Changes to 2023 Annual Notice of Change,
Evidence of Coverage, and Summary of Benefits

This is important information on changes in PrimeTime Health Plan coverage.

This notice is to notify of upcoming changes in coverage due to recent legislation. Below is
information describing the changes. Please keep this information for reference. A copy of this
notice is available with the Annual Notice of Change (ANOC), Summary of Benefits (SOB), and
Evidence of Coverage (EOC) on our website at www.pthp.com.

Part B Rebatable Drugs

Currently you pay 20% coinsurance for chemotherapy drugs, biologicals and other drugs covered
by Medicare Part B. As of April 1%, if a drug is listed as a Part B Rebatable Drug on the most
recent quarterly report published by the Centers for Medicare & Medicaid Services (CMS), then
you may pay less than 20% coinsurance. A Part B Rebatable Drug is a drug identified by CMS
whose price is increasing faster than inflation. The actual coinsurance percentage will vary based
on the cost of your drug, but will NOT be more than 20% coinsurance. This means beginning
April 1%, you may pay less than 20% coinsurance for certain Part B covered drugs specified by
Medicare. You do not need to take any action; we will automatically adjust the amount owed, and
the coinsurance may change each quarter.

Insulin for use with an Insulin Pump

Currently you pay 20% coinsurance for insulin used with an insulin pump and covered under
Medicare Part B (medical coverage). As of July 1%, you will pay no more than $35 for a one
month supply of insulin. This means if you receive insulin pump insulin from a Part B
medication provider (see examples below), you will pay no more than $35 for a one-month
supply. If you receive insulin at the pharmacy under Medicare Part D (prescription coverage),
you already pay $35 or less for a one month supply.

Example Part B medication providers who may supply insulin for a pump:

Davies Drugs Davies Pharmacy
Valleyview Pharmacy Brewster Family Pharmacy
Discount Drug Mart CCS

Edgepark Medicine Center

Mediwise Pharmacy Script Shop

You are not required to take any action in response to this document, but we recommend you
keep this information for future reference. If you have any questions please call us at 330-363-
7407 or 1-800-577-5084 (TTY users should call 711). Our Call Center is open Monday through
Friday, from 8:00 a.m. to 8:00 p.m. From October 1 through March 31, the Call Center is open
seven days a week, from 8:00 a.m. to 8:00 p.m.
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Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our
benefits and rules. If you have any questions, you can call and speak to a Customer
Service Representative at (330) 363-7407 or 1-800-577-5084. TTY users should call
711. A Customer Service Representative is available to assist you at the above phone
numbers, Monday through Friday from 8:00 a.m. to 8:00 p.m. (October 1st — March
31st, we are available 7 days a week, 8:00 a.m. to 8:00 p.m.)

Understanding the Benefits

Review the full list of benefits found in the Evidence of Coverage (EOC),
especially for those services for which you routinely see a doctor. Visit
www.pthp.com or call Customer Service at (330) 363-7407 or 1-800-577-5084
(TTY users should call 711) to view a copy of the EOC.

Review the Provider Directory (or ask your doctor) to make sure the doctors you
see now are in the network. If they are not listed, it means you will likely have to
select a new doctor.

Review the Pharmacy Directory to make sure the pharmacy you use for any
prescription medicine is in the network. If the pharmacy is not listed, you will
likely have to select a new pharmacy for your prescriptions.

Understanding Important Rules

In addition to your monthly plan premium, you must continue to pay your
Medicare Part B premium. This premium is normally taken out of your Social
Security check each month.

Benefits, premiums and/or copayments/co-insurance may change on January 1,
2024.

Except in emergency or urgent situations, we do not cover services by out-of-
network providers (doctors who are not listed in the provider directory).

Our plan allows you to see providers outside of our network (non-contracted
providers). However, while we will pay for certain covered services provided
by a non-contracted provider, the provider must agree to treat you. Except in
an emergency or urgent situations, non-contracted providers may deny care.
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AULTCARE’S
APRIMETIME

2023 PrimeTime Health Plan HEALTH PLAN
Summary of Benefits

Aultimate (HMO-PQOS) E00060 (includes drug coverage)

Classic (HMO-POS) E00055 (includes drug coverage)

Plus (HMO-PQOS) E00045 (includes drug coverage)

Basic MA — Only (HMO-PQOS) E00035 (no drug coverage)

This is a summary of drug and health services covered by plans offered by PrimeTime Health Plan January 1, 2023 — December 31, 2023.
This Summary of Benefits doesn't list every service that we cover or list every limitation or exclusion. To get a complete list of services we
cover, please call Customer Service and request the “Evidence of Coverage” or view it online at www.pthp.com. You can reach Customer
Service at 330-363-7407 or 1-800-577-5084 (TTY users call 711). Our Call Center is open Monday through Friday, from 8:00 a.m. to
8:00 p.m. From October 1 through March 31, the Call Center is open seven days a week, from 8:00 a.m. to 8:00 p.m. Or visit our website
at www.pthp.com.

You are eligible for membership in our plan as long as you have both Medicare Part A and Part B, you are a United States citizen or are
lawfully present in the United States, and you live in our service area. Our service area includes the following counties in Ohio: Carroll,
Columbiana, Harrison, Holmes, Medina, Mahoning, Portage, Summit, Stark, Trumbull, Tuscarawas, & Wayne.

PrimeTime Health Plan has a network of doctors, hospitals, pharmacies, and other providers. You must receive your care from a network
provider. 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. Exceptions are noted in italics in the chart. To find participating providers and pharmacies, please call us or visit our website at
www.pthp.com.

Out-of-network/non-contracted providers are under no obligation to treat PrimeTime Health Plan members, except in emergency
situations. Please call our customer service number or see your Evidence of Coverage for more information, including the cost-sharing
that applies to out-of-network services.

For coverage and costs of Original Medicare, look in your current “Medicare & You” handbook. View it online www.Medicare.gov or
get a copy by calling 1-800-MEDICARE (1-800-633-4227) 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

PrimeTime Health Plan is an HMO-POS plan with a Medicare contract. Enrollment in PrimeTime Health Plan depends on contract renewal.
This information is available in alternative formats such as large print, audio CD, or other alternate formats. Please call Customer Service if
you need plan information in another format or language.
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Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits.

Benefit category

Basic MA- Only
(HMO-POS)

Aultimate
(HMO-POS)

Classic
(HMO-POS)
includes Rx

Plus
(HMO-POS)
includes Rx

Monthly plan premium

No Rx coverage

includes Rx

(does not include
prescription drugs)

The maximum you will
pay in copays and
coinsurance for the year.

$3,400 annually

$4,300 annually

$4,100 annually

You must continue to pay | You pay $0 You pay $0 You pay $39 You pay $89

your Medicare Part B

premium.

Part B Premlum $25 a month Not Available Not Available Not Available

Reduction

Medical deductible This plan does not have This plan does not have This plan does not have This plan does not have
a deductible. a deductible. a deductible. a deductible.

Maximum Out-of-

Pocket responsibility In-network: In-network: In-network: In-network:

$3,900 annually

Inpatient hospital
coverage

Prior authorization may be
required for these
services. Please contact
the plan for more
information.

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

In-network:
Days 1-6:
You pay $275 per day

Days 7 and beyond:
You pay a $0 copay

In-network:
Days 1-6:
You pay $310 per day

Days 7 and beyond:
You pay a $0 copay

In-network:
Days 1-6:
You pay $295 per day

Days 7 and beyond:
You pay a $0 copay

In-network:
Days 1-6:
You pay $285 per day

Days 7 and beyond:
You pay a $0 copay

Outpatient hospital
coverage

Prior authorization may be
required for these
services. Please contact
the plan for more
information.




Benefit category

Basic MA- Only
(HMO-POS)

Aultimate
(HMO-PQOS)

Classic
(HMO-POS)

Plus
(HMO-POS)

Outpatient hospital
coverage (continued)
e Ambulatory
Surgical Center

No Rx coverage
In-network:

You pay 25% of the cost.
Annual maximum out-of-
pocket of $1,200.

includes Rx
In-network:

You pay a $350 copay for
outpatient surgery.

includes Rx
In-network:

You pay a $300 copay for
outpatient surgery.

includes Rx
In-network:

You pay a $200 copay for
outpatient surgery.

e Outpatient
Observation

You pay 25% of the cost
for observation services.

You pay 25% of the cost
for observation services.

You pay 25% of the cost
for observation services.

You pay 25% of the cost
for observation services.

Doctor visits
e Primary Care
Physician

In-network:
You pay a $0 copay per
visit

In-network:
You pay a $5 copay per
visit

In-network:
You pay a $0 copay per
visit

In-network:
You pay a $0 copay per
visit

e Specialist

You pay a $40 copay per
visit

You pay a $40 copay per
visit

You pay a $35 copay per
visit

You pay a $30 copay per
visit

Preventive care

All plans In-network:

You pay a $0 copay

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

Emergency care

If you are admitted to the
hospital within 23 hours,
you do not have to pay
your share of the cost for
emergency care.
World-wide coverage.
The plan covers
emergency care that you
get from an out-of-
network provider.

You pay an $110
copay per visit

You pay a $110 copay
per visit

You pay an $110
copay per visit

You pay a $110 copay
per visit

Urgently needed
services

If you are admitted to the
hospital within 23 hours,
you do not have to pay a
copay for urgent care.
World-wide coverage.
The plan covers urgent
care that you get from an
out-of-network provider.

Inside the United States:
You pay a $60 copay per
visit

Outside the United States:
You pay an $110 copay
per visit

Inside the United States:
You pay a $60 copay per
visit

Outside the United States:
You pay a $110 copay per
visit

Inside the United States:
You pay a $60 copay per
visit

Outside the United States:
You pay an $110 copay
per visit

Inside the United States:
You pay a $60 copay per
visit

Outside the United States:
You pay a $110 copay per
visit




Benefit category

Basic MA- Only
(HMO-POS)

Aultimate
(HMO-POS)

Classic
(HMO-POS)

Plus
(HMO-POS)

Diagnostic services/labs/

imaging

Prior authorization may be

required for these

services. Please contact

the plan for more

information.

e Diagnostic radiology
services (such as
MRIs, CT scans)

No Rx coverage

In-network:
You pay a $250 copay

includes Rx

In-network:
You pay a $190 copay

includes Rx

In-network:
You pay a $190 copay

includes Rx

In-network:
You pay a $175 copay

¢ Diagnostic tests and
procedures

You pay a $100 copay

You pay a $100 copay

You pay a $80 copay

You pay a $60 copay

e Lab services

For lab services, you may
use any in-network or out-
of-network qualified
provider.

You pay a $0 - $35 copay

You pay a $0 - $35 copay

You pay a $0 - $30 copay

You pay a $0 - $25 copay

e Outpatient x-rays

You pay a $100 copay

You pay a $100 copay

You pay a $80 copay

You pay a $60 copay

e Therapeutic
radiology services
(such as radiation
treatment for cancer)

All plans: You pay 20% of the cost

Hearing services

¢ Medical exam In-network: In-network: In-network: In-network:
Exam to diagnose and | You pay a $0 copay You pay a $25 copay You pay a $5 copay You pay a $0 copay
treat hearing and
balance issues

e Routine exam You pay a $0 copay You pay a $25 copay You pay a $5 copay You pay a $0 copay

(one routine hearing
exam every three years)

(one routine hearing
exam every three years)

(one routine hearing
exam every three years)

(one routine hearing
exam every three years)

e Hearing aids
We will allow two
hearing aid devices
every three years.

All plans: You pay a copayment of $595, $695, or $895 per hearing aid depending on the brand and model
selected. Call Amplifon at 1-866-921-2299 to access these copayment rates.
Hearing aids purchased from a non-Amplifon provider are eligible for reimbursement of $100 per hearing aid.
Hearing aid copays do not count towards your out-of-pocket limit.




Benefit category

Basic MA- Only
(HMO-POS)

Aultimate
(HMO-PQOS)
includes Rx

Classic
(HMO-POS)
includes Rx

Plus
(HMO-POS)
includes Rx

Dental services

e Medical exam
Prior authorization
may be required for
these services.

Please contact the plan
for more information.

No Rx coverage

In-network:

You pay a $40 copay
Limited dental services
(this does not include
services in connection
with care, treatment,
filling, removal, or
replacement of teeth).

In-network:

You pay a $40 copay
Limited dental services
(this does not include
services in connection
with care, treatment,
filling, removal, or
replacement of teeth).

In-network:

You pay a $35 copay
Limited dental services
(this does not include
services in connection
with care, treatment,
filling, removal, or
replacement of teeth).

In-network:

You pay a $30 copay
Limited dental services
(this does not include
services in connection
with care, treatment,
filling, removal, or
replacement of teeth).

e Supplemental dental
coverage
These services do
not count towards
your out-of-pocket
limit.
You may use any
qualified dental
provider.

Reimbursement for non-
Medicare covered dental
services up to a maximum
of $200 annually.

For example:
reimbursement for routine
exams, X-rays, cleanings,
fluoride, diagnostic
services, restorative,
endodontics, periodontics,
extractions, orthodontia
and prosthodontics.

Reimbursement for non-
Medicare covered dental
services up to a maximum
of $550 annually.

For example:
reimbursement for routine
exams, x-rays, cleanings,
fluoride, diagnostic
services, restorative,
endodontics, periodontics,
extractions, orthodontia
and prosthodontics.

Reimbursement for non-
Medicare covered dental
services up to a maximum
of $800 annually.

For example:
reimbursement for routine
exams, x-rays, cleanings,
fluoride, diagnostic
services, restorative,
endodontics, periodontics,
extractions, orthodontia
and prosthodontics.

Reimbursement for non-
Medicare covered dental
services up to a maximum
of $1,100 annually.

For example:
reimbursement for routine
exams, x-rays, cleanings,
fluoride, diagnostic
services, restorative,
endodontics, periodontics,
extractions, orthodontia
and prosthodontics.

Vision services

¢ Medical exam
Exam to diagnose and
treat diseases and
conditions of the eye
(including annual
diabetic retinopathy
exam).

In-network:
You pay a $40 copay

In-network:
You pay a $40 copay

In-network:
You pay a $35 copay

In-network:
You pay a $30 copay

e Eyeglasses or contact
lenses after cataract
surgery

All plans: You pay 20% of the cost




Benefit category

Basic MA- Only
(HMO-POS)

Aultimate
(HMO-POS)

Classic
(HMO-POS)

Plus
(HMO-POS)

Vision services

(continued)

e Annual routine eye
exam
These services do
not count towards
your out-of- pocket
limit.
You may use any
qualified vision
provider.

No Rx coverage

You pay a $0 copay

includes Rx

You pay a $0 copay

includes Rx

You pay a $0 copay

includes Rx

You pay a $0 copay

e Glasses/Contact
Lenses
These services do
not count towards
your out-of- pocket
limit.
You may use any
qualified vision
provider.

Reimbursement up to a
maximum of $200
annually.

Reimbursement up to a
maximum of $300
annually.

Reimbursement up to a
maximum of $300
annually.

Reimbursement up to a
maximum of $300
annually.

Mental health services
e Inpatient visit
Our plan covers an
unlimited number of
days for an inpatient
hospital stay.
Prior authorization
may be required for
these services.
Please contact the plan
for more information.

In-network:
Days 1-6:
You pay $275 per day

Days 7 and beyond:
You pay a $0 copay

In-network:
Days 1-6:
You pay $310 per day

Days 7 and beyond:
You pay a $0 copay

In-network:
Days 1-6:
You pay $295 per day

Days 7 and beyond:
You pay a $0 copay

In-network:
Days 1-6:
You pay $285 per day

Days 7 and beyond:
You pay a $0 copay

e Outpatient group
or individual
therapy visit

You pay a $35 copay per
visit

You pay a $40 copay per
visit

You pay a $35 copay per
visit

You pay a $30 copay per
visit




Benefit category

Basic MA- Only
(HMO-POS)

Aultimate
(HMO-POS)

Classic
(HMO-POS)

Plus
(HMO-POS)

Skilled nursing facility
(SNF)

Our plan covers up to
100 days in a SNF. Prior
authorization may be
required for services.
Please contact the plan
for more information.

No Rx coverage
In-network:

Days 1-20:

You pay $20 per day

Days 21-39:
You pay $150 per day

Days 40-100:
You pay a $0 copay

includes Rx

In-network:
Days 1-20:
You pay a $0 copay

Days 21-45:
You pay $150 per day

Days 46-100:
You pay a $0 copay

includes Rx

In-network:
Days 1-20:
You pay a $0 copay

Days 21-45:
You pay $135 per day

Days 46-100:
You pay a $0 copay

includes Rx
In-network:

Days 1-20:

You pay a $0 copay

Days 21-45:
You pay $120 per day

Days 46-100:
You pay a $0 copay

Rehabilitation Services
Annual maximum out-of-
pocket cost applies to
Medicare-covered
acupuncture, physical,
occupational, speech and
language therapies
combined.

e Cardiac Rehab
Prior authorization
required after 36 visits

In-network:
You pay a $0 copay per
visit

In-network:
You pay a $0 copay per
visit

In-network:
You pay a $0 copay per
visit

In-network:
You pay a $0 copay per
visit

e Pulmonary Rehab
Prior authorization
required after 36 visits

You pay a $0 copay per
visit

You pay a $0 copay per
visit

You pay a $0 copay per
visit

You pay a $0 copay per
visit

e Occupational
Therapy

You pay a $35 copay per
visit $1,050 combined
annual out-of-pocket max

You pay a $30 copay per
visit $900 combined
annual out-of-pocket max

You pay a $30 copay per
visit $900 combined
annual out-of-pocket max

You pay a $20 copay per
visit $600 combined
annual out-of-pocket max

e Physical/Speech &
Language Therapy

You pay a $35 copay per
visit $1,050 combined
annual out-of-pocket max

You pay a $30 copay per
visit $900 combined
annual out-of-pocket max

You pay a $30 copay per
visit $900 combined
annual out-of-pocket max

You pay a $20 copay per
visit $600 combined
annual out-of-pocket max

e Acupuncture

You pay a $35 copay per
visit $1,050 combined
annual out-of-pocket max

You pay a $30 copay per
visit $900 combined
annual out-of-pocket max

You pay a $30 copay per
visit $900 combined
annual out-of-pocket max

You pay a $20 copay per
visit $600 combined
annual out-of-pocket max




Benefit category

Basic MA- Only
(HMO-POS)

Aultimate
(HMO-POS)

Classic
(HMO-POS)
includes Rx

Plus
(HMO-POS)
includes Rx

Ambulance

Prior authorization may be
required for non-
emergency services.
Please contact the plan for
more information.
World-wide emergency
coverage.

No Rx coverage

In-network:
You pay a $200 copay
per trip

includes Rx

In-network:
You pay a $230 copay
per trip

In-network:
You pay a $210 copay
per trip

In-network:
You pay a $200 copay
per trip

Transportation

All plans: Not covered

Medicare Part B drugs
Prior authorization may be
required for services.
Please contact the plan for
more information.

e Chemotherapy drugs

All plans In-Network: You pay 20% of the cost

e Other Part B drugs

All plans: You pay 20% of the cost

Foot Care

(Podiatry Services)

Foot exams and treatment if
you have diabetes-related
nerve damage and/or meet
certain conditions.

All plans In-network: You pay a $35 copay

Medical equipment/
supplies

Prior authorization may be

required for services.

Please contact the plan for

more information.

e Durable medical
equipment (wheel-
chairs, oxygen, etc)

All plans In-network: You pay 20% of the cost

e Prosthetics/Medical
supplies (braces,

artificial limbs, etc)

All plans: You pay 20% of the cost




Benefit category

Basic MA- Only Aultimate Classic Plus
(HMO-POS) (HMO-PQOS) (HMO-POS) (HMO-POS)

Medical equipment/

supplies (continued)
e Medicare-covered
diabetic testing
supplies (lancets,
strips, & certain
glucometers)

No Rx coverage includes Rx includes Rx includes Rx

All plans: You pay 0% of the cost

e Medicare-covered
diabetic supplies

All plans: You pay 20% of the cost

Home Delivered
Meals

All plans: You pay a $0 copay.
Benefit is limited to 5 days, up to 10 meals, and following an inpatient or observation hospital stay at a network
facility, with a doctor’s order, and in our service area with a contracted provider.

Health and Wellness

Education Programs

e The Silver&Fit®
Exercise & Healthy
Aging Program

All plans: You pay a $0 copay for Health and Wellness Education benefits

As a Silver&Fit member you can visit a participating fitness center or YMCA near you that takes part in the
program at no cost to you. You also have the following no cost options available to you: Workout plans, Digital
“On-Demand” workouts, Home Fitness Kits, Well-Being Club, Healthy Aging Coaching, Activity tracking with
Silver&Fit Connected!™, and rewards.

e Tele-monitoring
Services

Members diagnosed with

these conditions may be

eligible.

Heart Failure

Diabetes

Chronic Obstructive Pulmonary Disease (COPD)
Hypertension

O O O O

e Stroke Prevention
Program

Offered to members who have health conditions that put them at higher risk for stroke

e 24 Hour Nursing
Hotline

(330) 363-7600 or 1-855-409-6448

¢ In-Home Safety
Assessment

Evaluates your home for potential safety concerns. For example: proper lighting, fall hazards, and grab bars

e Behavioral Health
Program

Provides support, education and resources for members with conditions such as depression, bipolar disorder,
and substance use disorder




Benefit category

Basic MA- Only
(HMO-POS)

Aultimate
(HMO-POS)

Classic
(HMO-POS)

Plus
(HMO-POS)

Over-The-Counter
(OTC) benefit

Covered OTC items are
health-related items and
medications that are
available without a
prescription and are not
covered by Medicare.

No Rx coverage
Not Available

includes Rx

Up to $50 per quarter on
qualified OTC items.

includes Rx

Up to $50 per quarter on
qualified OTC items.

includes Rx

Up to $75 per quarter on
qualified OTC items.

AultmanNow
Telehealth

To access go to
www.aultmannow.com
or download the smart
phone app

Primary Care Doctor visit:
You pay a $0 copay

Specialist visit:
You pay a $40 copay

Primary Care Doctor visit:
You pay a $5 copay

Specialist visit:
You pay a $40 copay

Primary Care Doctor visit:
You pay a $0 copay

Specialist visit:
You pay a $35 copay

Primary Care Doctor visit:
You pay a $0 copay

Specialist visit:
You pay a $30 copay

Papa Pals, Inc.

Help with Instrumental
Activities of Daily
Living

You pay nothing for up to 40 hours of Companion Care and Caregiver support.
e House tasks: meal prep, organization, laundry
e Companionship: conversation, board games, reading, exercise
e Tech help: Setting up personal tech devices such as a phone or computer, assisting with telehealth appointments
e Transportation: To and from doctor appointments, grocery shopping, errands
e Virtual visits Assistance from a distance: virtual services and companionship



http://www.aultmannow.com/

Outpatient Part D Prescription Drug Coverage

Cost-sharing may change when you enter a new stage of the Part D benefit. For more information on the stages of the benefit, please

contact the plan or view the Evidence of Coverage online at www.pthp.com.

Phase 1:
Deductible Stage*

You must pay the full cost of your Tier 3, Tier 4, and Tier 5 drugs until you have paid the deductible. The amount of
the deductible is listed in the chart below. For drugs in Tier 1, Tier 2, or the Insulin Savings Program you do not pay a
deductible and will receive coverage immediately at the copay amount listed below.

Phase 2: Initial
Coverage Stage

During this stage, the plan pays its share of the cost of your generic drugs and you pay your share of the cost.
After you (or others on your behalf) have met your Tiers 3, 4, and 5 deductible, the plan pays its share of the
costs of your Tiers 3, 4, and 5 drugs and you pay your share.
You pay the following copays/coinsurance until your total yearly drug costs reach $4,660. Total yearly drug costs are
the total drug costs paid by both you and our Part D plan.

The below copays/coinsurance are for prescriptions purchased from network pharmacies. Costs will differ based on whether the prescriptions
are filled at a preferred pharmacy, standard pharmacy, or mail order pharmacy. Refer to your pharmacy directory for information on which
pharmacies are preferred or standard. Cost will also differ based on the number of days’ supply. Long-Term Care (LTC) pharmacies can fill
up to a 31-day supply at the 30-day copays/ coinsurance listed below.

Annual Deductible*

Aultimate (HMO-POS)

Classic (HMO-PQOS)

Plus (HMO-POS)

*Applies to drugs in
Tiers 3,4, &5

$150

$125

$75

Preferred Pharmacy

- Retail (up to a 90 day supply)

Tier and Name

Aultimate (HMO-PQOS)

Classic (HMO-POS)

Plus (HMO-POS)

30 day 60 day 90 day 30 day 60 day 90 day 30 day 60 day 90 day

1- PrefcIeDr;‘EgsGenerlc $0 copay | $0copay | $0copay | $0copay | $0copay | $0copay | $0copay | $0copay | $0 copay

2 - Generic Drugs $15 copay | $30 copay | $45 copay | $8 copay | $16 copay | $24 copay | $8 copay | $16 copay | $24 copay

=5 PreE‘)e rrJgegl*Brand $42 copay | $84 copay |$126 copay | $42 copay | $84 copay [$126 copay | $42 copay | $84 copay |$126 copay

) InsPurI;Sri?T\]/ings $35 copay | $70 copay |$105 copay | $35 copay | $70 copay [$105 copay | $35 copay | $70 copay |$105 copay

4- Ncl)Dnr-S grgierred $95 copay [$190 copay |$285 copay | $95 copay ($190 copay [$285 copay | $95 copay [$190 copay |$285 copay
5 - Specialty Drugs* 29% of the Not Not 30% of the Not Not 31% of the Not Not

b y g cost Available | Available cost Available | Available cost Available | Available



http://www.pthp.com/

Standard Pharmacy - Retail (up to a 90 day supply)

30 day 60 day 90 day 30 day 60 day 90 day 30 day 60 day 90 day
%)rllf g'rse ferred Generic $10 copay | $20 copay | $30 copay | $10 copay | $20 copay | $30 copay | $10 copay | $20 copay | $30 copay
2 - Generic Drugs $20 copay | $40 copay | $60 copay | $18 copay | $36 copay | $54 copay | $16 copay | $32 copay | $48 copay
:E’)ruPJ Sel‘erred B $47 copay | $94 copay |$141 copay | $47 copay | $94 copay |$141 copay | $47 copay | $94 copay |$141 copay
P; o é?;lrjrllm Savings $35 copay | $70 copay |$105 copay | $35 copay | $70 copay [$105 copay | $35 copay | $70 copay |$105 copay
lt:l);ul\;rl-preferred $100 copay |$200 copay [$300 copay [$100 copay |$200 copay ($300 copay |$100 copay |$200 copay [$300 copay
5 - Specialty Druas* 29% of the Not Not 30% of the Not Not 31% of the Not Not
P y g cost Available | Available cost Available | Available cost Available | Available
Mail Order Pharmacy (up to a 90 day supply)
30 day 60 day 90 day 30 day 60 day 90 day 30 day 60 day 90 day
]l-Dl‘LllD J: ferred Generic $0 copay | $0copay | $0copay | $0copay | $0copay | $0copay | $0copay | $0 copay | $0 copay
2 - Generic Drugs $15 copay | $30 copay |$45 copay | $8 copay |$16 copay |$20 copay | $8 copay |$16 copay |$20 copay
?[,);E;:Ierred Slielie $45 copay | $90 copay [$125 copay | $45 copay |$90 copay [$125 copay | $45 copay |$90 copay [$125 copay
P; O:;Zl#in SIS $35 copay | $70 copay |$105 copay | $35 copay | $70 copay [$105 copay | $35 copay | $70 copay |$105 copay
étl)-rllj\(‘lgzg-preferred $95 copay [$190 copay |$285 copay |$95 copay [$190 copay |$275 copay |$95 copay [$190 copay [$275 copay
5 - Specialty Druas* 29% of the Not Not 30% of the Not Not 31% of the Not Not
P y g cost Available | Available cost Available | Available cost Available | Available

*Tier 3, 4 and 5 copays apply after you have met the annual deductible. The Insulin Savings Program is not subject to deductible.




Phase 3: Coverage
Gap Stage

While in the coverage gap you will continue to pay the same copay for tier 1drugs, tier 2 drug, and covered insulins
and the plan pays the rest. Only the amount you pay counts and moves you through the coverage gap.

The Medicare Coverage Gap Discount Program provides manufacturer discounts on tier 3, 4 and 5 drugs. You pay
25% of the negotiated price and a portion of the dispensing fee for brand name drugs and you pay no more than
25% of the cost for generic drugs. Both the amount you pay and the amount discounted by the manufacturer count
toward your out-of-pocket costs and moves you through the coverage gap.

You continue paying these costs until your yearly out-of-pocket payments reach a maximum amount that Medicare
has set. Once you reach this amount $7,400, you leave the Coverage Gap Stage and move to the Catastrophic
Coverage Stage.

Phase 4:
Catastrophic
Coverage Stage

You enter the Catastrophic Coverage Stage when your out-of-pocket costs have reached the $7,400 limit for the
calendar year. Once you are in the Catastrophic Coverage Stage, you will stay in this payment stage until the end of
the calendar year.

During this stage, the plan will pay most of the cost for your drugs. You will pay whichever is the larger amount:

e —either — coinsurance of 5% of the cost of the drug

e —or—$4.15 for a generic drug or a drug that is treated like a generic and $10.35 for all other drugs.




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-
800-577-5084 (TTY 711). Someone who speaks English 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 1-800-577-
5084 (TTY 711). Alguien que hable espafiol le podra ayudar. Este es un
servicio gratuito.

Chinese Mandarin: ZEHERNBERS  BHEREXTREIGVWREHOER
5E A, MREFZMWBFRS , FBE 1-800-577-5084 (TTY 711), BAMNHXT
FEARBRREHEDE, IR-MERRS

Chinese Cantonese: ¥ EMNBRENEYRRTEFEESER , ALRMPREREEEN
B RiE. WEMERK  FEE 1-800-577-5084 (TTY 711), BMEAXHAER
BBEARREHER, ER—EEEBRK.

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 1-800-577-5084 (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 1-800-577-5084 (TTY 711). Un interlocuteur parlant Francgais
pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mién phi dé tra 16i cac cau hoi
vé chudng sic khée va chuong trinh thuéc men. Néu qui vi can thong dich
vién xin goi 1-800-577-5084 (TTY 711) s& c6 nhan vién ndi ti€ng Viét giup
dd qui vi. Day la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen
zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-800-577-5084 (TTY 711). Man wird Ihnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.
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Korean: @At= |2 B8 L= oFE E&o| #8t ZAEo &8l E2|1A F& 8
MHIAE MZstD U i 1-800-577-5084 (TTY
711) Hoz Eolal|l T4 =& ZJLct. of
MHIAE 222 2FFLCH

Russian: Ecnu y Bac BO3HMKHYT BOMNPOCbI OTHOCUTE/IbHO CTPaxoBOro uam
MeAWKAMEHTHOro njaHa, Bbl MOXeTe BOCMOJ/Ib30BaTbCsA HawmMm 6ecnnaTtHbIMmU
ycnyramm nepeBoaumkoB. YTobbl BOCNOb30BaTbCA YCyraMm rnepeBoaymka,
NO3BOHUTE HaM no TenedoHy 1-800-577-5084 (TTY 711). Bam okaxeT
NOMOLLb COTPYAHWUK, KOTOPbIA FOBOPUT NMO-pyccku. [laHHas ycnyra
becnnatHas.

Arabic: Jsasll il 450¥) Jan o daally gheti Al (6 e Dladl dalad) (55l an yiall ciladd aais Ly
o L Jhai¥) (s sm clile Gl (558 aa e e 1-800-577-5084 (TTY 711) L padd o,
A pad) Gaaay dilase dedd oda | cline Luay,

Hindi: §HR W 1 a1 &1 Aei1 & IR F 310 fbdt Wl 091 & Wi o7 & forg gaR
T YU gHITT TaTd Iudsd €. Teh T UId &’ & oY, 9 86 1-800-577-5084
g\%nl)ww\m ®Y. Dls AGd oll fewa! AIddl § U] Heg B Tl 8. 98 Th Jud

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 1-800-577-5084 (TTY 711). Un nostro
incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio
gratuito.

Portugués: Dispomos de servicos de interpretacdo gratuitos para responder
a qualquer questao que tenha acerca do nosso plano de saude ou de
medicacdo. Para obter um intérprete, contacte-nos através do nimero 1-
800-577-5084 (TTY 711). Ird encontrar alguém que fale o idioma Portugués
para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou
ta genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon
entepret, jis rele nou nan 1-800-577-5084 (TTY 711). Yon moun ki pale
Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego,
ktory pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub
dawkowania lekow. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk
polski, nalezy zadzwoni¢ pod numer 1-800-577-5084 (TTY 711). Ta ustuga
jest bezptatna.
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Japanese: HHORERBERBREERUARTSVICHIBZZERBICKEBZATHILY
2, EROBRY—EANHYYEIETVWET, BRRZCHABICHESICIE, 1-800-
577-5084 (TTY 711) LB BE L&V, AXBEZETA EAFZEVELET, O
nEEBOY—EATT,

Non-discrimination Notice

PrimeTime Health Plan complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PrimeTime Health
Plan does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex. PrimeTime Health Plan provides free aids and services to people with
disabilities to communicate effectively with us, such as: Qualified sign language interpreters and
written information in other formats (large print, audio, accessible electronic formats, other
formats). PrimeTime Health Plan provides free language services to people whose primary
language is not English, such as: Qualified interpreters and information written in other
languages.

If you need these services, or if you believe that PrimeTime Health Plan has failed to provide
these services or discriminated in another way on the basis of race, color, national origin, age,
disability, or sex, you can contact or file a grievance with the: PrimeTime Health Plan Civil
Rights Coordinator, 2600 6 St. S.W. Canton, OH 44710, 330-363-7456,
CivilRightsCoordinator@aultcare.com. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, our Civil Rights staff is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S.
Department of Health and Human Services 200 Independence Avenue, SW Room 509F, HHH
Building Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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