skorzystanie z ustug thumacza ustnego, ktory pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby skorzystac z
pomocy tlumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-633-1542 (TTY:
711). Ta ustuga jest bezptatna.

Japanese: 24 it (it i (R ERCRBR & 380 WU HE 7T ICBET A ZHEMICBEL T8 728
2. MERIDSHFRY — EZ BN TS T, MIRE Z H@ic %5 121d,
1-800-633-1542 (TTY: 711 BHGC 728 v, H AKGEZ 5T A & v 2wzl £9, 2
Wkl — 27,
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SECTION 1 Introduction

Section 1.1 You are enrolled in VIVA MEDICARE Extra Care, which is a
specialized Medicare Advantage Plan (Special Needs Plan)

You are covered by both Medicare and Medicaid:

e Medicare is the Federal health insurance program for people 65 years of age or older,
some people under age 65 with certain disabilities, and people with end-stage renal
disease (kidney failure).

e Medicaid is a joint Federal and state government program that helps with medical costs
for certain people with limited incomes and resources. Medicaid coverage varies
depending on the state and the type of Medicaid you have. Some people with Medicaid
get help paying for their Medicare premiums and other costs. Other people also get
coverage for additional services and drugs that are not covered by Medicare.

You have chosen to get your Medicare health care and your prescription drug coverage through
our plan, VIVA MEDICARE Extra Care. We are required to cover all Part A and Part B services.
However, cost-sharing and provider access in this plan differ from Original Medicare.

VIVA MEDICARE Extra Care is a specialized Medicare Advantage Plan (a Medicare Special
Needs Plan), which means its benefits are designed for people with special health care needs.
VIVA MEDICARE Extra Care is designed for people who have Medicare and who are also entitled
to assistance from Medicaid.

Because you get assistance from Medicaid with your Medicare Part A and B cost-sharing
(copayments and coinsurance) you may pay nothing for your Medicare health care services.
Medicaid may also provide other benefits to you by covering health care services that are not
usually covered under Medicare. You will also receive “Extra Help” from Medicare to pay for
the costs of your Medicare prescription drugs. VIVA MEDICARE Extra Care will help manage all
of these benefits for you, so that you get the health care services and payment assistance that you
are entitled to.

VIVA MEDICARE Extra Care is run by a private company. Like all Medicare Advantage Plans,
this Medicare Special Needs Plan is approved by Medicare. The plan also has a contract with the
Alabama Medicaid program to coordinate your Medicaid benefits. We are pleased to be
providing your Medicare health care coverage, including your prescription drug coverage.

Coverage under this Plan qualifies as Qualifying Health Coverage (QHC) and satisfies the
Patient Protection and Affordable Care Act’s (ACA) individual shared responsibility
requirement. Please visit the Internal Revenue Service (IRS) website at:
www.irs.gov/Affordable-Care-Act/Individuals-and-Families for more information.



https://www.irs.gov/Affordable-Care-Act/Individuals-and-Families
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Section 1.2 What is the Evidence of Coverage document about?

This Evidence of Coverage document tells you how to get your Medicare medical care and
prescription drugs. It explains your rights and responsibilities, what is covered, what you pay
as a member of the plan, and how to file a complaint if you are not satisfied with a decision or
treatment.

The words coverage and covered services refer to the medical care and services and the
prescription drugs available to you as a member of VIVA MEDICARE Extra Care.

It’s important for you to learn what the plan’s rules are and what services are available to you.
We encourage you to set aside some time to look through this Evidence of Coverage document.

If you are confused, concerned or just have a question, please contact Member Services.

Section 1.3 Legal information about the Evidence of Coverage

This Evidence of Coverage is part of our contract with you about how VIVA MEDICARE Extra
Care covers your care. Other parts of this contract include your enrollment form, the List of
Covered Drugs (Formulary), and any notices you receive from us about changes to your
coverage or conditions that affect your coverage. These notices are sometimes called riders or
amendments.

The contract is in effect for the months in which you are enrolled in VIVA MEDICARE Extra
Care between January 1, 2024 and December 31, 2024.

Each calendar year, Medicare allows us to make changes to the plans that we offer. This means
we can change the costs and benefits of VIVA MEDICARE Extra Care after December 31, 2024.
We can also choose to stop offering the plan in your service area, or to offer it in a different
service area, after December 31, 2024.

Medicare (the Centers for Medicare & Medicaid Services) and Medicaid must approve VIVA
MEDICARE Extra Care each year. You can continue each year to get Medicare coverage as a
member of our plan as long as we choose to continue to offer the plan and Medicare and
Medicaid renew its approval of the plan.

SECTION 2 What makes you eligible to be a plan member?

Section 2.1 Your eligibility requirements

You are eligible for membership in our plan as long as:
¢ You have both Medicare Part A and Medicare Part B

e —-and -- You live in our geographic service area (Section 2.3 below describes our service
area). Incarcerated individuals are not considered living in the geographic service area
even if they are physically located in it.
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e —- and -- You are a United States citizen or are lawfully present in the United States.

e - and -- You meet the special eligibility requirements described below.

Special eligibility requirements for our plan

Our plan is designed to meet the needs of people who receive certain Medicaid benefits.
(Medicaid is a joint Federal and state government program that helps with medical costs for
certain people with limited incomes and resources.) To be eligible for our plan you must be
eligible for both Medicare and Medicaid in one of the following categories: Full Benefit Dual
Eligible (FBDE), Qualified Medicare Beneficiary Plus (QMB+) or Specified Low-Income
Medicare Beneficiary Plus (SLMB+) or eligible for Medicare cost-sharing assistance under
Medicaid in one of the following categories: Qualified Disabled and Working Individual
(QDWI), Qualifying Individual (QI), Qualified Medicare Beneficiary (QMB Only) or Specified
Low-Income Medicare Beneficiary (SLMB Only).

Please note: If you lose your Medicaid eligibility but can reasonably be expected to regain
eligibility within 2 months, then you are still eligible for membership in our plan (Chapter 4,
Section 2.1 tells you about coverage and cost-sharing during a period of deemed continued
eligibility).

Section 2.2 What is Medicaid?

Medicaid is a joint Federal and state government program that helps with medical costs for
certain people who have limited incomes and resources. Each state decides what counts as
income and resources, who is eligible, what services are covered, and the cost for services. States
also can decide how to run their program as long as they follow the Federal guidelines.

In addition, there are programs offered through Medicaid that help people with Medicare pay
their Medicare costs, such as their Medicare premiums. These “Medicare Savings Programs”
help people with limited income and resources save money each year:

¢ Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B
premiums, and other cost-sharing (like deductibles, coinsurance, and copayments). (Some
people with QMB are also eligible for full Medicaid benefits (QMB+).)

e Specified Low-Income Medicare Beneficiary (SLMB): Helps pay Part B premiums.
(Some people with SLMB are also eligible for full Medicaid benefits (SLMB+).)

¢ Qualifying Individual (QI): Helps pay Part B premiums.
¢ Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums.

Section 2.3 Here is the plan service area for VIvA MEDICARE Extra Care

VIVA MEDICARE Extra Care is available only to individuals who live in our plan service area. To
remain a member of our plan, you must continue to reside in the plan service area. The service
area is described below.
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Our service area includes these counties in Alabama: Jackson, Limestone, Madison, Marshall
and Morgan.

If you plan to move out of the service area, you cannot remain a member of this plan. Please
contact Member Services to see if we have a plan in your new area. When you move, you will
have a Special Enrollment Period that will allow you to switch to Original Medicare or enroll in
a Medicare health or drug plan that is available in your new location.

It is also important that you call Social Security if you move or change your mailing address.
You can find phone numbers and contact information for Social Security in Chapter 2, Section 5.

Section 2.4 U.S. Citizen or Lawful Presence

A member of a Medicare health plan must be a U.S. citizen or lawfully present in the United
States. Medicare (the Centers for Medicare & Medicaid Services) will notify VIVA MEDICARE
Extra Care if you are not eligible to remain a member on this basis. VIVA MEDICARE Extra
Care must disenroll you if you do not meet this requirement.

SECTION 3 Important membership materials you will receive

Section 3.1 Your plan membership card

While you are a member of our plan, you must use your membership card whenever you get
services covered by this plan and for prescription drugs you get at network pharmacies. You
should also show the provider your Medicaid card. Here’s a sample membership card to show
you what yours will look like:

- d M ; i P
V M - 1 5 This plan has & pridg althorizabion reguirement for certain senices.
IVA [l.l)](.;f‘l.['“i Referrals are not d to s2e specialists in your Provider System.
-
EXTRA CARE (im0 snF) . =N . :
Madicare Member 58071::3 ] (205) B18-2067 or (BOO) 633-1542
A Mec.c::\e."\dvml:ﬁ = Medicare bmiting charges apphy™ TTY Users: 711
'r'::mh‘;—- iD: Issue Date: #-Hour Mambar Muras Ling, 1533) B05-1511
plemMEB:u - 7 Group: Provider Services: 7 (205) 558-7473 or (BO0) 284-7730
| S Precerts/Referrals: (205) B33-1201 or (800) 284-7780
Provider System: a Website: - w.wivaheaith com/medicare
PCP: Pharmacy Tech Help Desk: yEII-4E20
PCP Phone: RxBIN: 004335 Pharmacy Mail Crder: (BER) THA-5146
PCP: O ;:E%’; ’S}E%E?IQDV Submit EDI claims to Change Heal@a.' payer 1D 63114
Specialist: o Subrmit Pt D Rx claims to: Wit all cther claims to:
E_R' : i 2 \'] I = Medicare Part D Claims Processing VI LEDICARE
Far transporiatien services call: 1-B56-207-51E conear lfpx P.O. Box 52068 0. Box 55200
i -::uqs, Phoent:, AZ BS0T2-2066 Birmingbam, AL 35255-5200

Do NOT use your red, white, and blue Medicare card for covered medical services while you are
a member of this plan. If you use your Medicare card instead of your VIVA MEDICARE Extra
Care membership card, you may have to pay the full cost of medical services yourself. Keep
your Medicare card in a safe place. You may be asked to show it if you need hospital services,
hospice services, or participate in Medicare approved clinical research studies also called clinical
trials.
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If your plan membership card is damaged, lost, or stolen, call Member Services right away and
we will send you a new card.

Section 3.2 Provider Directory

The Provider Directory lists our current network providers and durable medical equipment
suppliers. Network providers are the doctors and other health care professionals, medical
groups, durable medical equipment suppliers, hospitals, and other health care facilities that have
an agreement with us to accept our payment and any plan cost-sharing as payment in full.

You must use network providers to get your medical care and services. Your Primary Care
Physician (PCP) is part of a Provider System. You must receive covered services from the
network providers that are in your selected Provider System. This is explained more in Chapter
3, Section 2.1 of this document. If you go elsewhere without proper authorization you will have
to pay in full. The only exceptions are emergencies, urgently needed services when the network
is not available (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 VIVA MEDICARE Extra Care
authorizes use of out-of-network providers.

The most recent list of providers and suppliers is available on our website at
www.VivaHealth.com/Medicare/Member-Resources.

If you don’t have your copy of the Provider Directory, you can request a copy (electronically or
in hardcopy form) from Member Services. Requests for hard copy Provider Directories will be
mailed to you within three business days.

Section 3.3 Pharmacy Directory

The Pharmacy Directory lists our network pharmacies. Network pharmacies are all of the
pharmacies that have agreed to fill covered prescriptions for our plan members. You can use the
Pharmacy Directory to find the network pharmacy you want to use. See Chapter 5, Section 2.5
for information on when you can use pharmacies that are not in the plan’s network.

If you don’t have the Pharmacy Directory, you can get a copy from Member Services. You can
also find this information on our website at www.VivaHealth.com/Medicare/Member-Resources.

Section 3.4 The plan’s List of Covered Drugs (Formulary)

The plan has a List of Covered Drugs (Formulary). We call it the “Drug List” for short. It tells
which Part D prescription drugs are covered under the Part D benefit included in VIva
MEDICARE Extra Care. The drugs on this list are selected by the plan with the help of a team of
doctors and pharmacists. The list must meet requirements set by Medicare. Medicare has
approved the VIVA MEDICARE Extra Care “Drug List.”

The “Drug List” also tells you if there are any rules that restrict coverage for your drugs.
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We will provide you a copy of the “Drug List. ” To get the most complete and current
information about which drugs are covered, you can visit the plan’s website
(www.VivaHealth.com/Medicare/Member-Resources) or call Member Services.

SECTION 4 Your monthly costs for VIVA MEDICARE Extra Care

Your costs may include the following:
e Plan Premium (Section 4.1)
Monthly Medicare Part B Premium (Section 4.2)
Part D Late Enrollment Penalty (Section 4.3)
Income Related Monthly Adjusted Amount (Section 4.4)

In some situations, your plan premium could be less

The “Extra Help” program helps people with limited resources pay for their drugs. Chapter 2,
Section 7 tells more about this program. As a member of our plan, you do not pay a monthly plan
premium if you qualify for "Extra Help" (people with Medicare and Medicaid automatically
qualify for "Extra Help").

If you are already enrolled and getting help from one of these programs, the information about
premiums in this Evidence of Coverage does not apply to you. We sent you a separate insert,
called the Evidence of Coverage Rider for People Who Get Extra Help Paying for Prescription
Drugs (also known as the Low-Income Subsidy Rider or the LIS Rider), which tells you about
your drug coverage. If you don’t have this insert, please call Member Services and ask for the
LIS Rider.

Medicare Part B and Part D premiums differ for people with different incomes. If you have
questions about these premiums review your copy of Medicare & You 2024 handbook, the
section called 2024 Medicare Costs. If you need a copy, you can download it from the Medicare
website (www.medicare.gov). Or, you can order a printed copy by phone at 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users call 1-877-486-2048.

Section 4.1 Plan premium

As a member of our plan, you do not pay a monthly plan premium if you qualify for “Extra
Help” (people with Medicare and Medicaid automatically qualify for “Extra Help”). For 2024,
the monthly premium for VIVA MEDICARE Extra Care is $0 or $41.40 (you pay $0 if you have
“Extra Help”).

Section 4.2 Monthly Medicare Part B Premium

Many members are required to pay other Medicare premiums

In addition to paying the monthly plan premium (if applicable), some members are required to
pay other Medicare premiums. As explained in Section 2 above, in order to be eligible for our
plan, you must maintain your eligibility for Medicaid as well as have both Medicare Part A and
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Medicare Part B. For most VIVA MEDICARE Extra Care members, Medicaid pays for your Part A
premium (if you don’t qualify for it automatically) and for your Part B premium.

If Medicaid is not paying your Medicare premiums for you, you must continue to pay your
Medicare premiums to remain a member of the plan. This includes your premium for Part B.
It may also include a premium for Part A which affects members who aren’t eligible for
premium free Part A.

Section 4.3 Part D Late Enroliment Penalty

Because you are dually-eligible, the LEP doesn’t apply to you as long as you maintain your
dually-eligible status, but if you lose your dually-eligible status, you may incur a LEP. The Part
D late enrollment penalty is an additional premium that must be paid for Part D coverage if at
any time after your initial enrollment period is over, there is a period of 63 days or more in a row
when you did not have Part D or other creditable prescription drug coverage. Creditable
prescription drug coverage is coverage that meets Medicare’s minimum standards since it is
expected to pay, on average, at least as much as Medicare’s standard prescription drug coverage.
The cost of the late enrollment penalty depends on how long you went without Part D or other
creditable prescription drug coverage. You will have to pay this penalty for as long as you have
Part D coverage.

The Part D late enrollment penalty is added to your monthly premium, if you are required to pay
a premium. When you first enroll in VIVA MEDICARE Extra Care, we will let you know the
amount of the penalty.

You will not have to pay it if:

e You receive “Extra Help” from Medicare to pay for your prescription drugs.
¢ You have gone less than 63 days in a row without creditable coverage.

e You have had creditable drug coverage through another source such as a former employer,
union, TRICARE, or Department of Veterans Affairs. Your insurer or your human
resources department will tell you each year if your drug coverage is creditable coverage.
This information may be sent to you in a letter or included in a newsletter from the plan.
Keep this information, because you may need it if you join a Medicare drug plan later.

o Note: Any notice must state that you had creditable prescription drug coverage that is
expected to pay as much as Medicare’s standard prescription drug plan pays.

o Note: The following are not creditable prescription drug coverage: prescription drug
discount cards, free clinics, and drug discount websites.

Medicare determines the amount of the penalty. Here is how it works:

e First, count the number of full months that you delayed enrolling in a Medicare drug
plan, after you were eligible to enroll. Or count the number of full months you did not
have creditable prescription drug coverage, if the break in coverage was 63 days or more.
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The penalty is 1% for every month that you did not have creditable coverage. For
example, if you go 14 months without coverage, the penalty will be 14%.

e Then Medicare determines the amount of the average monthly premium for Medicare

drug plans in the nation from the previous year. For 2024 this average premium amount is
$34.70.

e To calculate your monthly penalty, you multiply the penalty percentage and the average
monthly premium and then round it to the nearest 10 cents. In the example here, it would
be 14% times $34.70, which equals $4.85. This rounds to $4.90. This amount would be
added to the monthly premium for someone with a Part D late enrollment penalty.

There are three important things to note about this monthly Part D late enrollment penalty:

e First, the penalty may change each year, because the average monthly premium can
change each year.

e Second, you will continue to pay a penalty every month for as long as you are enrolled
in a plan that has Medicare Part D drug benefits, even if you change plans.

e Third, if you are under 65 and currently receiving Medicare benefits, the Part D late
enrollment penalty will reset when you turn 65. After age 65, your Part D late enrollment
penalty will be based only on the months that you don’t have coverage after your initial
enrollment period for aging into Medicare.

If you disagree about your Part D late enrollment penalty, you or your representative can
ask for a review. Generally, you must request this review within 60 days from the date on the
first letter you receive stating you have to pay a late enrollment penalty. However, if you were
paying a penalty before joining our plan, you may not have another chance to request a review of
that late enrollment penalty.

Important: Do not stop paying your Part D late enrollment penalty while you’re waiting for a
review of the decision about your late enrollment penalty. If you do, you could be disenrolled for
failure to pay your plan premiums.

Section 4.4 Income Related Monthly Adjustment Amount

Some members may be required to pay an extra charge, known as the Part D Income Related
Monthly Adjustment Amount, also known as IRMAA. The extra charge is figured out using your
modified adjusted gross income as reported on your IRS tax return from 2 years ago. If this
amount is above a certain amount, you’ll pay the standard premium amount and the additional
IRMAA. For more information on the extra amount you may have to pay based on your income,
visit https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-
coverage/monthly-premium-for-drug-plans.

If you have to pay an extra amount, Social Security, not your Medicare plan, will send you a
letter telling you what that extra amount will be. The extra amount will be withheld from your
Social Security, Railroad Retirement Board, or Office of Personnel Management benefit check,
no matter how you usually pay your plan premium, unless your monthly benefit isn’t enough to
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cover the extra amount owed. If your benefit check isn’t enough to cover the extra amount, you
will get a bill from Medicare. You must pay the extra amount to the government. It cannot
be paid with your monthly plan premium, if applicable. If you do not pay the extra amount
you will be disenrolled from the plan and lose prescription drug coverage.

If you disagree about paying an extra amount, you can ask Social Security to review the decision.
To find out more about how to do this, contact Social Security at 1-800-772-1213 (TTY 1-800-
325-0778).

SECTION 5 More information about your monthly premium

Section 5.1 There are several ways you can pay your plan premium (if
applicable)

If you are required to pay a plan premium, there are four ways you can pay the premium. You
can tell us which payment option you want to use at the time you complete an enrollment
request. You may change the payment option for future premium payments by contacting
Member Services (phone numbers are on the back of this document).

If you decide to change the way you pay your plan premium (if applicable), it can take up to
three months for your new payment method to take effect. While we are processing your request
for a new payment method, you are responsible for making sure that your plan premium is paid
on time (if applicable).

Option 1: Paying by check

You can choose to pay your monthly plan premium (if applicable) by check or money order. We
will mail a billing statement to you each month if you owe a premium. Your monthly plan
premium is due on the 1* day of the month for the current month’s coverage. For example, the
January premium is due January 1.

Your check or money order should be made payable to “VivA HEALTH” and should be mailed to:

VivA HEALTH
P.O. Box 934939
Atlanta, Georgia 31193-4939

Checks should not be made payable to the Centers for Medicare &Medicaid Services (CMS) or
the U.S. Department of Health and Human Services (HHS).

Walk-ins or payments made in person cannot be accepted. If a check is returned for non-
sufficient funds (NSF), you will be responsible for paying the $20 NSF fee to our plan in
addition to your plan premium (if applicable).
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Option 2: You can pay by Electronic Funds Transfer (EFT)

Instead of paying by check, you can have your monthly plan premium (if applicable)
automatically withdrawn from your bank account. This process is called Electronic Funds
Transfer (EFT). If you choose this option, your plan premium will be deducted from your
account on or after the 1* day of each month. In order for our plan to set up EFT, you will need
to fill out an EFT Authorization Agreement. You can obtain a copy of the EFT Authorization
Agreement by contacting Member Services at the number on the back cover of this document.
You will also need to provide us with a voided check from the bank account that you want your
plan premium to be withdrawn from. If your name does not appear on the voided check, the
person whose name is on the voided check must also sign the form. If your EFT is declined for
non-sufficient funds (NSF), you will be responsible for paying the $20 NSF fee to our plan in
addition to your plan premium.

Option 3: Having your premium (if applicable) taken out of your monthly Social
Security check

You can have the plan premium (if applicable) taken out of your monthly Social Security check.
Contact Member Services for more information on how to pay your plan premium this way. We
will be happy to help you set this up. (Phone numbers for Member Services are on the back of
this document.)

Option 4: You can have the plan premium (if applicable) taken out of your
monthly Railroad Retiree check (if you are a Railroad Retiree)

You can have the plan premium (if applicable) taken out of your monthly Railroad Retiree Board
check. Contact Member Services for more information on how to pay your monthly premium
this way. We will be happy to help you set this up. (Phone numbers for Member Services are on
the back of this document.)

Changing the way you pay your premium. If you decide to change the option by which
you pay your premium, it can take up to three months for your new payment method to take
effect. While we are processing your request for a new payment method, you are responsible for
making sure that your plan premium is paid on time. To change your payment method, contact
Member Services (phone numbers are on the back of this document).

What to do if you are having trouble paying your plan premium

Your plan premium payment (if applicable) is due in our office by the 1* day of the month. If we
have not received your payment by the 5™ day of the month, we will send you a notice telling
you that your plan membership will end if we do not receive your premium within 60 days.

If you are having trouble paying your premium on time, please contact Member Services to see if
we can direct you to programs that will help with your plan premium.

If we end your membership because you did not pay your plan premium, you will have health
coverage under Original Medicare. As long as you are receiving “Extra Help” with your
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prescription drug costs, you will continue to have Part D drug coverage. Medicare will enroll you
into a new prescription drug plan for your Part D coverage.

At the time we end your membership, you may still owe us for premiums you have not paid. We
have the right to pursue collection of the amount you owe. In the future, if you want to enroll
again in our plan (or another plan that we offer), you will need to pay the amount you owe before
you can enroll.

If you think we have wrongfully ended your membership, you can make a complaint (also called
a grievance); see Chapter 9 for how to file a complaint. If you had an emergency circumstance
that was out of your control and it caused you to not be able to pay your plan premium within our
grace period, you can make a complaint. For complaints, we will review our decision again.
Chapter 9, Section 11 of this document tells how to make a complaint or you can call us at 1-800-
633-1542 between the hours of 8 a.m. to 8 p.m., Monday through Friday (from October 1 to
March 31, 8 a.m. to 8 p.m., 7 days a week). TTY users should call 711. You must make your
request no later than 60 days after the date your membership ends.

Section 5.2 Can we change your monthly plan premium during the year?

No. We are not allowed to change the amount we charge for the plan’s monthly plan premium
during the year. If the monthly plan premium changes for next year, we will tell you in
September and the change will take effect on January 1.

However, in some cases the part of the premium that you have to pay can change during the year.
This happens if you become eligible for the “Extra Help” program or if you lose your eligibility
for the “Extra Help” program during the year. If a member qualifies for “Extra Help” with their
prescription drug costs, the “Extra Help” program will pay part of the member’s monthly plan
premium. A member who loses their eligibility during the year will need to start paying their full
monthly premium. You can find out more about the “Extra Help” program in Chapter 2, Section
7.

SECTION 6 Keeping your plan membership record up to date

Your membership record has information from your enrollment form, including your address and
telephone number. It shows your specific plan coverage including your Primary Care Physician.

The doctors, hospitals, pharmacists, and other providers in the plan’s network need to have
correct information about you. These network providers use your membership record to
know what services and drugs are covered and the cost-sharing amounts for you. Because
of this, it is very important that you help us keep your information up to date.

Let us know about these changes:

e Changes to your name, your address, or your phone number

e Changes in any other health insurance coverage you have (such as from your employer,
your spouse or domestic partner’s employer, workers’ compensation, or Medicaid)
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e Ifyou have any liability claims, such as claims from an automobile accident

¢ Ifyou have been admitted to a nursing home

e [fyou receive care in an out-of-area or out-of-network hospital or emergency room
e Ifyour designated responsible party (such as a caregiver) changes

e Ifyou are participating in a clinical research study (Note: You are not required to tell
your plan about the clinical research studies you intend to participate in but we encourage
you to do so)

If any of this information changes, please let us know by calling Member Services.

It is also important to contact Social Security if you move or change your mailing address. You
can find phone numbers and contact information for Social Security in Chapter 2, Section 5.

SECTION 7 How other insurance works with our plan

Other insurance

Medicare requires that we collect information from you about any other medical or drug
insurance coverage that you have. That’s because we must coordinate any other coverage you
have with your benefits under our plan. This is called Coordination of Benefits.

Once each year, we will send you a letter that lists any other medical or drug insurance coverage
that we know about. Please read over this information carefully. If it is correct, you don’t need to
do anything. If the information is incorrect, or if you have other coverage that is not listed, please
call Member Services. You may need to give your plan member ID number to your other
insurers (once you have confirmed their identity) so your bills are paid correctly and on time.

When you have other insurance (like employer group health coverage), there are rules set by
Medicare that decide whether our plan or your other insurance pays first. The insurance that pays
first is called the primary payer and pays up to the limits of its coverage. The one that pays
second, called the secondary payer, only pays if there are costs left uncovered by the primary
coverage. The secondary payer may not pay all of the uncovered costs. If you have other
insurance, tell your doctor, hospital, and pharmacy.

These rules apply for employer or union group health plan coverage:

e If you have retiree coverage, Medicare pays first.

e Ifyour group health plan coverage is based on your or a family member’s current
employment, who pays first depends on your age, the number of people employed by
your employer, and whether you have Medicare based on age, disability, or End-Stage
Renal Disease (ESRD):

o Ifyou’re under 65 and disabled and you or your family member are still working,
your group health plan pays first if the employer has 100 or more employees or at
least one employer in a multiple employer plan that has more than 100 employees.
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o Ifyou’re over 65 and you or your spouse or domestic partner are still working,
your group health plan pays first if the employer has 20 or more employees or at
least one employer in a multiple employer plan that has more than 20 employees.

e Ifyou have Medicare because of ESRD, your group health plan will pay first for the first
30 months after you become eligible for Medicare.

These types of coverage usually pay first for services related to each type:

e No-fault insurance (including automobile insurance)
e Liability (including automobile insurance)
e Black lung benefits

e Workers’ compensation

Medicaid and TRICARE never pay first for Medicare-covered services. They only pay after
Medicare and/or employer group health plans have paid.
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SECTION 1 VivA MEDICARE Extra Care contacts
(how to contact us, including how to reach Member
Services)

How to contact our plan’s Member Services

For assistance with claims, billing or member card questions, please call or write to VIVA
MEDICARE Extra Care Member Services. We will be happy to help you.

Method Member Services — Contact Information

CALL 1-800-633-1542
Calls to this number are free.

Our call center hours are 8 a.m. to 8 p.m., Monday through Friday (from
October 1 to March 31, 8 a.m. to 8 p.m., 7 days a week).

Member Services also has free language interpreter services available for
non-English speakers.

TTY 711

This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.

Calls to this number are free.

Our call center hours are 8 a.m. to 8§ p.m., Monday through Friday (from
October 1 to March 31, 8 a.m. to 8 p.m., 7 days a week).

FAX 205-558-7414

WRITE VIVA MEDICARE Extra Care
417 20™ Street North, Suite 1100
Birmingham, AL 35203

You may also send an email to:
vivamedicarememberhelp@uabmc.edu.

WEBSITE www.VivaHealth.com/Medicare



https://vivamedicarememberhelp@uabmc.edu
https://www.vivahealth.com/Medicare/

2024 Evidence of Coverage for VIVA MEDICARE Extra Care 21
Chapter 2 Important phone numbers and resources

How to contact us when you are asking for a coverage decision about your
medical care or Part D prescription drugs

A coverage decision is a decision we make about your benefits and coverage or about the amount
we will pay for your medical services or Part D prescription drugs. For more information on
asking for coverage decisions about your medical care or Part D prescription drugs, see Chapter
9 (What to do if you have a problem or complaint - coverage decisions, appeals, complaints).

Method

CALL

TTY

FAX

WRITE

WEBSITE

Coverage Decisions for Medical Care or Part D Prescription Drugs —
Contact Information

1-800-633-1542
Calls to this number are free.

Our call center hours are 8 a.m. to 8§ p.m., Monday through Friday (from
October 1 to March 31, 8 a.m. to 8 p.m., 7 days a week).

711

This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.
Calls to this number are free.

Our call center hours are § a.m. to 8§ p.m., Monday through Friday (from
October 1 to March 31, 8 a.m. to 8 p.m., 7 days a week).

205-449-7049 (coverage decisions for medical care)
205-449-2465 (coverage decisions for Part D prescription drugs)

VIVA MEDICARE Extra Care
417 20™ Street North, Suite 1100
Birmingham, AL 35203

www.VivaHealth.com/Medicare



https://www.vivahealth.com/Medicare/

2024 Evidence of Coverage for VIVA MEDICARE Extra Care 22
Chapter 2 Important phone numbers and resources

How to contact us when you are making an appeal about your medical care or
Part D prescription drugs

An appeal is a formal way of asking us to review and change a coverage decision we have made.
For more information on making an appeal about your medical care or Part D prescription drugs,
see Chapter 9 (What to do if you have a problem or complaint - coverage decisions, appeals,

complaints).

Method

CALL

TTY

FAX
WRITE

WEBSITE

Appeals for Medical Care or Part D Prescription Drugs — Contact
Information

1-800-633-1542
Calls to this number are free.

Our call center hours are 8 a.m. to 8§ p.m., Monday through Friday (from
October 1 to March 31, 8 a.m. to 8 p.m., 7 days a week).

711

This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.
Calls to this number are free.

Our call center hours are § a.m. to 8§ p.m., Monday through Friday (from
October 1 to March 31, 8 a.m. to 8 p.m., 7 days a week).

205-933-1239

VIVA MEDICARE Extra Care
417 20™ Street North, Suite 1100
Birmingham, AL 35203

www.VivaMedicare.com/Medicare
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How to contact us when you are making a complaint about your medical care or
Part D prescription drugs

You can make a complaint about us or one of our network providers or pharmacies, including
a complaint about the quality of your care. This type of complaint does not involve coverage
or payment disputes. For more information on making a complaint about your medical care
or Part D prescription drugs, see Chapter 9 (What to do if you have a problem or complaint -
coverage decisions, appeals, complaints).

Method Complaints about Medical Care or Part D Prescription Drugs —
Contact Information
CALL 1-800-633-1542

Calls to this number are free.

Our call center hours are 8 a.m. to 8 p.m., Monday through Friday (from
October 1 to March 31, 8 a.m. to 8 p.m., 7 days a week).

TTY 711

This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.

Calls to this number are free.

Our call center hours are 8 a.m. to 8 p.m., Monday through Friday (from
October 1 to March 31, 8 a.m. to 8 p.m., 7 days a week).

FAX 205-933-1239

WRITE VIVA MEDICARE Extra Care
417 20™ Street North, Suite 1100
Birmingham, AL 35203

MEDICARE You can submit a complaint about VIVA MEDICARE Extra Care directly to
WEBSITE Medicare. To submit an online complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx.

Where to send a request asking us to pay our share of the cost for medical care
or a drug you have received

If you have received a bill or paid for services (such as a provider bill) that you think we
should pay for, you may need to ask us for reimbursement or to pay the provider bill. See
Chapter 7 (Asking us to pay our share of a bill you have received for covered medical
services or drugs).

Please note: If you send us a payment request and we deny any part of your request, you can
appeal our decision. See Chapter 9 (What to do if you have a problem or complaint -
coverage decisions, appeals, complaints) for more information.
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Method Payment Requests — Contact Information

WRITE Payment requests for medical care:
VIVA MEDICARE Extra Care
P.O. Box 55209
Birmingham, AL 35255

Payments requests for Part D prescription drugs:
Caremark, Inc.

Medicare Part D Claim

P.O. Box 52066

Phoenix, AZ 85072-2066

WEBSITE www.VivaHealth.com/Medicare

SECTION 2 Medicare
(how to get help and information directly from the Federal
Medicare program)

Medicare is the Federal health insurance program for people 65 years of age or older, some
people under age 65 with disabilities, and people with End-Stage Renal Disease (permanent
kidney failure requiring dialysis or a kidney transplant).

The Federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services
(sometimes called CMS). This agency contracts with Medicare Advantage organizations
including us.

Method Medicare — Contact Information

CALL 1-800-MEDICARE, or 1-800-633-4227
Calls to this number are free.
24 hours a day, 7 days a week.

TTY 1-877-486-2048

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.
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Method
WEBSITE

Medicare — Contact Information

www.Medicare.gov

This is the official government website for Medicare. It gives you up-
to-date information about Medicare and current Medicare issues. It also
has information about hospitals, nursing homes, physicians, home
health agencies, and dialysis facilities. It includes documents you can
print directly from your computer. You can also find Medicare contacts
in your state.

The Medicare website also has detailed information about your
Medicare eligibility and enrollment options with the following tools:

e Medicare Eligibility Tool: Provides Medicare eligibility status
information.

e Medicare Plan Finder: Provides personalized information about
available Medicare prescription drug plans, Medicare health
plans, and Medigap (Medicare Supplement Insurance) policies in
your area. These tools provide an estimate of what your out-of-
pocket costs might be in different Medicare plans.

You can also use the website to tell Medicare about any complaints you
have about VIVA MEDICARE Extra Care:

e Tell Medicare about your complaint: You can submit a
complaint about VIVA MEDICARE Extra Care directly to
Medicare. To submit a complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx.
Medicare takes your complaints seriously and will use this
information to help improve the quality of the Medicare program.

If you don’t have a computer, your local library or senior center may be
able to help you visit this website using its computer. Or, you can call
Medicare and tell them what information you are looking for. They will
find the information on the website and review the information with
you. (You can call Medicare at 1-800-MEDICARE (1-800-633-4227),
24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.)


https://www.medicare.gov/
https://www.medicare.gov/MedicareComplaintForm/home.aspx
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SECTION 3 State Health Insurance Assistance Program
(free help, information, and answers to your questions about
Medicare)

The State Health Insurance Assistance Program (SHIP) is a government program with trained
counselors in every state. In Alabama, the SHIP is called Alabama Department of Senior
Services.

Alabama Department of Senior Services is an independent (not connected with any insurance
company or health plan) state program that gets money from the Federal government to give free
local health insurance counseling to people with Medicare.

Alabama Department of Senior Services’ counselors can help you understand your Medicare
rights, help you make complaints about your medical care or treatment, and help you straighten
out problems with your Medicare bills. Alabama Department of Senior Services’ counselors can
also help you with Medicare questions or problems and help you understand your Medicare plan
choices and answer questions about switching plans.

METHOD TO ACCESS SHIP and OTHER RESOURCES:

e Visit https://www.shiphelp.org (Click on SHIP LOCATOR in middle of page)
e Select your STATE from the list. This will take you to a page with phone numbers and
resources specific to your state.

Method Alabama Department of Senior Services — Contact Information
CALL 1-877-425-2243

1-800-AGE-LINE (1-800-243-5463)

Available 8 a.m. to 5 p.m., Monday through Friday.

TTY 711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

WRITE Alabama Department of Senior Services
201 Monroe Street, Suite 350
Montgomery, AL 36104-1851

WEBSITE www.alabamaageline.gov



https://www.shiphelp.org/
https://alabamaageline.gov/
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SECTION 4 Quality Improvement Organization

There is a designated Quality Improvement Organization for serving Medicare beneficiaries in
each state. For Alabama, the Quality Improvement Organization is called KEPRO.

KEPRO has a group of doctors and other health care professionals who are paid by Medicare to
check on and help improve the quality of care for people with Medicare. KEPRO is an
independent organization. It is not connected with our plan.

You should contact KEPRO in any of these situations:

¢ You have a complaint about the quality of care you have received.
¢ You think coverage for your hospital stay is ending too soon.

¢ You think coverage for your home health care, skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services are ending too soon.

Method KEPRO: Alabama’s Quality Improvement Organization —
Contact Information
CALL 1-888-317-0751

Available 9 a.m. to 5 p.m., Monday through Friday (available on
weekends and holidays from 11 a.m. to 3 p.m.).

TTY 711 or 1-855-843-4776

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

WRITE KEPRO
5201 West Kennedy Blvd., Suite 900
Tampa, FL 33609

WEBSITE www.keprogio.com

SECTION 5 Social Security

Social Security is responsible for determining eligibility and handling enrollment for
Medicare. U.S. citizens and lawful permanent residents who are 65 or older, or who have a
disability or End-Stage Renal Disease and meet certain conditions, are eligible for Medicare.
If you are already getting Social Security checks, enrollment into Medicare is automatic. If
you are not getting Social Security checks, you have to enroll in Medicare. To apply for
Medicare, you can call Social Security or visit your local Social Security office.

Social Security is also responsible for determining who has to pay an extra amount for their
Part D drug coverage because they have a higher income. If you got a letter from Social
Security telling you that you have to pay the extra amount and have questions about the


https://www.keproqio.com/
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amount or if your income went down because of a life-changing event, you can call Social
Security to ask for reconsideration.

If you move or change your mailing address, it is important that you contact Social Security to
let them know.

Method Social Security — Contact Information

CALL 1-800-772-1213
Calls to this number are free.

Available 8 a.m. to 7 p.m., Monday through Friday.
You can use Social Security’s automated telephone services to get
recorded information and conduct some business 24 hours a day.

TTY 1-800-325-0778

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.
Available 8 a.m. to 7 p.m., Monday through Friday.

WEBSITE WWW.SSa.20V

SECTION 6 Medicaid

As explained in Chapter 1, Section 2.1, VIVA MEDICARE Extra Care members are enrolled in
both Medicare and Medicaid. Medicaid is a joint Federal and state government program that
helps with medical costs for certain people with limited incomes and resources.

In addition, there are programs offered through Medicaid that help people with Medicare pay
their Medicare costs, such as their Medicare premiums. These “Medicare Savings Programs”
help people with limited income and resources save money each year:

¢ Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B
premiums, and other cost-sharing (like deductibles, coinsurance, and copayments). (Some
people with QMB are also eligible for full Medicaid benefits (QMB+).)

¢ Specified Low-Income Medicare Beneficiary (SLMB): Helps pay Part B premiums.
(Some people with SLMB are also eligible for full Medicaid benefits (SLMB+).)

¢ Qualifying Individual (QI): Helps pay Part B premiums.

¢ Qualified Disabled & Working Individual (QDWI): Helps pay Part A premiums.

If you have questions about the assistance you get from Medicaid, contact the Alabama Medicaid
Agency.


http://www.ssa.gov/
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Method
CALL

TTY

WRITE

WEBSITE

Alabama Medicaid Agency — Contact Information

1-800-362-1504 or 1-334-242-5000
Available 8 a.m. to 4:30 p.m., Monday through Friday.

1-800-253-0799
This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Alabama Medicaid Agency
501 Dexter Avenue
Montgomery, AL 36104

www.medicaid.alabama.gov

Alabama Department of Senior Services helps people enrolled in Medicaid with service or
billing problems. They can help you file a grievance or appeal with our plan.

Method
CALL

TTY

WRITE

WEBSITE

Alabama Department of Senior Services — Contact Information

Alabama Department of Senior Services at 1-877-425-2243 or 1-800-
AGE-LINE (1-800-243-5463)

Available 8 a.m. to 5 p.m., Monday through Friday.
711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Alabama Department of Senior Services
201 Monroe Street, Suite 350
Montgomery, AL 36104-1851

www.alabamaageline.gov

Alabama Department of Senior Services helps people get information about nursing homes and
resolve problems between nursing homes and residents or their families.

Method
CALL

TTY

Alabama Department of Senior Services — Contact Information

Alabama Department of Senior Services at 1-877-425-2243 or 1-800-
AGE-LINE (1-800-243-5463)

Available 8 a.m. to 5 p.m., Monday through Friday.
711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.


https://medicaid.alabama.gov/
https://alabamaageline.gov/
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Method Alabama Department of Senior Services — Contact Information

WRITE Alabama Department of Senior Services
201 Monroe Street, Suite 350
Montgomery, AL 36104-1851

WEBSITE www.alabamaageline.gov

SECTION 7 Information about programs to help people pay for their
prescription drugs

The Medicare.gov website (https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-
drug-coverage/costs-in-the-coverage-gap/5-ways-to-get-help-with-prescription-costs) provides
information on how to lower your prescription drug costs. For people with limited incomes, there
are also other programs to assist, described below.

Medicare’s “Extra Help” Program

Because you are eligible for Medicaid, you qualify for and are getting “Extra Help” from
Medicare to pay for your prescription drug plan costs. You do not need to do anything further to
get this “Extra Help.”

If you have questions about “Extra Help,” call:

e 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048
(applications), 24 hours a day, 7 days a week;

e The Social Security Office at 1-800-772-1213, between 8 a.m. to 7 p.m., Monday through
Friday. TTY users should call 1-800-325-0778; or

e Your State Medicaid Office (applications). See Section 6 of this chapter for contact
information.

If you believe that you are paying an incorrect cost-sharing amount when you get your
prescription at a pharmacy, our plan has a process for you to either request assistance in
obtaining evidence of your proper copayment level, or, if you already have the evidence, to
provide this evidence to us.

e Member Services may request that you mail, fax or deliver a copy of your Medicaid award
letter (or other written proof showing that you qualify for “Extra Help”) to our office. If
you do not have written proof that you have qualified for “Extra Help,” Member Services
can provide you with the telephone numbers of the Alabama Medicaid Agency or the
Social Security Administration so that you can request proof (or you can refer to Sections
5 and 6 of this chapter for contact information).

e When we receive the evidence showing your copayment level, we will update our system
so that you can pay the correct copayment when you get your next prescription at the
pharmacy. If you overpay your copayment, we will reimburse you. Either we will forward


https://alabamaageline.gov/
https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/costs-in-the-coverage-gap/5-ways-to-get-help-with-prescription-costs
https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/costs-in-the-coverage-gap/5-ways-to-get-help-with-prescription-costs
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a check to you in the amount of your overpayment or we will offset future copayments. If
the pharmacy hasn’t collected a copayment from you and is carrying your copayment as a
debt owed by you, we may make the payment directly to the pharmacy. If a state paid on
your behalf, we may make payment directly to the state. Please contact Member Services
if you have questions.

What if you have coverage from an AIDS Drug Assistance Program (ADAP)?
What is the AIDS Drug Assistance Program (ADAP)?

The AIDS Drug Assistance Program (ADAP) helps ADAP-eligible individuals living with
HIV/AIDS have access to life-saving HIV medications. Medicare Part D prescription drugs that
are also on the ADAP formulary qualify for prescription cost-sharing assistance through the
Alabama AIDS Drug Assistance Program. Note: To be eligible for the ADAP operating in your
State, individuals must meet certain criteria, including proof of State residence and HIV status,
low income as defined by the State, and uninsured/under-insured status. If you change plans
please notify your local ADAP enrollment worker so you can continue to receive assistance. For
information on eligibility criteria, covered drugs, or how to enroll in the program, please call the
Alabama AIDS Drug Assistance Program at 1-866-574-9964.

SECTION 8 How to contact the Railroad Retirement Board

The Railroad Retirement Board is an independent Federal agency that administers
comprehensive benefit programs for the nation’s railroad workers and their families. If you
receive your Medicare through the Railroad Retirement Board, it is important that you let them
know if you move or change your mailing address. If you have questions regarding your benefits
from the Railroad Retirement Board, contact the agency.

Method Railroad Retirement Board — Contact Information
CALL 1-877-772-5772

If you press “0,” you may speak with an RRB representative from
9:00 am to 3:30 pm, Monday, Tuesday, Thursday, and Friday, and
from 9:00 am to 12:00 pm on Wednesday.

If you press “1,” you may access the automated RRB HelpLine and
recorded information 24 hours a day, including weekends and
holidays.

TTY 1-312-751-4701

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.
Calls to this number are not free.

WEBSITE rrb.gov/


https://rrb.gov/
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SECTION 9 Do you have group insurance or other health insurance
from an employer?

If you (or your spouse or domestic partner) get benefits from your (or your spouse or domestic
partner’s) employer or retiree group as part of this plan, you may call the employer/union
benefits administrator or Member Services if you have any questions. You can ask about your (or
your spouse or domestic partner’s) employer or retiree health benefits, premiums, or the
enrollment period. (Phone numbers for Member Services are printed on the back cover of this
document.) You may also call 1-800-MEDICARE (1-800-633-4227; TTY: 1-877-486-2048)
with questions related to your Medicare coverage under this plan.

If you have other prescription drug coverage through your (or your spouse or domestic
partner’s) employer or retiree group, please contact that group’s benefits administrator. The
benefits administrator can help you determine how your current prescription drug coverage
will work with our plan.



CHAPTER 3:

Using the plan for your medical
and other covered services
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SECTION 1 Things to know about getting your medical care and
other services as a member of our plan

This chapter explains what you need to know about using the plan to get your medical care and
other services covered. It gives definitions of terms and explains the rules you will need to
follow to get the medical treatments, services, equipment, prescription drugs, and other
medical care that are covered by the plan.

For the details on what medical care and other services are covered by our plan and how much
you pay when you get this care, use the Medical Benefits Chart in the next chapter, Chapter 4
(Medical Benefits Chart, what is covered and what you pay).

Section 1.1 What are network providers and covered services?

e Providers are doctors and other health care professionals licensed by the state to provide
medical services and care. The term providers also includes hospitals and other health
care facilities.

e Network providers are the doctors and other health care professionals, medical groups,
hospitals, and other health care facilities that have an agreement with us to accept our
payment and your cost-sharing amount (if any) as payment in full. We have arranged for
these providers to deliver covered services to members in our plan. The providers in our
network bill us directly for care they give you. When you see a network provider, you
pay nothing or pay only your share of the cost (if any) for covered services.

e Covered services include all the medical care, health care services, supplies, equipment,
and Prescription Drugs that are covered by our plan. Your covered services for medical
care are listed in the Medical Benefits Chart in Chapter 4. Your covered services for
prescription drugs are discussed in Chapter 5.

Section 1.2 Basic rules for getting your medical care and other services
covered by the plan

As a Medicare health plan, VIVA MEDICARE Extra Care must cover all services covered by
Original Medicare and may offer other services in addition to those covered under Original
Medicare.

VIVA MEDICARE Extra Care will generally cover your medical care as long as:

e The care you receive is included in the plan’s Medical Benefits Chart (this chart is in
Chapter 4 of this document).

e The care you receive is considered medically necessary. Medically necessary means
that the services, supplies, equipment, or drugs are needed for the prevention, diagnosis,
or treatment of your medical condition and meet accepted standards of medical practice.

e You have a network Primary Care Physician (PCP) who is providing and overseeing
your care. As a member of our plan, you must choose a network PCP (for more
information about this, see Section 2.1 in this chapter).
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o Your PCP may recommend other network providers such as specialists, home health
agencies, skilled nursing facilities or hospitals. Specialty care from a network provider
in your selected Provider System does not require a referral.

o Referrals from your PCP are not required to see a network specialist in your Provider
System.

¢ You must receive your care from a network provider (for more information about this,
see Section 2 in this chapter). In most cases, care you receive from an out-of-network
provider (a provider who is not part of our plan’s network) will not be covered. This
means that you will have to pay the provider in full for the services furnished. Here are
three exceptions:

o The plan covers emergency care or urgently needed services that you get from an out-
of-network provider. For more information about this, and to see what emergency or
urgently needed services means, see Section 3 in this chapter.

o If you need medical care that Medicare requires our plan to cover but there are no
specialists in our network that provide this care, you can get this care from an out-of-
network provider at the same cost-sharing you normally pay in-network. However, our
plan must approve (in advance) any non-emergent or non-urgent care you receive from
an out-of-network provider. In this situation, we will cover these services as if you got
the care from a network provider. For information about getting approval to see an out-
of-network doctor, see Section 2.4 in this chapter.

o The plan covers kidney dialysis services that you get at a Medicare-certified dialysis
facility when you are temporarily outside the plan’s service area or when your provider
for this service is temporarily unavailable or inaccessible. The cost-sharing you pay for
dialysis can never exceed the cost-sharing in Original Medicare. If you are outside the
plan’s service area and obtain the dialysis from a provider that is outside the plan’s
network, your cost-sharing cannot exceed the cost-sharing you pay in-network.
However, if your usual in-network provider for dialysis is temporarily unavailable and
you choose to obtain services inside the service area from a provider outside the plan’s
network the cost-sharing for the dialysis may be higher.

SECTION 2 Use providers in the plan’s network to get your medical
care and other services

Section 2.1 You must choose a Primary Care Physician (PCP) to provide and
oversee your care

What is a PCP and what does the PCP do for you?

A PCP is a physician who meets state requirements and is trained to give you basic medical care.
You can get most of your routine or basic care from your PCP. Besides providing much of your
care, your PCP can help arrange or coordinate the rest of the covered services you get as a
member of our plan. You do not need a referral from your PCP before you see a network
specialist in your Provider System. Your PCP will request prior authorization (approval in
advance) from our plan for certain services listed in the Medical Benefits Chart in Chapter 4 of
this document.
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Your PCP can include a:

family practice physician;
internal medicine physician;
general practice physician; or
geriatric practice physician.

How do you choose your PCP?

You may choose a PCP by using the Provider Directory or by getting help from Member
Services (phone numbers are on the back of this document). When you choose a PCP, you also
choose a Provider System. The term “Provider System” is used to describe a group of contracted
PCPs, specialists, hospitals, and other health care providers. You are required to receive covered
services from the network providers in your selected Provider System. The PCP and Provider
System you choose will be listed on your VIVA MEDICARE Extra Care membership card.

Changing your PCP

You may change your PCP for any reason, at any time. Also, it’s possible that your PCP might
leave our plan’s network of providers and you would have to find a new PCP. If you change to a
new PCP that is in a different Provider System, you may be limited to specific specialists or
hospitals. For more information on getting care from specialists and other providers, see Section
2.3 below.

To change your PCP, simply call Member Services (phone numbers are on the back of this
document). When you call, be sure to let us know if you are getting other covered services that
need your PCP’s approval (such as home health services and durable medical equipment). We
will help make sure that you can continue with the services you have been getting when you
change your PCP. We will also check to be sure the PCP you want to switch to is accepting new
patients.

Member Services will tell you when the change to your new PCP will take effect. In many cases,
we will make your PCP change the first day of the month after we receive your PCP change
request.

When you change your PCP, we will send you a new membership card that shows the name and
phone number of your new PCP.

Section 2.2 What kinds of medical care and other services can you get
without a referral from your PCP?

You can get the services listed below without getting approval in advance from your PCP.

e Routine women'’s health care, which includes breast exams, screening mammograms (X-
rays of the breast), Pap tests, and pelvic exams as long as you get them from a network
provider in your selected Provider System.

¢ Flu shots, COVID-19 vaccinations, Hepatitis B vaccinations, and pneumonia vaccinations
as long as you get them from a network provider.
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Emergency services from network providers or from out-of-network providers.

Urgently needed services are covered services that are not emergency services, provided
when the network providers are temporarily unavailable or inaccessible or when the
enrollee is out of the service area. For example, you need immediate care during the
weekend. Services must be immediately needed and medically necessary.

Kidney dialysis services that you get at a Medicare-certified dialysis facility when you are
temporarily outside the plan’s service area. (If possible, please call Member Services
before you leave the service area so we can help arrange for you to have maintenance
dialysis while you are away.)

Specialty care from network specialists in your Provider System.

Section 2.3 How to get care from specialists and other network providers

A specialist is a doctor who provides health care services for a specific disease or part of the

body.

There are many kinds of specialists. Here are a few examples:

Oncologists care for patients with cancer.
Cardiologists care for patients with heart conditions.
Orthopedists care for patients with certain bone, joint, or muscle conditions.

When you need care from a specialist, you must receive covered services from a network
specialist in your selected Provider System. Specialty care from a network specialist in
your selected Provider System does not require a referral. However, some specialists
have an office practice of requiring a request from a PCP or another physician before
they will see a patient.

In some cases, your PCP, specialist, or other network provider will need to get prior
authorization (approval in advance) from us for your covered services. Services requiring
prior authorization are marked in italics in the Medical Benefits Chart in Chapter 4,
Section 2.1 of this document.

What if a specialist or another network provider leaves our plan?

We may make changes to the hospitals, doctors, and specialists (providers) that are part of your
plan during the year. If your doctor or specialist leaves your plan you have certain rights and
protections that are summarized below:

Even though our network of providers may change during the year, Medicare requires
that we furnish you with uninterrupted access to qualified doctors and specialists.

We will notify you that your provider is leaving our plan so that you have time to select a
new provider.

o If your primary care or behavioral health provider leaves our plan, we will notify
you if you have seen that provider within the past three years.

o If any of your other providers leave our plan, we will notify you if you are
assigned to the provider, currently receive care from them, or have seen them
within the past three months.
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e We will assist you in selecting a new qualified in-network provider that you may access
for continued care.

e If you are currently undergoing medical treatment or therapies with your current
provider, you have the right to request, and we will work with you to ensure, that the
medically necessary treatment or therapies you are receiving continues.

e We will provide you with information about the different enrollment periods available to
you and options you may have for changing plans.

e We will arrange for any medically necessary covered benefit outside of our provider
network, but at in-network cost-sharing, when an in-network provider or benefit is
unavailable or inadequate to meet your medical needs. You or your doctor will need to
get approval in advance (prior authorization) from us before seeing a provider that is not
in our network.

e Ifyou find out your doctor or specialist is leaving your plan, please contact us so we can
assist you in finding a new provider to manage your care.

e If you believe we have not furnished you with a qualified provider to replace your
previous provider or that your care is not being appropriately managed, you have the
right to file a quality of care complaint to the QIO, a quality of care grievance to the plan,
or both. Please see Chapter 9.

Section 2.4 How to get care from out-of-network providers

In most cases, your care will be provided by a network provider. Care you receive from an out-
of-network provider (a provider that is not part of our plan’s network) will not be covered except
for the following:

e Emergency care or urgently needed care. For more information about this, and to see what
emergency or urgently needed care means, see Section 3 in this chapter.

e Medical care that Medicare requires our plan to cover and the providers in our network
cannot provide this care. You must get prior authorization (approval in advance) for any
non-emergent or non-urgent care you receive from an out-of-network provider. To obtain
approval, please call Member Services or have your PCP call VivA HEALTH’s Medical
Management Department (plan contact information can be found in Chapter 2, Section 1
of this document).

¢ Kidney dialysis services that you get at a Medicare-certified dialysis facility when you are
temporarily outside the plan’s service area.
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SECTION 3 How to get services when you have an emergency or
urgent need for care or during a disaster

Section 3.1 Getting care if you have a medical emergency

What is a medical emergency and what should you do if you have one?

A medical emergency is when you, or any other prudent layperson with an average knowledge
of health and medicine, believe that you have medical symptoms that require immediate medical
attention to prevent your loss of life (and, if you are a pregnant woman, loss of an unborn child),
loss of a limb or function of a limb, or loss of or serious impairment to a bodily function. The
medical symptoms may be an illness, injury, severe pain, or a medical condition that is quickly
getting worse.

If you have a medical emergency:

e Get help as quickly as possible. Call 911 for help or go to the nearest emergency room
or hospital. Call for an ambulance if you need it. You do not need to get approval or a
referral first from your PCP. You do not need to use a network doctor. You may get
covered emergency medical care whenever you need it, anywhere worldwide, and from
any provider with an appropriate state license even if they are not part of our network
(ambulance services are covered only in the United States or its territories).

e As soon as possible, make sure that our plan has been told about your emergency.
We need to follow up on your emergency care. You or someone else should call to tell us
about your emergency care, usually within 48 hours. You can contact us at the phone
number listed on your VIVA MEDICARE Extra Care membership card (or at the phone
number listed in Chapter 2, Section 1 of this document).

What is covered if you have a medical emergency?

Our plan covers ambulance services, within the United States and its territories, in situations
where getting to the emergency room in any other way could endanger your health. We also
cover medical services during the emergency.

The doctors who are giving you emergency care will decide when your condition is stable and
the medical emergency is over.

After the emergency is over you are entitled to follow-up care to be sure your condition
continues to be stable. Your doctors will continue to treat you until your doctors contact us and
make plans for additional care. Your follow-up care will be covered by our plan. If your
emergency care is provided by out-of-network providers, we will try to arrange for network
providers to take over your care as soon as your medical condition and the circumstances allow.
Follow-up post-stabilization care is covered according to Medicare guidelines.
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What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might go
in for emergency care — thinking that your health is in serious danger — and the doctor may say
that it wasn’t a medical emergency after all. If it turns out that it was not an emergency, as long
as you reasonably thought your health was in serious danger, we will cover your care.

However, after the doctor has said that it was not an emergency, we will cover additional care
only if you get the additional care in one of these two ways:

* You go to a network provider to get the additional care.

e —or— The additional care you get is considered urgently needed services and you follow
the rules for getting this urgent care (for more information about this, see Section 3.2
below).

Section 3.2 Getting care when you have an urgent need for services

What are urgently needed services?

An urgently needed service is a non-emergency situation requiring immediate medical care but,
given your circumstances, it is not possible or not reasonable to obtain these services from a
network provider. The plan must cover urgently needed services provided out-of-network. Some
examples of urgently needed services are 1) a severe sore throat that occurs over the weekend or
i1) an unforeseen flare-up of a known condition when you are temporarily outside the service
area.

When you are in the plan's service area, you can get urgently needed care from your PCP, a
network provider, or a network urgent care center. You can find a list of network urgent care
centers in our Provider Directory (available at www.VivaHealth.com/Medicare/Member-
Resources or you can call Member Services for assistance (phone numbers are on the back cover
of this document). When you are outside the plan's service area, you can get urgently needed care
from any provider within the United States and its territories.

Our plan does not cover urgently needed services nor any other services, other than emergency
care outside the United States and its territories. For more details, see "Urgently needed services"
in the Medical Benefits Chart in Chapter 4 of this document.

Our plan covers worldwide emergency services outside the United States as described under
"Emergency care" in the Medical Benefits Chart in Chapter 4 of this document.

Section 3.3 Getting care during a disaster

If the Governor of your state, the U.S. Secretary of Health and Human Services, or the President
of the United States declares a state of disaster or emergency in your geographic area, you are
still entitled to care from your plan.

Please visit our website at www.VivaHealth.com/Medicare/Medicare/Member-Resources for
information on how to obtain needed care during a disaster.
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If you cannot use a network provider during a disaster, your plan will allow you to obtain care
from out-of-network providers at in-network cost-sharing. If you cannot use a network pharmacy
during a disaster, you may be able to fill your prescription drugs at an out-of-network pharmacy.
Please see Chapter 5, Section 2.5 for more information.

SECTION 4 What if you are billed directly for the full cost of your
services?

Section 4.1 You can ask us to pay our share of the cost for covered services

If you have paid more than your plan cost-sharing for covered services, or if you have received a
bill for the full cost of covered medical services, go to Chapter 7 (4sking us to pay our share of a
bill you have received for covered medical services or drugs) for information about what to do.

Section 4.2 What should you do if services are not covered by our plan?

VIVA MEDICARE Extra Care covers all medically necessary services as listed in the Medical
Benefits Chart in Chapter 4 of this document. If you receive services not covered by our plan or
services obtained out-of-network and were not authorized, you are responsible for paying the full
cost of services.

For covered services that have a benefit limitation, you also pay the full cost of any services you
get after you have used up your benefit for that type of covered service. If you continue to
receive services after you reach a benefit limitation, the cost of these services will not count
toward any out-of-pocket maximums that may apply.

SECTION 5 How are your medical services covered when you are in
a clinical research study?

Section 5.1 What is a clinical research study?

A clinical research study (also called a clinical trial) is a way that doctors and scientists test new
types of medical care, like how well a new cancer drug works. Certain clinical research studies
are approved by Medicare. Clinical research studies approved by Medicare typically request
volunteers to participate in the study.

Once Medicare approves the study, and you express interest, someone who works on the study
will contact you to explain more about the study and see if you meet the requirements set by the
scientists who are running the study. You can participate in the study as long as you meet the
requirements for the study and you have a full understanding and acceptance of what is involved
if you participate in the study.

If you participate in a Medicare-approved study, Original Medicare pays most of the costs for the
covered services you receive as part of the study. If you tell us that you are in a qualified clinical
trial, then you are only responsible for the in-network cost-sharing for the services in that trial. If
you paid more, for example, if you already paid the Original Medicare cost-sharing amount, we
will reimburse the difference between what you paid and the in-network cost-sharing. However,




2024 Evidence of Coverage for VIVA MEDICARE Extra Care 42
Chapter 3 Using the plan for your medical and other covered services

you will need to provide documentation to show us how much you paid. When you are in a
clinical research study, you may stay enrolled in our plan and continue to get the rest of your
care (the care that is not related to the study) through our plan.

If you want to participate in any Medicare-approved clinical research study, you do nof need to
tell us or to get approval from us or your PCP. The providers that deliver your care as part of the
clinical research study do not need to be part of our plan’s network of providers. Please note that
this does not include benefits for which our plan is responsible that include, as a component, a
clinical trial or registry to assess the benefit. These include certain benefits specified under
national coverage determinations (NCDs) and investigational device trials (IDE) and may be
subject to prior authorization and other plan rules.

Although you do not need to get our plan’s permission to be in a clinical research study, covered
for Medicare Advantage enrollees by Original Medicare, we encourage you to notify us in
advance when you choose to participate in Medicare-qualified clinical trials.

If you participate in a study that Medicare has not approved, you will be responsible for paying
all costs for your participation in the study.

Section 5.2 When you participate in a clinical research study, who pays for
what?

Once you join a Medicare-approved clinical research study, Original Medicare covers the routine
items and services you receive as part of the study, including:

e Room and board for a hospital stay that Medicare would pay for even if you weren’t in a
study

e An operation or other medical procedure if it is part of the research study
e Treatment of side effects and complications of the new care

After Medicare has paid its share of the cost for these services, our plan will pay the difference
between the cost-sharing in Original Medicare and your in-network cost-sharing as a member of
our plan. This means you will pay the same amount for the services you receive as part of the
study as you would if you received these services from our plan. However, you are required to
submit documentation showing how much cost-sharing you paid. Please see Chapter 7 for more
information for submitting requests for payments.

Here’s an example of how the cost-sharing works: Let’s say that you have a lab test that
costs $100 as part of the research study. Let’s also say that your share of the costs for this
test is $20 under Original Medicare, but the test would be $10 under our plan’s benefits.
In this case, Original Medicare would pay $80 for the test and you would pay the $20
copay required under Original Medicare. You would then notify your plan that you
received a qualified clinical trial service and submit documentation such as a provider bill
to the plan. The plan would then directly pay you $10. Therefore, your net payment is
$10, the same amount you would pay under our plan’s benefits. Please note that in order
to receive payment from your plan, you must submit documentation to your plan such as
a provider bill.
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When you are part of a clinical research study, neither Medicare nor our plan will pay for any
of the following:

e Generally, Medicare will not pay for the new item or service that the study is testing
unless Medicare would cover the item or service even if you were not in a study.

e [tems or services provided only to collect data, and not used in your direct health care.
For example, Medicare would not pay for monthly CT scans done as part of the study if
your medical condition would normally require only one CT scan.

Do you want to know more?

You can get more information about joining a clinical research study by visiting the Medicare
website to read or download the publication Medicare and Clinical Research Studies. (The
publication is available at: www.medicare.gov/Pubs/pdt/02226-Medicare-and-Clinical-Research-
Studies.pdf.) You can also call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a
week. TTY users should call 1-877-486-2048.

SECTION 6 Rules for getting care in a religious non-medical health
care institution

Section 6.1 What is a religious non-medical health care institution?

A religious non-medical health care institution is a facility that provides care for a condition that
would ordinarily be treated in a hospital or skilled nursing facility. If getting care in a hospital or
a skilled nursing facility is against a member’s religious beliefs, we will instead provide
coverage for care in a religious non-medical health care institution. This benefit is provided only
for Part A inpatient services (non-medical health care services).

Section 6.2 Receiving Care from a Religious Non-Medical Health Care
Institution

To get care from a religious non-medical health care institution, you must sign a legal document
that says you are conscientiously opposed to getting medical treatment that is non-excepted.

¢ Non-excepted medical care or treatment is any medical care or treatment that is voluntary
and not required by any federal, state, or local law.

¢ Excepted medical treatment is medical care or treatment that you get that is not voluntary
or is required under federal, state, or local law.

To be covered by our plan, the care you get from a religious non-medical health care institution
must meet the following conditions:

e The facility providing the care must be certified by Medicare.

e Our plan’s coverage of services you receive is limited to non-religious aspects of care.

e [fyou get services from this institution that are provided to you in a facility, the following
conditions apply:
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o You must have a medical condition that would allow you to receive covered services for
inpatient hospital care or skilled nursing facility care.

o —and — You must get approval in advance from our plan before you are admitted to the
facility or your stay will not be covered.

Medicare inpatient hospital coverage limits apply. Please refer to the Medical Benefits Chart in
Chapter 4 of this document.

SECTION 7 Rules for ownership of durable medical equipment

Section 7.1 Will you own the durable medical equipment after making a
certain number of payments under our plan?

Durable medical equipment (DME) includes items such as oxygen equipment and supplies,
wheelchairs, walkers, powered mattress systems, crutches, diabetic supplies, speech generating
devices, IV infusion pumps, nebulizers, and hospital beds ordered by a provider for use in the
home. The member always owns certain items, such as prosthetics. In this section, we discuss
other types of DME that you must rent.

In Original Medicare, people who rent certain types of DME own the equipment after paying
copayments for the item for 13 months. As a member of VIVA MEDICARE Extra Care, however,
you sometimes will not acquire ownership of rented DME items no matter how many
copayments you make for the item while a member of our plan, even if you made up to 12
consecutive payments for the DME item under Original Medicare before you joined our plan.
Under certain limited circumstances (for example, hospital beds and wheelchairs), we will
transfer ownership of the DME item to you after you pay a coinsurance for the item for 13
consecutive months while a member of our plan (if you have cost-sharing for DME). If you
made fewer than 13 payments for the DME item under another plan before you joined our plan,
your previous payments do not count toward the 13 consecutive payments. In some situations,
VIvA MEDICARE Extra Care may allow you to acquire ownership of the items sooner than 13
months if the item was customized for you (such as customized wheelchairs, back/leg braces,
etc.). Call Member Services for more information.

What happens to payments you made for durable medical equipment if you
switch to Original Medicare?

If you did not acquire ownership of the DME item while in our plan, you will have to make 13
new consecutive payments after you switch to Original Medicare in order to own the item. The
payments made while enrolled in your plan do not count.

Example 1: You made 12 or fewer consecutive payments for the item in Original Medicare and
then joined our plan. The payments you made in Original Medicare do not count. You will have
to make 13 payments under our plan before owning the item (as stated above, you will not own
all DME items after making 13 payments for the items under our plan).

Example 2: You made 12 or fewer consecutive payments for the item in Original Medicare and
then joined our plan. You were in our plan but did not obtain ownership while in our plan. You
then go back to Original Medicare. You will have to make 13 consecutive new payments to own
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the item once you join Original Medicare again. All previous payments (whether to our plan or
to Original Medicare) do not count.

Section 7.2 Rules for oxygen equipment, supplies, and maintenance

What oxygen benefits are you entitled to?
If you qualify for Medicare oxygen equipment coverage VIVA MEDICARE Extra Care will cover:

e Rental of oxygen equipment
e Delivery of oxygen and oxygen contents
e Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents

e Maintenance and repairs of oxygen equipment

If you leave VIVA MEDICARE Extra Care or no longer medically require oxygen equipment, then
the oxygen equipment must be returned.

What happens if you leave your plan and return to Original Medicare?

Original Medicare requires an oxygen supplier to provide you services for five years. During the
first 36 months you rent the equipment. The remaining 24 months the supplier provides the
equipment and maintenance (you are still responsible for the copayment for oxygen). After five
years you may choose to stay with the same company or go to another company. At this point,
the five-year cycle begins again, even if you remain with the same company, requiring you to
pay copayments for the first 36 months. If you join or leave our plan, the five-year cycle starts
over.



CHAPTER 4:
Medical Benefits Chart (what is
covered and what you pay)
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SECTION 1 Understanding your out-of-pocket costs for covered
services

This chapter provides a Medical Benefits Chart that lists your covered services and shows how
much you will pay for each covered service as a member of VIVA MEDICARE Extra Care. Later
in this chapter, you can find information about medical services that are not covered. It also
explains limits on certain services.

Section 1.1 Types of out-of-pocket costs you may pay for your covered
services

To understand the payment information we give you in this chapter, you need to know about the
types of out-of-pocket costs you may pay for your covered services. If you get Medicare cost-
sharing assistance from Medicaid, you will pay nothing for your Medicare Part A and Part B
covered services as long as you follow the plans’ rules for getting your care. (See Chapter 3 for
more information about the plans’ rules for getting your care.) The Medical Benefits Chart listed
later in this chapter explains if you have to pay anything for your covered services.

e Copayment is the fixed amount you pay each time you receive certain medical services.
You pay a copayment at the time you get the medical service. (The Medical Benefits
Chart in Section 2 tells you more about your copayments.)

e Coinsurance is the percentage you pay of the total cost of certain medical services. You
pay a coinsurance at the time you get the medical service. (The Medical Benefits Chart in
Section 2 tells you more about your coinsurance.)

Section 1.2 What is the most you will pay for covered medical services?

Note: Because our members also get assistance from Medicaid, very few members ever reach
this out-of-pocket maximum. If you are eligible for Medicare cost-sharing assistance under
Medicaid, you are not responsible for paying any out-of-pocket costs toward the maximum out-
of-pocket amount for covered Part A and Part B services.

Because you are enrolled in a Medicare Advantage Plan, there is a limit on the amount you have
to pay out-of-pocket each year for medical services that are covered by our plan. This limit is
called the maximum out-of-pocket (MOOP) amount for medical services. For calendar year 2024
this amount is $6,600.

The amounts you pay for copayments and coinsurance for covered services count toward this
maximum out-of-pocket amount. The amounts you pay for your plan premiums, if applicable,
and Part D prescription drugs do not count toward your maximum out-of-pocket amount. In
addition, amounts you pay for some services do not count toward your maximum out-of-pocket
amount. These services are marked with an asterisk in the Medical Benefits Chart. If you reach
the maximum out-of-pocket amount of $6,600, you will not have to pay any out-of-pocket costs
for the rest of the year for covered services. However, you must continue to pay your plan
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premium (if applicable) and the Medicare Part B premium (unless your Part B premium is paid
for you by Medicaid or another third party).

Section 1.3 Our plan does not allow providers to balance bill you

As a member of VIVA MEDICARE Extra Care, an important protection for you is that you only
have to pay your cost-sharing amount when you get services covered by our plan. Providers may
not add additional separate charges, called balance billing. This protection applies even if we
pay the provider less than the provider charges for a service and even if there is a dispute and we
don’t pay certain provider charges.

Here is how this protection works.

e If your cost-sharing is a copayment (a set amount of dollars, for example, $15.00), then
you pay only that amount for any covered services from a network provider.

e [fyour cost-sharing is a coinsurance (a percentage of the total charges), then you never
pay more than that percentage. However, your cost depends on which type of provider
you see:

o Ifyoureceive the covered services from a network provider, you pay the coinsurance
percentage multiplied by the plan’s reimbursement rate (as determined in the
contract between the provider and the plan).

o Ifyoureceive the covered services from an out-of-network provider who participates
with Medicare, you pay the coinsurance percentage multiplied by the Medicare
payment rate for participating providers. (Remember, the plan covers services from
out-of-network providers only in certain situations, such as when you get a referral
or for emergencies or urgently needed services.)

o Ifyou receive the covered services from an out-of-network provider who does not
participate with Medicare, you pay the coinsurance percentage multiplied by the
Medicare payment rate for non-participating providers. (Remember, the plan covers
services from out-of-network providers only in certain situations, such as when you
get a referral, or for emergencies or outside the service area for urgently needed
services.)

e Ifyou believe a provider has balance billed you, call Member Services.

If you are eligible for Medicare cost-sharing assistance under Medicaid, we do not allow
providers to bill you for covered services. We pay our providers directly, and we protect you
from any charges. This is true even if we pay the provider less than the provider charges for a
service. If you receive a bill from a provider, call Member Services.
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SECTION 2 Use the Medical Benefits Chart to find out what is

covered and how much you will pay

Section 2.1 Your medical benefits and cost as a member of the plan

The Medical Benefits Chart on the following pages lists the services VIVA MEDICARE Extra Care
covers and what you pay out-of-pocket for each service. Part D prescription drug coverage is in
Chapter 5. The services listed in the Medical Benefits Chart are covered only when the following
coverage requirements are met:

Your Medicare covered services must be provided according to the coverage guidelines
established by Medicare.

Your services (including medical care, services, supplies, equipment, and Part B
prescription drugs) must be medically necessary. Medically necessary means that the
services, supplies, or drugs are needed for the prevention, diagnosis, or treatment of your
medical condition and meet accepted standards of medical practice.

You receive your care from a network provider. In most cases, care you receive from an
out-of-network provider will not be covered unless it is emergent or urgent care or unless
your plan or a network provider has given you a referral. This means that you will have to
pay the provider in full for the services furnished.

You have a Primary Care Physician (PCP) who is providing and overseeing your care.

Some of the services listed in the Medical Benefits Chart are covered only if your doctor
or other network provider gets approval in advance (sometimes called prior
authorization) from us. Covered services that need approval in advance are marked in the
Medical Benefits Chart in italics.

Other important things to know about our coverage:

You are covered by both Medicare and Medicaid. Medicare covers health care and
prescription drugs. Medicaid covers your cost-sharing for Medicare services (if you
receive full benefit assistance from Medicaid). Medicaid also covers services Medicare
does not cover (if you receive full benefit assistance from Medicaid) like prescription
drugs not covered by Medicare Part D, long-term care, and home and community-based
services, if you qualify.

Like all Medicare health plans, we cover everything that Original Medicare covers. (If
you want to know more about the coverage and costs of Original Medicare, look in your
Medicare & You 2024 handbook. View it online at www.medicare.gov or ask for 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.)

For all preventive services that are covered at no cost under Original Medicare, we also
cover the service at no cost to you. However, if you also are treated or monitored for an
existing medical condition during the visit when you receive the preventive service, a
copayment will apply for the care received for the existing medical condition.
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e If Medicare adds coverage for any new services during 2024, either Medicare or our plan
will cover those services.

e Our plan covers some services that you may be eligible to receive under Medicaid. The
Medical Benefits Chart in this chapter describes the benefits covered by our plan and
shows the cost-sharing you must pay to receive the services (if any). Please review the
Medical Benefits Chart carefully to see the cost-sharing that applies to you based on the
Medicaid program you have and our contract with the Alabama Medicaid Agency.

e I[fyou are within our plan’s 2-month period of deemed continued eligibility, we will
continue to provide all appropriate Medicare Advantage plan covered Medicare benefits.
However, during this period, if you lose your Part D low-income subsidy, you will pay
more for your Part D prescription drugs. Otherwise, we will continue to cover the same
benefits for you.

If you are eligible for Medicare cost-sharing assistance under Medicaid, you do not pay
anything for the services listed in the Medical Benefits Chart, as long as you meet the
coverage requirements described above.

Important Benefit Information for all Enrollees Participating in Wellness and Health Care
Planning (WHP) Services

e Because VIVA MEDICARE Extra Care participates in the Value Based Insurance Design
(VBID) Model, you will be eligible for the following WHP services, including advance
care planning (ACP) services:

o Advanced Care Planning (ACP) Services

Sometimes people become unable to make health care decisions for themselves due to
accidents or serious illnesses. You have the right to say what you want to happen if
you are in this situation. This means that if you want to, you can:

— Fill out the written form to give someone legal authority to make decisions for
you if you ever become unable to make decisions for yourself.

— Give your doctors written instructions about how you want them to handle your
medical care if you become unable to make decisions for yourself.

o You may get advance care planning (ACP) assistance by contacting Member
Services (phone numbers are on the back of this document). For more information on
ACP, please go to Chapter 8, Section 1.5 of this document.

o Participation in any program that includes advanced care planning (ACP) are
voluntary and you are free to decline services at any time.

Important Benefit Information for Enrollees Who Qualify for “Extra Help:”

e If you receive “Extra Help” to pay your Medicare prescription drug program costs, such
as premiums, deductibles, and coinsurance, you may be eligible for other targeted
supplemental benefits and/or targeted reduced cost-sharing.

e Please go to the Medical Benefits Chart in this Chapter and look for “Food/Produce
Benefit” for further detail about the targeted supplemental benefit you can receive.
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e Ifyoureceive "Extra Help," your Part D drug cost will be $0 for all covered drugs in the
plan's Drug List. This means you pay $0 for all covered drugs on Tier 1, Tier 2, Tier 3,
Tier 4 and Tier 5. We sent you a separate insert, called the Evidence of Coverage Rider
for People Who Get Extra Help Paying for Prescription Drugs (also known as the Low-
Income Subsidy Rider or LIS Rider), which tells you more about your drug coverage.
You can also read more about your drug coverage in Chapter 6, Section 2.1 of this

document.

e Medicare approved VIVA MEDICARE Extra Care to provide these benefits as part of the
Value Based Insurance Design (VBID) Model. You have the right to opt-out of this
benefit for any reason. Opting-out of this benefit will not affect your eligibility for the
plan or any other benefits in this plan. If you decide to opt-out of this benefit, you can do
so by calling Member Services (phone numbers are on the back of this document).

5 You will see this apple next to the preventive services in the Medical Benefits Chart.

Medical Benefits Chart

Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QD) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

5 Abdominal aortic aneurysm
screening

A one-time screening ultrasound for
people at risk. The plan only covers
this screening if you have certain
risk factors and if you get a referral
for it from your physician,
physician assistant, nurse
practitioner, or clinical nurse
specialist.

There is no coinsurance,
copayment, or deductible
for members eligible for

this preventive screening.

There is no coinsurance,
copayment, or deductible
for members eligible for
this preventive screening.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

Plus (SLMB+)

Recipients
Acupuncture for chronic low $0 for each Medicare- $0 for each Medicare-
back pain covered PCP visit. covered PCP visit.
Covered services include: $0 for each Medicare- $0 for each Medicare-
Up to 12 visits in 90 days are covered specialist visit. covered specialist visit.
covered for Medicare beneficiaries | $0 for each Medicare- $0 for each Medicare-

under the following circumstances:

For the purpose of this benefit,

chronic low back pain is defined as:

e Lasting 12 weeks or longer;

¢ nonspecific, in that it has no
identifiable systemic cause (i.e.,
not associated with metastatic,
inflammatory, infectious disease,
etc.);

e not associated with surgery; and
e not associated with pregnancy.

An additional eight sessions will be
covered for those patients
demonstrating an improvement. No
more than 20 acupuncture
treatments may be administered
annually.

Treatment must be discontinued if
the patient is not improving or is
regressing.

covered chiropractor
visit.

covered chiropractor
visit.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

Provider Requirements:

Physicians (as defined in 1861(r)(1)
of the Social Security Act (the Act)
may furnish acupuncture in
accordance with applicable state
requirements.

Physician assistants (PAs), nurse
practitioners (NPs)/clinical nurse
specialists (CNSs) (as identified in
1861(aa)(5) of the Act), and
auxiliary personnel may furnish
acupuncture if they meet all
applicable state requirements and
have:

e a masters or doctoral level
degree in acupuncture or
Oriental Medicine from a
school accredited by the
Accreditation Commission on
Acupuncture and Oriental
Medicine (ACAOM); and,

e a current, full, active, and
unrestricted license to practice
acupuncture in a State,
Territory, or Commonwealth
(i.e. Puerto Rico) of the United
States, or District of Columbia.

Auxiliary personnel furnishing
acupuncture must be under the
appropriate level of supervision of a
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

physician, PA, or NP/CNS required
by our regulations at 42 CFR §§
410.26 and 410.27.

Ambulance services

Non-emergency ambulance services
require prior authorization
(approval in advance) to be
covered.

Covered ambulance services,
whether for an emergency or non-
emergency situation, include fixed
wing, rotary wing, and ground
ambulance services, to the nearest
appropriate facility that can provide
care only if they are furnished to a
member whose medical condition is
such that other means of
transportation could endanger the
person’s health or if authorized by
the plan. If the covered ambulance
services are not for an emergency
situation, it should be documented
that the member’s condition is such
that other means of transportation
could endanger the person’s health
and that transportation by
ambulance is medically required.

Ambulance services are only
covered within the United States
and its territories.

$0 for Medicare-covered
ambulance services.

$245 per one-way trip for
Medicare-covered
ambulance services.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

Annual physical exam
Covered services include:

Routine physical exam including
standard lab tests as determined by
the plan. You are covered for one
(1) exam per calendar year from
your PCP.

$0 for the annual
physical exam from your
PCP.

$0 for the annual
physical exam from your
PCP.

éAnnual wellness visit

You can get an annual wellness
visit to develop or update a
personalized prevention plan based
on your current health and risk
factors. This is covered once each
calendar year.

Note: You don’t need to have had a
Welcome to Medicare visit to be
covered for annual wellness visits.

There is no coinsurance,
copayment, or deductible
for the annual wellness
visit.

There is no coinsurance,
copayment, or deductible
for the annual wellness
visit.

5 Bone mass measurement

For qualified individuals (generally,
this means people at risk of losing
bone mass or at risk of
osteoporosis), the following
services are covered every 24
months or more frequently if
medically necessary: procedures to
identify bone mass, detect bone
loss, or determine bone quality,

There is no coinsurance,
copayment, or deductible
for Medicare-covered
bone mass measurement.

There is no coinsurance,
copayment, or deductible
for Medicare-covered
bone mass measurement.
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary
Plus (SLMB+)
Recipients

including a physician’s
interpretation of the results.

5 Breast cancer screening
(mammograms)

Covered services include:

¢ One baseline mammogram
between the ages of 35 and 39

¢ One screening mammogram
every 12 months for women age
40 and older

¢ C(linical breast exams once every
24 months

There is no coinsurance,
copayment, or deductible
for covered screening
mammograms.

There is no coinsurance,
copayment, or deductible
for covered screening
mammograms.

Cardiac rehabilitation services

Requires prior authorization
(approval in advance) to be
covered. Comprehensive programs
of cardiac rehabilitation services
that include exercise, education,
and counseling are covered for
members who meet certain
conditions with a doctor’s order.
The plan also covers intensive
cardiac rehabilitation programs that
are typically more rigorous or more
intense than cardiac rehabilitation
programs.

$0 for each Medicare-
covered cardiac
rehabilitation service.

$0 for each Medicare-
covered cardiac
rehabilitation service.
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary
Plus (SLMB+)
Recipients

é Cardiovascular disease risk
reduction visit (therapy for
cardiovascular disease)

We cover one visit per year with
your Primary Care Physician to
help lower your risk for
cardiovascular disease. During this
visit, your doctor may discuss
aspirin use (if appropriate), check
your blood pressure, and give you
tips to make sure you’re eating
healthy.

There is no coinsurance,
copayment, or deductible
for the intensive
behavioral therapy
cardiovascular disease
preventive benefit.

There is no coinsurance,
copayment, or deductible
for the intensive
behavioral therapy
cardiovascular disease
preventive benefit.

5 Cardiovascular disease testing

Blood tests for the detection of
cardiovascular disease (or
abnormalities associated with an
elevated risk of cardiovascular
disease) once every 5 years (60
months).

There is no coinsurance,
copayment, or deductible
for cardiovascular
disease testing that is
covered once every 5
years.

There is no coinsurance,
copayment, or deductible
for cardiovascular
disease testing that is
covered once every 5
years.

é Cervical and vaginal cancer
screening

Covered services include:

e For all women: Pap tests and
pelvic exams are covered once
every 24 months

e If you are at high risk of cervical
or vaginal cancer or you are of
childbearing age and have had an

There is no coinsurance,
copayment, or deductible
for Medicare-covered
preventive Pap and
pelvic exams.

There is no coinsurance,
copayment, or deductible
for Medicare-covered
preventive Pap and
pelvic exams.
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary

Plus (SLMB+)
Recipients
abnormal Pap test within the past
3 years: one Pap test every 12
months
Chiropractic services $0 for each Medicare- $0 for each Medicare-

Covered services include:

e We cover only manual
manipulation of the spine to
correct subluxation

covered chiropractic
visit.

covered chiropractic
visit.

5 Colorectal cancer screening

The following screening tests are
covered:

e Colonoscopy has no minimum or
maximum age limitation and is
covered once every 120 months
(10 years) for patients not at high
risk, or 48 months after a
previous flexible sigmoidoscopy
for patients who are not at high
risk for colorectal cancer, and
once every 24 months for high
risk patients after a previous
screening colonoscopy or barium
enema.

o Flexible sigmoidoscopy for
patients 45 years and older. Once
every 120 months for patients not
at high risk after the patient
received a screening
colonoscopy. Once every 48

There is no coinsurance,
copayment, or deductible
for a Medicare-covered
screening and diagnostic
colonoscopies, barium
enemas and flexible
sigmoidoscopies.

There is no coinsurance,
copayment, or deductible
for a Medicare-covered
screening and diagnostic
colonoscopies, barium
enemas and flexible
sigmoidoscopies.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

months for high risk patients
from the last flexible
sigmoidoscopy or barium enema.

e Screening fecal-occult blood
tests for patients 45 years and
older. Once every 12 months.

e Multitarget stool DNA for
patients 45 to 85 years of age and
not meeting high risk criteria.
Once every 3 years.

e Blood-based Biomarker Tests for
patients 45 to 85 years of age and
not meeting high risk criteria.
Once every 3 years.

e Barium Enema as an alternative
to colonoscopy for patients at
high risk and 24 months since the
last screening barium enema or
the last screening colonoscopy.

e Barium Enema as an alternative
to flexible sigmoidoscopy for
patients not at high risk and 45
years or older. Once at least 48
months following the last
screening barium enema or
screening flexible
sigmoidoscopy.

e Colorectal cancer screening tests
include a follow-on screening
colonoscopy after a Medicare
covered non-invasive stool-based
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary
Plus (SLMB+)
Recipients

colorectal cancer screening test
returns a positive result.

Dental services

In general, preventive dental
services (such as cleaning, routine
dental exams, and dental x-rays) are
not covered by Original Medicare.
However, Medicare currently pays
for dental services in a limited
number of circumstances,
specifically when that service is an
integral part of specific treatment of
a beneficiary's primary medical
condition. Some examples include
reconstruction of the jaw following
fracture or injury, tooth extractions
done in preparation for radiation
treatment for cancer involving the
jaw, or oral exams preceding
kidney transplantation.

In addition, we cover a $2,350
allowance for preventive,
diagnostic, and comprehensive
dental services provided by a
dentist per calendar year (includes
x-rays, cleanings, crowns and other
services that are not considered
cosmetic). Orthodontics and other
cosmetic procedures (such as teeth

You pay any amount
over $2,350 for dental
services.

* Any amount you pay
toward non-Medicare
covered dental services
will not count toward the
$6,600 maximum out-of-
pocket payment amount.

You pay any amount
over $2,350 for dental
services.

* Any amount you pay
toward non-Medicare
covered dental services
will not count toward the
$6,600 maximum out-of-
pocket payment amount.
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary
Plus (SLMB+)
Recipients

whitening, veneers, and other
cosmetic services) are not covered.

¢ You may receive dental services
from a dentist in our dental
network or from any licensed
dental provider of your choice as
long as the provider is not
excluded from participation in
Medicare, is not on the Medicare
“preclusion list,” and has not
opted out of Medicare (we refer
to these providers as “excluded
providers” or “opt-out
providers”). Network dentists
offer discounted pricing which
makes your allowance go further.
Network dentists also file your
dental claims directly to us so
you don’t have to pay for
services upfront. You can find
network dentist on our website at
www.VivaHealth.com/Medicare/
Member-Services or in your
Provider Directory. If you
choose to use a dentist that is not
in the dental network, you may
contact Member Services (phone
number is on the back cover of
this document) to verify if your
dental provider is excluded or
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

has opted out of participation in
Medicare.

¢ [fyou pay for dental services
out-of-pocket, a request for
reimbursement, including a copy
of your receipt with proof of
services and payment should be
filed with our plan. However,
please remember, our plan
cannot reimburse you for dental
services provided by an excluded
provider or an opt-out provider.

5 Depression screening

We cover one screening for
depression per year. The screening
must be done in a primary care
setting that can provide follow-up
treatment and/or referrals.

There is no coinsurance,
copayment, or deductible
for an annual depression
screening visit.

There is no coinsurance,
copayment, or deductible
for an annual depression
screening visit.

é Diabetes screening

We cover this screening (includes
fasting glucose tests) if you have
any of the following risk factors:
high blood pressure (hypertension),
history of abnormal cholesterol and
triglyceride levels (dyslipidemia),
obesity, or a history of high blood
sugar (glucose). Tests may also be
covered if you meet other

There is no coinsurance,
copayment, or deductible
for the Medicare covered
diabetes screening tests.

There is no coinsurance,
copayment, or deductible
for the Medicare covered
diabetes screening tests.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

requirements, like being overweight
and having a family history of
diabetes.

Based on the results of these tests,
you may be eligible for up to two
diabetes screenings every 12
months.

5 Diabetes self-management
training, diabetic services and
supplies

For all people who have diabetes
(insulin and non-insulin users).
Covered services include:

e Supplies to monitor your blood
glucose: Blood glucose monitor,
blood glucose test strips, lancet
devices and lancets, and glucose-
control solutions for checking the
accuracy of test strips and
monitors. Non-standard blood
glucose monitors that are not
provided free by a test strips
manufacturer require prior
authorization (approval in
advance) to be covered.

e Diabetic testing supplies are
available at a network medical
equipment supplier or network
mail-order supplier. Certain

$0 for Medicare-covered
blood glucose monitors.

$0 per standard-size box
(as determined by the

plan) for each Medicare-
covered diabetes supply

$0 for Medicare-covered
blood glucose monitors.

$0 per standard-size box
(as determined by the

plan) for each Medicare-
covered diabetes supply
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary
Plus (SLMB+)
Recipients

brands of these supplies are also
available at any network
pharmacy that has them (refer to
the Diabetes Testing Supplies
Flyer located on our website at
www.VivaHealth.com/Medicare/
Member-Resources or call
Member Services for assistance).

e For people with diabetes who
have severe diabetic foot disease:
One pair per calendar year of
therapeutic custom-molded shoes
(including inserts provided with
such shoes) and two additional
pairs of inserts, or one pair of
depth shoes and three pairs of
inserts (not including the non-
customized removable inserts
provided with such shoes).
Coverage includes fitting.
Requires prior authorization
(approval in advance) to be
covered.

¢ Diabetes self-management
training is covered under certain
conditions.

item offered by network
providers.

$0 for Medicare-covered
therapeutic shoes, fitting
and inserts.

There is no coinsurance,
copayment or deductible
for beneficiaries eligible
for the diabetes self-
management training
preventive benefit.

item offered by network
providers.

10% of the cost for
Medicare-covered
therapeutic shoes, fitting
and inserts.

There is no coinsurance,
copayment or deductible
for beneficiaries eligible
for the diabetes self-
management training
preventive benefit.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

Durable medical equipment
(DME) and related supplies

Requires prior authorization
(approval in advance) to be
covered. (For a definition of
durable medical equipment, see
Chapter 12 as well as Chapter 3,
Section 7 of this document.)

Covered items include, but are not
limited to: wheelchairs, crutches,
powered mattress systems, diabetic
supplies, hospital beds ordered by a
provider for use in the home, IV
infusion pumps, speech generating
devices, oxygen equipment,
nebulizers, and walkers.

We cover all medically necessary
DME covered by Original
Medicare. If our supplier in your
area does not carry a particular
brand or manufacturer, you may ask
them if they can special order it for
you.

$0 for each Medicare-
covered item.

For diabetic testing
supplies, see the
“Diabetes self-
management training,
diabetic services and
supplies” section.

Your cost-sharing for
Medicare-

covered oxygen
equipment is $0 every
month.

20% of the cost for each
Medicare-covered item.

For diabetic testing
supplies, see the
“Diabetes self-
management training,
diabetic services and
supplies” section.

Your cost-sharing for
Medicare-

covered oxygen
equipment is 20% every
month.

Emergency care

Emergency care refers to services

that are:

e Furnished by a provider qualified
to furnish emergency services,
and

$0 for each Medicare-
covered emergency room
visit.

$100 for each Medicare-
covered emergency room
visit (you do not have to
pay this amount if you
are admitted to the same
hospital as an inpatient or
for outpatient observation
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covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary
Plus (SLMB+)
Recipients

e Needed to evaluate or stabilize
an emergency medical condition.

A medical emergency is when you,
or any other prudent layperson with
an average knowledge of health and
medicine, believe that you have
medical symptoms that require
immediate medical attention to
prevent loss of life (and, if you are
a pregnant woman, loss of an
unborn child), loss of a limb, or loss
of function of a limb. The medical
symptoms may be an illness, injury,
severe pain, or a medical condition
that is quickly getting worse.

Cost-sharing for necessary
emergency services furnished out-
of-network is the same as for such
services furnished in-network.

Emergency care is covered
worldwide. There is a $50,000
annual coverage limit for emergent
care received outside the United
States and its territories.

If you receive emergency
care at an out-of-network
hospital and need
inpatient care after your
emergency condition is
stabilized, you must
return to a network
hospital in order for your
care to continue to be
covered.

* Any amount you pay
over the $50,000 annual
coverage limit for
emergent care received
outside the United States
and its territories will not
count toward the $6,600
maximum out-of-pocket
payment amount.

within 24 hours for the
same condition).

If you receive emergency
care at an out-of-network
hospital and need
inpatient care after your
emergency condition is
stabilized, you must
return to a network
hospital in order for your
care to continue to be
covered.

* Any amount you pay
over the $50,000 annual
coverage limit for
emergent care received
outside the United States
and its territories will not
count toward the $6,600
maximum out-of-pocket
payment amount.

Flex Card

Our plan provides a
NationsBenefits Prepaid
Mastercard® (referred to as a "Flex

You pay any amount you
spend over the Flex Card
combined allowance.

You pay any amount you
spend over the Flex Card
combined allowance.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

Card") with a $130 combined
monthly allowance that you can use
to buy plan-approved food/produce
and plan-approved over-the-counter
(OTC) items. You can use your
Flex Card at in-network retailers
such as CVS, Kroger, Rite Aid,
Walgreens and Walmart. The most
up-to-date list of in-network
retailers is located at
www.vivahealth.com/medicare/me
mber-resources. Any unused
amount left on the Flex Card at the
end of the month will not roll over
to the next month.

You can also choose to use your
Flex Card combined monthly
allowance to order food/produce,
prepared meals, and OTC items
from VIVA MEDICARE's Over-the-
Counter (OTC) and Grocery
Catalog that are delivered to your
home by NationsBenefits as
follows:

e Online - visit
viva.nationsbenefits.com

¢ By phone- call 8§77-209-5189
(TTY:711), 8 am. - 8 p.m.,
seven days a week



http://www.vivahealth.com/medicare/member-resources
http://www.vivahealth.com/medicare/member-resources
https://viva.nationsbenefits.com/
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

e By mail - Fill out and return the
order form found in VIVA
MEDICARE’s Over-the-Counter
(OTC) and Grocery Catalog

Food/produce, prepared meals, and
OTC items purchased using another
form of payment (other than your
Flex Card) will not be reimbursed.

The Flex Card is for your personal
use only and cannot be sold or
transferred. The card has no cash
value and cannot be used to
purchase gift cards, alcohol,
tobacco, or unapproved items. Your
available spending amount will
apply to the approved items and
lower the total purchase amount.

Y ou must activate your card before
first use (your card gives activation
details). When using your Flex
Card, be sure to swipe as "credit"
instead of "debit."

To learn more about this benefit
please visit
viva.nationsbenefits.com or call
NationsBenefits at 877-209-5189
(TTY 711) 8 a.m. - 8 p.m., seven
days a week.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

Food/produce Benefit

Our plan provides a food/produce
monthly allowance combined with
your over-the-counter (OTC)
monthly allowance. The monthly
allowance is loaded on your Flex
Card (see the "Flex Card" section in
this Chapter for more information).

Medicare approved VIVA
MEDICARE Extra Care to provide
this benefit as part of the Value
Based Insurance Model (VBID)
program. This program lets
Medicare try new ways to improve
Medicare Advantage Plans.

You pay any amount you
spend over the Flex Card
combined allowance (see
the "Flex Card" section
in this Chapter for more
information).

You pay any amount you
spend over the Flex Card
combined allowance (see
the "Flex Card" section
in this Chapter for more
information).

W Health and wellness education
programs

e 24/7 Nurse Line
You can access the nurse line
24 hours a day, 7 days a week
by calling 833-605-1511. The
nurse line can be used for
general health education and
health tips for managing minor
illnesses or injuries at home.
The nurse line does not provide
treatment or medical advice.
You may be placed on hold
when you call the Nurse Line

No cost for calls to the
24/7 Nurse line.

No cost for calls to the
24/7 Nurse line.
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary
Plus (SLMB+)
Recipients

and/or a nurse may have to call
you back. The nurse line is
administered by a VIVA
HEALTH contractor.

e The Silver&Fit® Healthy
Aging and Exercise Program
You have the following options
available at no cost to you:

o Workout Plans: By
answering a few online
questions about your areas of
interest, you will receive a
customized workout plan,
including instructions on how
to get started and suggested
workout videos.

o Digital Workouts: You can
view on-demand videos
through the website's digital
workout library, including
Silver&Fit Signature Series
Classes®.

o Fitness Center Membership:
You can visit participating
fitness centers or YMCAs
near you that take part in the
program. You also have
access to the Premium
Fitness Network which
includes additional fitness
center and studio choices and

No cost for participating
in Silver&Fit® Standard
Fitness Center Network

locations and one Home
Fitness Kit per calendar

year.

No cost for participating
in Silver&Fit® Standard
Fitness Center Network

locations and one Home
Fitness Kit per calendar

year.




Medicare Beneficiary
Plus (SLMB+)
Recipients
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

unique experiences like
swimming centers, rock
climbing gyms, and rowing
centers, each with a buy-up
price+. Many participating
fitness centers may also offer
low-impact classes focused
on improving and increasing
muscular strength and
endurance, mobility,
flexibility, range of motion,
balance, agility, and
coordination. There may be
additional fees for
participating in add-on
classes or activities.

Home Fitness Kits: You are
eligible to receive one Home
Fitness Kit per calendar year
from a variety of fitness
categories.

Well-Being Club: By setting
your preferences for well-
being topics on the website,
you will see resources
tailored to your interests and
healthy aging goals including
articles, videos, live virtual
classes, events and social
groups++.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

o Healthy Aging Coaching:
You can participate in
sessions by telephone, video,
or chat with a trained coach
where you can discuss topics
like exercise, nutrition, social
isolation, memory, and brain
health.

o Silver&Fit Connected!™ :
The Silver&Fit Connected!
tool will assist with tracking
your activity-+++.

o Rewards: Earn a hat and pins
for reaching new activity
milestones.

Fitness Coach® Virtual Personal
Fitness Training: For an additional
fee you can participate in up to 8
live virtual sessions per year with a
certified personal fitness trainer.

The Silver & Fit program has
Something for Everyone®!

See the Silver&Fit flyer on our
website at
www.VivaHealth.com/Medicare/M
ember-Resources for a list of fitness
centers in Silver&Fit network.

For more information call
Silver&Fit toll-free at 877-427-



http://www.vivahealth.com/medicare
http://www.vivahealth.com/medicare
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

4788 (TTY/TDD- 711) Monday
through Friday, 7 a.m. to 8 p.m.

+Non-standard membership
services that call for an added
fee are not part of the fitness
program and will not be
reimbursed.

+ASH Fitness has no
affiliations, interests,
endorsements, or
sponsorships with any of the
organizations or clubs. Some
clubs may require a fee to
join. Such fees are not part of
Silver&Fit programs and will
not be reimbursed by ASH
Fitness.

+++ Purchase of a wearable
fitness tracker or app may be
required to use the
Connected! tool and is not
reimbursable by the
Silver&Fit program. Your use
of the Silver&Fit Connected!
tool serves as your consent
for ASH Fitness to receive
information about your
tracked activity and to use
that data to process and
administer available reward
to you under the program.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

The Silver&Fit program is
provided by American
Specialty Health Fitness, Inc.,
a subsidiary of American
Specialty Health Incorporated
(ASH). Silver&Fit, Fitness
Coach®, ASHConnect,
Silver&Fit Signature Series
Classes, Silver&Fit
Connected!, and Something
for Everyone are trademarks
of ASH. Limitations, member
fees, and restrictions may
apply. Fitness Center
participation may vary by
location and is subject to
change. Kits and rewards are
subject to change.

Hearing services

Diagnostic hearing and balance
evaluations performed by your
provider to determine if you need
medical treatment are covered as
outpatient care when furnished by a
physician, audiologist, or other
qualified provider.

You are covered for one routine
hearing exam per calendar year

$0 for each PCP visit.

$0 for each specialist
visit.

$0 for the routine hearing
exam by your PCP.

$0 for the routine hearing

$0 for each PCP visit.

$0 for each specialist
visit.

$0 for the routine hearing
exam by your PCP.

$0 for the routine hearing




2024 Evidence of Coverage for VIVA MEDICARE Extra Care
Chapter 4 Medical Benefits Chart (what is covered and what you pay)

75

Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

(this exam is not covered by
Medicare).

Hearing Aid Benefits

You are covered for the following
non-Medicare-covered hearing aid
benefits through NationsHearing, a

NationsBenefits company:

e Hearing aid testing evaluation:

You are covered for one hearing

aid testing evaluation per
calendar year.

e Prescription hearing aid fitting:

You are covered for one hearing

aid fitting per calendar year.

e Hearing aids: You are covered

for one prescription hearing aid
per ear, per calendar year or one
pair of over-the-counter (OTC)
hearing aids purchased through
NationsHearing per calendar
year.

Prescription hearing aid purchases
include:

e 3 follow-up visits within first

year of initial fitting date

exam by a specialist.

$0 for hearing aid testing
evaluation.

$0 for hearing aid fitting.

Prescription hearing aids:

Entry technology level:
$300 per hearing aid

Basic technology level:
$475 per hearing aid

exam by a specialist.

$0 for hearing aid testing
evaluation.

$0 for hearing aid fitting.

Prescription hearing aids:
Entry technology level:
$300 per hearing aid

Basic technology level:
$475 per hearing aid
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

e 60-day trial period from date of
fitting

e 60 batteries per hearing aid (3-
year supply) for non-
rechargeable hearing aids

e 3-year manufacturer repair
warranty

e [-time replacement for lost,
stolen or damaged hearing aids
during the 3-year manufacturer
warranty (a replacement fee that
is based on the type of device
being replaced applies)

o First set of ear molds (when
needed)

Over-the-counter (OTC) hearing
aids purchases include:

e Optional online hearing screener.
No hearing exam required.

e 60-day, 100% money back trial
period from date of purchase

e Rechargeable technology

e 1-3 year limited manufacturer's
warranty, depending on the
technology level selected

You must obtain your hearing aids

Prime technology level:
$775 per hearing aid

Preferred technology
level:
$1,075 per hearing aid

Advanced technology
level:
$1,375 per hearing aid

Premium technology
level:
$1,775 per hearing aid

Over-the-counter (OTC)
hearing aids:

Entry technology level:
$250 per hearing aid
(sold only as a pair for
$500)

Basic technology level:
$425 per hearing aid
(sold only as a pair for
$850)

Prime technology level:
$750 per hearing aid
(sold only as a pair for

Prime technology level:
$775 per hearing aid

Preferred technology
level:
$1,075 per hearing aid

Advanced technology
level:
$1,375 per hearing aid

Premium technology
level:
$1,775 per hearing aid

Over-the-counter (OTC)
hearing aids:

Entry technology level:
$250 per hearing aid
(sold only as a pair for
$500)

Basic technology level:
$425 per hearing aid
(sold only as a pair for
$850)

Prime technology level:
$750 per hearing aid
(sold only as a pair for
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients
Medicare Beneficiary
Plus (SLMB+)
Recipients

through NationsHearing. Please $1,500) $1,500)

contact NationsHearing by phone at

877-209-5189 (TTY: 711) or on the irfii“ed technology ferfefi“ed technology

web at viva.nationsbenefits.com for
more information or to schedule an
appointment.

$1,050 per hearing aid
(sold only as a pair for
$2,100)

Advanced technology
level:

$1,350 per hearing aid
(sold only as a pair for
$2,700)

* Any amount you pay
toward non-Medicare
covered hearing aids will
not count toward the
$6,600 maximum out-of-
pocket amount.

$1,050 per hearing aid
(sold only as a pair for
$2,100)

Advanced technology
level:

$1,350 per hearing aid
(sold only as a pair for
$2,700)

* Any amount you pay
toward non-Medicare
covered hearing aids will
not count toward the
$6,600 maximum out-of-
pocket amount.

5 HIV screening

For people who ask for an HIV

screening test or who are at

increased risk for HIV infection, we

cover:

e One screening exam every 12
months

For women who are pregnant, we

cover:

There is no coinsurance,
copayment, or deductible
for members eligible for
Medicare-covered
preventive HIV
screening.

There is no coinsurance,
copayment, or deductible
for members eligible for
Medicare-covered
preventive HIV
screening.



http://www.viva.nationsbenefits.com/
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

Plus (SLMB+)
Recipients
e Up to three screening exams
during a pregnancy
Home health agency care $0 for each Medicare- $0 for each Medicare-

Some services require prior
authorization (approval in
advance) to be covered. Prior to
receiving home health services, a
doctor must certify that you need
home health services and will order
home health services to be provided
by a home health agency. You must
be homebound, which means
leaving home is a major effort.

Covered services include, but are

not limited to:

e Part-time or intermittent skilled
nursing and home health aide
services (to be covered under the
home health care benefit, your
skilled nursing and home health
aide services combined must
total fewer than 8 hours per day
and 35 hours per week)

¢ Physical therapy, occupational
therapy, and speech therapy

e Medical and social services

e Medical equipment and supplies

covered home health
visit.

covered home health
Visit.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients
Medicare Beneficiary
Plus (SLMB+)
Recipients

Home infusion therapy $0 for Medicare-covered | 20% of the cost for

Requires prior authorization
(approval in advance) to be
covered.

Home infusion therapy involves the
intravenous or subcutaneous
administration of drugs or
biologicals to an individual at
home. The components needed to
perform home infusion include the
drug (for example, antivirals,
immune globulin), equipment (for
example, a pump), and supplies (for
example, tubing and catheters).

Covered services include, but are
not limited to:

e Professional services, including
nursing services, furnished in
accordance with the plan of care

e Patient training and education not
otherwise covered under the
durable medical equipment
benefit

e Remote monitoring

e Monitoring services for the
provision of home infusion
therapy and home infusion drugs
furnished by a qualified home
infusion therapy supplier

home infusion therapy.

Medicare-covered home
infusion therapy.
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary
Plus (SLMB+)
Recipients

Hospice care

You are eligible for the hospice
benefit when your doctor and the
hospice medical director have given
you a terminal prognosis certifying
that you’re terminally ill and have 6
months or less to live if your illness
runs its normal course. You may
receive care from any Medicare-
certified hospice program. Your
plan is obligated to help you find
Medicare-certified hospice
programs in the plan’s service area,
including those the MA
organization owns, controls, or has
a financial interest in. Your hospice
doctor can be a network provider or
an out-of-network provider.
Covered services include:

e Drugs for symptom control and
pain relief

e Short-term respite care

e Home care

For hospice services and for
services that are covered by
Medicare Part A or B and are
related to your terminal prognosis:
Original Medicare (rather than our
plan) will pay your hospice
provider for your hospice services

When you enroll in a
Medicare-certified
hospice program, your
hospice services and your
Part A and Part B
services related to your
terminal prognosis are
paid for by Original
Medicare, not VIVA
MEDICARE Extra Care.

When you enroll in a
Medicare-certified
hospice program, your
hospice services and your
Part A and Part B
services related to your
terminal prognosis are
paid for by Original
Medicare, not VIVA
MEDICARE Extra Care.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

related to your terminal prognosis.
While you are in the hospice
program, your hospice provider will
bill Original Medicare for the
services that Original Medicare
pays for. You will be billed
Original Medicare cost-sharing.

For services that are covered by
Medicare Part A or B and are not
related to your terminal prognosis:
If you need non-emergency, non-
urgently needed services that are
covered under Medicare Part A or
B and that are not related to your
terminal prognosis, your cost for
these services depends on whether
you use a provider in our plan’s
network and follow plan rules (such
as if there is a requirement to obtain
prior authorization).

¢ [f you obtain the covered
services from a network provider
and follow plan rules for
obtaining service, you only pay
the plan cost-sharing amount for
in-network services

e [fyou obtain the covered
services from an out-of-network
provider, you pay the cost-
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

sharing under Fee-for-Service
Medicare (Original Medicare)

For services that are covered by
VIVA MEDICARE Extra Care but are
not covered by Medicare Part A or
B: VIVA MEDICARE Extra Care will
continue to cover plan-covered
services that are not covered under
Part A or B whether or not they are
related to your terminal prognosis.
You pay your plan cost-sharing
amount for these services.

For drugs that may be covered by
the plan’s Part D benefit: If these
drugs are unrelated to your terminal
hospice condition you pay cost-
sharing. If they are related to your
terminal hospice condition then you
pay Original Medicare cost-sharing.
Drugs are never covered by both
hospice and our plan at the same
time. For more information, please
see Chapter 5, Section 9.4 (What if
you 're in Medicare-certified
hospice).

Note: If you need non-hospice care
(care that is not related to your
terminal prognosis), you should
contact us to arrange the services.
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary
Plus (SLMB+)
Recipients

Our plan covers hospice
consultation services (one-time
only) for a terminally ill person
who hasn’t elected the hospice
benefit.

There is no coinsurance,
copayment or deductible
for the one-time hospice
consultation service.

There is no coinsurance,
copayment or deductible
for the one-time hospice
consultation service.

5 Immunizations

Covered Medicare Part B services

include:

e Pneumonia vaccine

e Flu shots, once each flu season in
the fall and winter, with
additional flu shots if medically
necessary

e Hepatitis B. vaccine if you are at
high or intermediate risk of
getting Hepatitis B. Requires
prior authorization (approval in
advance) to be covered.

e COVID-19 vaccine

e Other vaccines if you are at risk
and they meet Medicare Part B
coverage rules. Requires prior
authorization (approval in
advance) to be covered.

We also cover some vaccines under
our Part D prescription drug
benefit.

There is no coinsurance,
copayment, or deductible
for the pneumonia,
influenza, Hepatitis B,
and COVID-19 vaccines.

There is no coinsurance,
copayment, or deductible
for the pneumonia,
influenza, Hepatitis B,
and COVID-19 vaccines.
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary
Plus (SLMB+)
Recipients

Inpatient hospital care

Requires prior authorization
(approval in advance) to be
covered. Includes inpatient acute,
inpatient rehabilitation, long-term
care hospitals and other types of
inpatient hospital services. Inpatient
hospital care starts the day you are
formally admitted to the hospital
with a doctor’s order. The day
before you are discharged is your
last inpatient day. You are covered
for unlimited days.

Covered services include but are

not limited to:

e Semi-private room (or a private
room if medically necessary)

e Meals including special diets

e Regular nursing services

e Costs of special care units (such
as intensive care or coronary care
units)

e Drugs and medications

e Lab tests

e X-rays and other radiology
services

e Necessary surgical and medical
supplies

e Use of appliances, such as
wheelchairs

$0 for each Medicare-
covered day for days 1-6
for each inpatient
hospitalization. Each
inpatient admission
begins a new benefit
period.

$0 for additional days.

If you get authorized
inpatient care at an out-
of-network hospital after
your emergency
condition is stabilized,
your cost is the cost-
sharing you would pay at
a network hospital.

$235 for each Medicare-
covered day for days 1-6
for each inpatient
hospitalization. Each
inpatient admission
begins a new benefit
period.

$0 for additional days.

You begin paying a
copay on the day you are
admitted to the hospital,
but do not pay a copay
for the day you are
discharged.

If you get authorized
inpatient care at an out-
of-network hospital after
your emergency
condition is stabilized,
your cost is the cost-
sharing you would pay at
a network hospital.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

e Operating and recovery room
costs

e Physical, occupational, and
speech language therapy

¢ Inpatient substance abuse
services

e Under certain conditions, the
following types of transplants are
covered: corneal, kidney, kidney-
pancreatic, heart, liver, lung,
heart/lung, bone marrow, stem
cell, and intestinal/multivisceral.
If you need a transplant, we will
arrange to have your case
reviewed by a Medicare-
approved transplant center that
will decide whether you are a
candidate for a transplant.
Transplant providers may be
local or outside of the service
area. If our in-network transplant
services are outside the
community pattern of care, you
may choose to go locally as long
as the local transplant providers
are willing to accept the Original
Medicare rate. If VIVA
MEDICARE Extra Care provides
transplant services at a location
outside the pattern of care for
transplants in your community
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

and you choose to obtain
transplants at this distant
location, we will arrange or pay
for appropriate lodging and
transportation costs for you and a
companion.

¢ Blood -including storage and
administration. Coverage of
whole blood and packed red cells
begins with the first pint of blood
that you need.

¢ Physician services

Note: To be an inpatient, your
provider must write an order to
admit you formally as an inpatient
of the hospital. Even if you stay in
the hospital overnight, you might
still be considered an outpatient. If
you are not sure if you are an
inpatient or an outpatient, you
should ask the hospital staff

You can also find more information
in a Medicare fact sheet called Are
You a Hospital Inpatient or
Outpatient? If You Have Medicare
— Ask! This fact sheet is available
on the Web at
https://www.medicare.gov/sites/def
ault/files/2021-10/11435-Inpatient-
or-Outpatient.pdf or by calling 1-



https://www.medicare.gov/sites/default/files/2021-10/11435-Inpatient-or-Outpatient.pdf
https://www.medicare.gov/sites/default/files/2021-10/11435-Inpatient-or-Outpatient.pdf
https://www.medicare.gov/sites/default/files/2021-10/11435-Inpatient-or-Outpatient.pdf
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

Plus (SLMB+)
Recipients
800-MEDICARE (1-800-633-
4227). TTY users call 1-877-486-
2048. You can call these numbers
for free, 24 hours a day, 7 days a
week.
Inpatient services in a psychiatric | $0 for each $235 for each Medicare-

hospital

Requires prior authorization
(approval in advance) to be
covered.

e Covered services include mental
health care services that require a
hospital stay. Our plan covers up
to 90 days for a single inpatient
Medicare-covered hospital stay.

e There is a 190-day lifetime limit
for inpatient services in a
psychiatric hospital. The benefit
days used under the Original
Medicare program will count
toward the 190-day limit. If you
have exhausted your inpatient
mental health days, or if the
inpatient mental health stay is not
medically necessary, we will not
cover your stay. The 190-day
limit does not apply to inpatient
mental health services provided
in a psychiatric unit of a general
hospital.

Medicare-covered day
for days 1-6 for each
inpatient hospitalization.
Each inpatient admission
begins a new benefit
period.

$0 for additional days.

Our plan also covers 60
“lifetime reserve days.”
These are “extra” days
that we cover. If your
hospital stay is longer
than 90 days, you can use
these “extra” days. Once
you have used up these
“extra” 60 days, your

covered day for days 1-6
for each inpatient
hospitalization. Each
inpatient admission
begins a new benefit
period.

$0 for additional days.

You begin paying a
copay on the day you are
admitted to the hospital,
but do not pay a copay
for the day you are
discharged.

Our plan also covers 60
“lifetime reserve days.”
These are “extra” days
that we cover. If your
hospital stay is longer
than 90 days, you can use
these “extra” days. Once
you have used up these
“extra” 60 days, your
inpatient hospital
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Services that are What you must pay when you get these services

covered for you
Full Benefit Dual Specified Low-Income
Eligible (FBDE), Medicare Beneficiary
Qualified Medicare (SLMB Only),
Beneficiary (QMB Qualifying Individual
Only), Qualified (QI) and Qualified
Medicare Beneficiary Disabled and Working
Plus (QMB+), and Individual (QDWI)
Specified Low-Income Recipients

Medicare Beneficiary
Plus (SLMB+)
Recipients

inpatient hospital
coverage will be limited
to 90 days per inpatient
psychiatric stay.

coverage will be limited
to 90 days per inpatient
psychiatric stay.

Inpatient stay: Covered services
received in a hospital or SNF
during a non-covered inpatient
stay

Requires prior authorization
(approval in advance) to be
covered. The plan covers unlimited
days per benefit period for inpatient
hospital care and up to 100 days per
benefit period for skilled nursing
facility (SNF) care. If your inpatient
stay is not reasonable and
necessary, we will not cover your
inpatient stay. Also, once you have
reached the 100 days per benefit
period for SNF care, the plan will
no longer cover your stay in the
SNF. However, in some cases, we
will cover certain services you
receive while you are in the hospital
or the SNF.

Covered services include but are
not limited to:

e Physician services

e Diagnostic tests (like lab tests)

The Medicare-covered
services listed will
continue to be covered at
the cost-sharing amounts
shown in the Medical
Benefits Chart for the
specific service.

The Medicare-covered
services listed will
continue to be covered at
the cost-sharing amounts
shown in the Medical
Benefits Chart for the
specific service.
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Services that are
covered for you

What you must pay when you get these services

Full Benefit Dual
Eligible (FBDE),
Qualified Medicare
Beneficiary (QMB
Only), Qualified
Medicare Beneficiary
Plus (QMB+), and
Specified Low-Income
Medicare Beneficiary
Plus (SLMB+)
Recipients

Specified Low-Income
Medicare Beneficiary
(SLMB Only),
Qualifying Individual
(QI) and Qualified
Disabled and Working
Individual (QDWI)
Recipients

e X-ray, radium, and isotope
therapy including technician
materials and services

e Surgical dressings

e Splints, casts and other devices
used to reduce fractures and
dislocations

e Prosthetics and orthotics devices
(other than dental) that replace
all or part of an internal body
organ (including contiguous
tissue), or all or part of the
function of a permanently
inoperative or malfunctioning
internal body organ, including
replacement or repairs of such
devices

e Leg, arm, back, and neck braces;
trusses; and artificial legs, arms,
and eyes including adjustments,
repairs, and replacements
required because of breakage,
wear, loss, or a change in the
patient’s physical condition

e Physical therapy, speech therapy,
and occupational therapy

5 Medical nutrition therapy

This benefit is for people with
diabetes, renal (kidney) disease (but
not on dialysis), or after a kidney

There is no coinsurance,
copayment, or deductible
for members eligible for
Medicare-covered

There is no coinsurance,
copayment, or deductible
for members eligible for
Medicare-covered




2024 Evidence of Coverage for VIVA MEDICARE Extra Care 90

Chapter 4 Medical Benefits Chart (what is covered and what you pay)

Services that are What you must pa