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Welcome to Bright Health.

Enclosed you will find our summary of the health and drug services covered by Bright Advantage
Flex (PPO), Bright Advantage Flex Plus (PPO), and Bright Advantage Access (PPO) plans from
January 1, 2020 to December 31, 2020, for Maricopa County.

Keep in mind, this is a summary of what's covered and what you would pay for those benefits and
services. For a complete coverage list, including limitations and exclusions, please refer to our
Evidence of Coverage (“EOC"). You can find an EOC online at www.brighthealthplan.com/
medicare, or you can request a printed copy to be mailed to you by calling us at 844-679-2028,

8 am - 8 pm local time, 7 days a week Oct. 1-Mar. 31, Monday-Friday Apr. 1-Sept. 30, TTY: 711.

We designed our plans a little differently.

We believe that health insurance and healthcare work better together. So, that's why we built our
health plans from the ground up, with carefully selected Care Partners like Arizona Care Network.
Our partnership with Arizona Care Network means you benefit from a connected care system that
puts your healthcare needs at the center. With a network of hand-picked doctors, working
together on your behalf, you get to focus on living your best life.

This is healthcare that revolves around you.

When your health plan and your healthcare providers are working together, you're always at the
center — but never caught in the middle. We're proud of our Medicare Advantage plans and we
think you'll love them, too. But we also believe it's important that you enroll in the health plan
that's right for you. So, take a look, and give us a call if you have any questions.

We look forward to helping you live your best life.


www.brighthealthplan.com/medicare
www.brighthealthplan.com/medicare

Some Frequently Asked Questions:
May | choose my providers?

Bright Health has carefully selected a network of doctors, hospitals, pharmacies, and other
providers. To keep your costs down, it's important that you receive care from an in-network
provider. In most cases, if you choose to get care outside of the plan’s network, you will likely pay
more for the service. However, if you need out-of-network emergency services, out-of-area
urgently needed services or out-of-area dialysis services, then we've got you covered.

To find an in-network provider near you, visit our website at www.brighthealthplan.com/medicare
or call Bright Health at 844-679-2028.

What is a prescription drug formulary?

A formulary is a list of drugs covered by a health plan. To make sure your drugs are included in
the Bright Advantage Flex (PPO), Bright Advantage Flex Plus (PPO), and Bright Advantage Access
(PPO) formulary, you can search and download our formulary online at www.brighthealthplan.
com/medicare. Or you can call Bright Health at 844-679-2028 to discuss your drugs. Please note
that the formulary is subject to change, and you can always find the most up-to-date list of drugs
on our website.

For more information, or if you have any questions, just give us a call.
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844-679-2028, TTY: 711
8 am - 8 pm local time, 7 days a week Oct. 1-Mar. 31, Monday-Friday Apr. 1-Sept. 30
www.brighthealthplan.com/medicare

If you'd like to know more about the coverage and costs of Original Medicare, please look in the
current Medicare & You handbook. You can view it online at Medicare.gov or get a copy by calling
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call
1-877-486-2048.
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This is a summary of drug and health services covered by Bright Advantage Flex (PPO), Bright
Advantage Flex Plus (PPO), and Bright Advantage Access (PPO) , January 1, 2020 - December
31, 2020.

Bright Health plans are HMOs and PPOs with a Medicare contract. Bright Health's New York
D-SNP plan is an HMO with a Medicare contract and a Coordination of Benefits Agreement with
New York State Department of Health. Our plans are issued through Bright Health Insurance
Company or one of its affiliates. Bright Health Insurance Company is a Colorado Life and Health
company that issues indemnity products, including EPOs offered through Medicare Advantage.
An EPO is an exclusive provider organization plan that may be written on an HMO license in some
states and on a Life and Health license in some states, including Colorado. Enrollment in our
plans depends on contract renewal.

Please contact us at 844-679-2028 for additional information. (TTY users should call 711.) Hours
are 8 am - 8 pm local time, 7 days a week Oct. 1-Mar. 31, Monday-Friday Apr. 1-Sept. 30. You may
also visit the website at www.brighthealthplan.com/medicare.

To join Bright Advantage Flex (PPO), you must have both Medicare Part A and Medicare Part B,
and live in our service area.

Bright Advantage Flex (PPO) has a network of doctors, hospitals, pharmacies, and other providers
that can be found on our website at www.brighthealthplan.com/medicare. If you use providers
that are not in our network, the plan may not pay for these services.


www.brighthealthplan.com/medicare
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Premiums & Benefits

Bright Bright Bright
Advantage Advantage Advantage
Flex (PPO) Flex Plus (PPO) | Access (PPO)
Monthly Plan Premium S0 $49 S0
Deductible SO SO SO

Maximum Out-Of-Pocket
Amount

From network
providers: $5,500*

From network and
out-of-network
providers
combined:
$10,000*

From network
providers: $5,000*

From network and
out-of-network
providers
combined:
$10,000*

From network
providers: $6,700*

From network and
out-of-network
providers
combined:
$10,000*




Benefits

Bright Bright Bright

Advantage Advantage Advantage

Flex (PPO) Flex Plus (PPO) | Access (PPO)
Inpatient Hospital Coverage In-Network In-Network In-Network

$295 copay each | $295 copay each | $600 copay for

day fordays 1to | day fordays1to | each

6 and SO copay 5 and SO copay Medicare-covered

each day for days | each day for days | hospital stay

71090 610 90

S0 copay for S0 copay for Out-of-Network

additional additional You pay the 2020

Medicare-covered
days.

Out-of-Network
40% coinsurance
each day

Medicare-covered
days.

Out-of-Network
35% coinsurance
each day

Original Medicare
cost-sharing
amounts.

$1,408 deductible
for each benefit
period;

S0 copay each
day for days 1-60
for each benefit
period;

$352 copay each
day for days 61 to
90 for each
benefit period;
§704 copay per
each "lifetime
reserve day" after
day 90 for each
benefit period (up
to 60 days over
your lifetime).

Outpatient Hospital Coverage

Outpatient hospital services

Outpatient hospital
observation services

In-Network
$275 copay

Out-of-Network
40% coinsurance

In-Network
§275 copay

Out-of-Network
40% coinsurance

In-Network
$250 copay

Out-of-Network
35% coinsurance

In-Network
$250 copay

Out-of-Network
35% coinsurance

In-Network
20% coinsurance

Out-of-Network
20% coinsurance

In-Network
20% coinsurance

Out-of-Network
20% coinsurance




Bright Bright Bright

Advantage Advantage Advantage

Flex (PPO) Flex Plus (PPO) | Access (PPO)
Services provided at an In-Network In-Network In-Network
ambulatory surgical center $225 copay $200 copay 20% coinsurance

Out-of-Network
40% coinsurance

Out-of-Network
35% coinsurance

Out-of-Network
20% coinsurance

Doctor Visits

Primary Care Providers

Specialists

Annual Routine Physical
Exam

In-Network
S0 copay

Out-of-Network
40% coinsurance

In-Network
$35 copay

Out-of-Network
40% coinsurance

In-Network
$0 copay

Out-of-Network
40% coinsurance

In-Network
S0 copay

Out-of-Network
35% coinsurance

In-Network
$30 copay

Out-of-Network
35% coinsurance

In-Network
$0 copay

Out-of-Network
35% coinsurance

In-Network
S0 copay

Out-of-Network
20% coinsurance

In-Network
$30 copay

Out-of-Network
20% coinsurance

In-Network
$0 copay

Out-of-Network
20% coinsurance

Preventive Care (e.g., flu
vaccine, diabetic screenings)

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

In-Network
$0 copay

Out-of-Network
40% coinsurance

In-Network
$0 copay

Out-of-Network
35% coinsurance

In-Network
$0 copay

Out-of-Network
20% coinsurance

Abdominal aortic aneurysm screening
+ Alcohol misuse counseling

Bone mass measurement
- Breast cancer screening (mammogram)

Cardiovascular disease (behavioral therapy)
+ Cardiovascular screening (cholesterol, lipids,

triglycerides)

« Cervical and vaginal cancer screening
Colorectal cancer screenings (colonoscopy, fecal
occult blood test, flexible sigmoidoscopy)




Bright Bright Bright
Advantage Advantage Advantage
Flex (PPO) Flex Plus (PPO) | Access (PPO)

Depression screening

« Diabetes screening
Diabetes self-management training

+  Glaucoma test
Hepatitis C screening

+ HIV screening
Lung cancer screening

« Medical nutrition therapy services
Medicare Diabetes Prevention Program

« Obesity screening and counseling
Prostate cancer screenings (PSA)

« Sexually transmitted infection screening and
counseling

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

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

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

Emergency Care

$90 copay $90 copay 20% coinsurance
Copayment is Copayment is Coinsurance is
waived if you are | waived if you are | waived if you are
admitted to a admitted to a admitted to a
hospital within 24 | hospital within 24 | hospital within 3
hours. hours. days.




Bright Bright Bright
Advantage Advantage Advantage
Flex (PPO) Flex Plus (PPO) | Access (PPO)
Urgently Needed Services $40 copay $40 copay 20% coinsurance
Cost-sharing for Cost-sharing for Coinsurance is
necessary necessary waived if you are

urgently needed
services furnished
out-of-network is
the same as for
such services
furnished
in-network.

urgently needed
services furnished
out-of-network is
the same as for
such services
furnished
in-network.

admitted to a
hospital within 3
days.
Cost-sharing for
necessary
urgently needed
services furnished
out-of-network is
the same as for
such services
furnished
in-network.

Diagnostic
Services/Labs/Imaging

Diagnostic tests and
procedures

Lab services

Diagnostic radiology services
(e.g. MRI, CAT Scan)

Outpatient X-rays

In-Network
$150 copay

Out-of-Network
40% coinsurance

In-Network
$10 copay

Out-of-Network
40% coinsurance

In-Network
$30 - $150 copay

Out-of-Network
40% coinsurance

In-Network
$0 copay

Out-of-Network
40% coinsurance

In-Network
$125 copay

Out-of-Network
35% coinsurance

In-Network
S0 copay

Out-of-Network
35% coinsurance

In-Network
$25- 8125 copay

Out-of-Network
35% coinsurance

In-Network
$0 copay

Out-of-Network
35% coinsurance

In-Network
20% coinsurance

Out-of-Network
20% coinsurance

In-Network
20% coinsurance

Out-of-Network
20% coinsurance

In-Network
20% coinsurance

Out-of-Network
20% coinsurance

In-Network
20% coinsurance

Out-of-Network
20% coinsurance




Bright Bright Bright
Advantage Advantage Advantage
Flex (PPO) Flex Plus (PPO) | Access (PPO)
Hearing Services
Exam to diagnose and treat In-Network In-Network In-Network
hearing and balance issues S0 copay S0 copay 20% coinsurance

Routine hearing exam

Fitting-evaluation(s) for
hearing aids

Hearing aids

Out-of-Network
40% coinsurance

In-Network
S0 copay

Out-of-Network
40% coinsurance

In-Network
Not covered

Out-of-Network
Not covered

Not covered

Out-of-Network
35% coinsurance

In-Network
S0 copay

Out-of-Network
35% coinsurance

In-Network
S0 copay

Out-of-Network

35% coinsurance
Limited to 1

visit(s) every year

Up to a $750
allowance for
every year for

Out-of-Network
20% coinsurance

In-Network
S0 copay

Out-of-Network
20% coinsurance

In-Network
Not covered

Out-of-Network
Not covered

Not covered

hearing aids.
Dental Services
Medicare-covered dental In-Network In-Network In-Network
services S0 copay for each | SO copay for each | 20% coinsurance
Medicare-covered | Medicare-covered | for each

service.

Out-of-Network

40% coinsurance
for each
Medicare-covered
service.

service.

Out-of-Network
35% coinsurance
for each
Medicare-covered
service.

Medicare-covered
service.

Out-of-Network
20% coinsurance
for each
Medicare-covered
service.
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Bright Bright Bright
Advantage Advantage Advantage
Flex (PPO) Flex Plus (PPO) | Access (PPO)
Annual dental benefit
maximum
Oral Exams In-Network In-Network In-Network
S0 copay S0 copay S0 copay

+  Prophylaxis (Cleaning)

*  Fluoride Treatment

+ Dental X-Rays

Out-of-Network

30% coinsurance
Limited to 2 oral

exam(s) every
year

In-Network
$0 copay

Out-of-Network

30% coinsurance
Limited to 2

cleaning(s) every
year

In-Network
$0 copay

Out-of-Network

30% coinsurance
Limited to 1

fluoride
treatment(s) every
year

In-Network
$0 copay

Out-of-Network

30% coinsurance
Limited to 2

x-ray(s)

Out-of-Network

30% coinsurance
Limited to 2 oral

exam(s) every
year

In-Network
$0 copay

Out-of-Network

30% coinsurance
Limited to 2

cleaning(s) every
year

In-Network
$0 copay

Out-of-Network

30% coinsurance
Limited to 1

fluoride
treatment(s) every
year

In-Network
$0 copay

Out-of-Network

30% coinsurance
Limited to 2

x-ray(s)

Out-of-Network

30% coinsurance
Limited to 2 oral

exam(s) every
year

In-Network
$0 copay

Out-of-Network

30% coinsurance
Limited to 2

cleaning(s) every
year

In-Network
$0 copay

Out-of-Network

30% coinsurance
Limited to 1

fluoride
treatment(s) every
year

In-Network
$0 copay

Out-of-Network

30% coinsurance
Limited to 2

x-ray(s)
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Bright Bright Bright

Advantage Advantage Advantage

Flex (PPO) Flex Plus (PPO) | Access (PPO)
Non-Routine Services | In-Network In-Network In-Network

Diagnostic Services

Restorative Services

Periodontics

Endodontics

Extractions

Not covered

Out-of-Network
Not covered

In-Network
Not covered

Out-of-Network
Not covered

In-Network
Not covered

Out-of-Network
Not covered

In-Network
Not covered

Out-of-Network
Not covered

In-Network
Not covered

Out-of-Network
Not covered

In-Network
Not covered

Out-of-Network
Not covered

Copay varies

Out-of-Network

Coinsurance
varies

In-Network
$0 copay

Out-of-Network

Coinsurance
varies

In-Network
Copay varies

Out-of-Network

Coinsurance
varies

In-Network
Copay varies

Out-of-Network

Coinsurance
varies

In-Network
Copay varies

Out-of-Network

Coinsurance
varies

In-Network
Copay varies

Out-of-Network

Coinsurance
varies

Not covered
Out-of-Network
Not covered
In-Network
Not covered
Out-of-Network
Not covered
In-Network
Not covered
Out-of-Network
Not covered
In-Network

Not covered

Out-of-Network
Not covered

In-Network
Not covered

Out-of-Network
Not covered
In-Network

Not covered

Out-of-Network
Not covered
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Bright Bright Bright

Advantage Advantage Advantage

Flex (PPO) Flex Plus (PPO) | Access (PPO)
Prosthodontics, Other | In-Network In-Network In-Network

Oral/Maxillofacial
Surgery, Other
Services

Comprehensive Dental
Services

Not covered

Out-of-Network
Not covered

$24 monthly
premium
Copayments vary
by service. Please
refer to your

Copay varies

Out-of-Network
Coinsurance
varies

These benefits
are already
included in your
plan.

Not covered

Out-of-Network
Not covered

$24 monthly
premium
Copayments vary
by service. Please
refer to your

Evidence of Evidence of
Coverage for Coverage for
details. details.
Vision Services
Exam to diagnose and treat In-Network In-Network In-Network
diseases and conditions of S0 copay S0 copay 20% coinsurance

the eye

Routine eye exam

Eyewear after cataract
surgery

Out-of-Network
40% coinsurance

In-Network
S0 copay

Out-of-Network

S0 copay
Limited to 1

visit(s) every year

In-Network
S0 copay

Out-of-Network
40% coinsurance

Out-of-Network
35% coinsurance

In-Network
S0 copay

Out-of-Network

S0 copay
Limited to 1

visit(s) every year

In-Network
S0 copay

Out-of-Network
35% coinsurance

Out-of-Network
20% coinsurance

In-Network
S0 copay

Out-of-Network

$0 copay
Limited to 1

visit(s) every year

In-Network
S0 copay

Out-of-Network
20% coinsurance
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Bright Bright Bright

Advantage Advantage Advantage

Flex (PPO) Flex Plus (PPO) | Access (PPO)
Contact lenses In-Network In-Network In-Network

Available once
every other
calendar year.
Contacts are in
lieu of glasses.
Contact lens
exam (fitting and
evaluation) $60
maximum copay
$130 allowance
towards
prescription
contact lenses.

Out-of-Network

Available once
every other
calendar year.
Contacts are in
lieu of glasses.
Contact lens
exam (fitting and
evaluation) $60
maximum copay
$130 allowance
towards
prescription
contact lenses.

Available once
every other
calendar year.
Contacts are in
lieu of glasses.
Contact lens
exam (fitting and
evaluation) S60
maximum copay
$130 allowance
towards
prescription
contact lenses.

Out-of-Network

Available once
every other
calendar year.
Contacts are in
lieu of glasses.
Contact lens
exam (fitting and
evaluation) $60
maximum copay
$130 allowance
towards
prescription
contact lenses.

Not covered

Out-of-Network
Not covered
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Bright Bright Bright

Advantage Advantage Advantage

Flex (PPO) Flex Plus (PPO) | Access (PPO)
Eyeglasses (lenses and In-Network In-Network In-Network

frames)

Optional Vision Care -
Additional Eye Wear

Available once
every other
calendar year.
$25 copay
Coverage
includes single
vision, lined
bifocals, lined
trifocals,
lenticular lenses
and a $130
allowance

towards a frame.

Out-of-Network
Available once
every other
calendar year.
$25 copay
Coverage
includes single
vision, lined
bifocals, lined
trifocals,
lenticular lenses
and a $130
allowance
towards a
frame.copay

These benefits
are already
included in your
plan.

Available once
every other
calendar year.
$25 copay
Coverage
includes single
vision, lined
bifocals, lined
trifocals,
lenticular lenses
and a $130
allowance
towards a frame.

Out-of-Network
Available once
every other
calendar year.
$25 copay
Coverage
includes single
vision, lined
bifocals, lined
trifocals,
lenticular lenses
and a $130
allowance
towards a frame.

These benefits
are already
included in your
plan.

Not covered

Out-of-Network
Not covered

$4 monthly
premium

Up to a $130
allowance
towards
eyeglasses
(lenses and
frames) or
contact lenses.
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Bright Bright Bright
Advantage Advantage Advantage
Flex (PPO) Flex Plus (PPO) | Access (PPO)
Mental Health Services
Outpatient group therapy visit | In-Network In-Network In-Network
$40 copay $40 copay 20% coinsurance

Outpatient individual therapy
visit

Out-of-Network
40% coinsurance

In-Network
$40 copay

Out-of-Network
40% coinsurance

Out-of-Network
35% coinsurance

In-Network
$40 copay

Out-of-Network
35% coinsurance

Out-of-Network
20% coinsurance

In-Network
20% coinsurance

Out-of-Network
20% coinsurance
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Bright Bright Bright
Advantage Advantage Advantage
Flex (PPO) Flex Plus (PPO) | Access (PPO)

Inpatient visit In-Network In-Network In-Network
$290 copay each | $295 copay each | $600 copay for
day fordays 1to | dayfordays1to | each

6 and SO copay
each day for days
71090

S0 copay for an
additional 60
lifetime reserve
days.

Out-of-Network
40% coinsurance
each day for days
1t0 90

5 and $0 copay
each day for days
610 90

$0 copay for an
additional 60
lifetime reserve
days.

Out-of-Network
35% coinsurance
each day for days
11090

Medicare-covered
hospital stay.

$0 copay for an
additional 60
lifetime reserve
days.

Out-of-Network

You pay the 2020
Original Medicare
cost-sharing
amounts.

$1,408 deductible
for each benefit
period;

$0 copay each
day for days 1-60
for each benefit
period;

$352 copay each
day for days 61 to
90 for each
benefit period;
§704 copay per
each "lifetime
reserve day" after
day 90 for each
benefit period (up
to 60 days over
your lifetime).
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Bright Bright Bright
Advantage Advantage Advantage
Flex (PPO) Flex Plus (PPO) | Access (PPO)
Skilled Nursing Facility (SNF) In-Network In-Network In-Network
Care S0 copay each S0 copay each You pay the 2020
day for days 1to | day for days 1to | Original Medicare
20 and $178 20 and $178 cost-sharing

copay each day
for days 21 to 100

Out-of-Network
35% coinsurance
each day for days
1to 100

copay each day
for days 21 to 100

Out-of-Network
35% coinsurance
each day for days
1to 100

amounts.

S0 copay each
day for days 1 to
20 for each
Medicare-covered
skilled nursing
facility stay for
each benefit
period.

$176 copay each
day for days 21 to
100 for each
Medicare-covered
skilled nursing
facility stay for
each benefit
period.

Out-of-Network

You pay the 2020
Original Medicare
cost-sharing
amounts.

$0 copay each
day for days 1 to
20 for each
Medicare-covered
skilled nursing
facility stay for
each benefit
period.

$176 copay each
day for days 21 to
100 for each
Medicare-covered
skilled nursing
facility stay for
each benefit
period.
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Bright Bright Bright

Advantage Advantage Advantage

Flex (PPO) Flex Plus (PPO) | Access (PPO)
Physical Therapy In-Network In-Network In-Network

$35 copay $35 copay 20% coinsurance

Out-of-Network
40% coinsurance

Out-of-Network
35% coinsurance

Out-of-Network
20% coinsurance

Ambulance Services

Ground Ambulance $225 copay $225 copay 20% coinsurance
Air Ambulance $275 copay $260 copay 20% coinsurance
Transportation (Additional S0 copay S0 copay Not covered
Routine) Routine Routine
transportation for | transportation for
up to 24 trips up to 24 trips
every year. Atrip | every year.
is considered Atripis
one-way considered
transportation by | one-way
taxi, van, or transportation by
rideshare services | taxl,van,or
to a plan rideshare services
spproved | 030
Ir;ecaa:'iro—:]elated health-related
' location.
Medicare Part B Prescription
Drugs
Chemotherapy drugs In-Network In-Network In-Network

Other Part B drugs

20% coinsurance

Out-of-Network
40% coinsurance

In-Network
20% coinsurance

Out-of-Network
40% coinsurance

20% coinsurance

Out-of-Network
35% coinsurance

In-Network
20% coinsurance

Out-of-Network
35% coinsurance

20% coinsurance

Out-of-Network
20% coinsurance

In-Network
20% coinsurance

Out-of-Network
20% coinsurance
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Additional Benefits

Durable medical equipment

Prosthetics

Therapeutic shoes or inserts

Out-of-Network
40% coinsurance

In-Network
20% coinsurance

Out-of-Network
40% coinsurance

In-Network
20% coinsurance

Out-of-Network
40% coinsurance
In-Network

S0 copay

Out-of-Network
40% coinsurance

Out-of-Network
35% coinsurance

In-Network
20% coinsurance

Out-of-Network
35% coinsurance

In-Network
20% coinsurance

Out-of-Network
35% coinsurance
In-Network

S0 copay

Out-of-Network
35% coinsurance

Bright Bright Bright
Advantage Advantage Advantage
Flex (PPO) Flex Plus (PPO) | Access (PPO)
Health Club & Fitness 80 copay at 80 copay at $0 copay at
Membership participating participating participating
locations locations locations
Medical Equipment and
Supplies
Diabetic monitoring supplies | In-Network In-Network In-Network
S0 copay S0 copay 20% coinsurance

Out-of-Network
20% coinsurance

In-Network
20% coinsurance

Out-of-Network
20% coinsurance

In-Network
20% coinsurance

Out-of-Network
20% coinsurance
In-Network

20% coinsurance

Out-of-Network
20% coinsurance

Over-the-Counter (OTC) Debit
Card

Not covered

$30 allowance
every month to be
used toward the
purchase of OTC
health and
wellness
products.

Not covered
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Bright Bright Bright

Advantage Advantage Advantage

Flex (PPO) Flex Plus (PPO) | Access (PPO)
Podiatry Services In-Network In-Network In-Network
Covered services include: $25 copay $25 copay 20% coinsurance

Diagnosis and the
medical or surgical

treatment of injuries and
diseases of the feet (such
as hammer toe or heel

spurs).
Routine foot care for

members with certain

medical conditions

affecting the lower limbs.

Out-of-Network
40% coinsurance

Out-of-Network
35% coinsurance

Out-of-Network
20% coinsurance

*Part B prescription drugs and optional supplemental benefits do not apply to the annual
out-of-pocket maximum.

Some services may require prior authorization. Refer to your Evidence of Coverage for details.
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Prescription

Drug Benefits

The chart below outlines your costs. The tier your drugs are in will determine how much you will
pay. Generally, the higher the tier, the higher the cost.

Prescription
Drug Coverage

Bright Advantage Flex
(PPO)

Bright Advantage Flex
Plus (PPO)

Bright Advantage Access
(PPO)

Stage 1: Annual P

rescription Deductible

Deductible

This plan has no

deductible for Part D
drugs, this payment
stage doesn't apply.

This plan has no

deductible for Part D
drugs, this payment
stage doesn't apply.

Not applicable for Tier
2, Tier 3, Tier 4, and Tier
5 Part D prescription
drugs. For all other
drugs, you will not have
to pay any deductible
and will start receiving
coverage immediately.

Stage 2: Initial Coverage (after you pay your deductible, if applicable)

Standard retail cost-sharing (30-day/90-day supply)

Tier 1
(Preferred
Generic)

$0/$0 copay

$0/80 copay

$4/38 copay

Tier 2
(Generic)

$8/$16 copay

$8/$16 copay

$10/$20 copay

Tier 3
(Preferred
Brand)

$47/894 copay

$47/894 copay

$47/894 copay

Tier 4
(Non-Preferred
Drug)

$100/$200 copay

$100/$200 copay

$100/$200 copay

Tier 5 33% coinsurance / Not | 33% coinsurance / Not | 30% coinsurance / Not
(Specialty Tier) | Available Available Available

Tier 6 $0/$0 copay $0/80 copay $0/80 copay

(Select Care

Drugs)

Standard mail-order-sharing (up to 90 day supply)

Tier 1 $0 copay $0 copay $8 copay

(Preferred

Generic)
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Prescription Bright Advantage Flex Bright Advantage Flex Bright Advantage Access
Drug Coverage | (PPO) Plus (PPO) (PPO)

Tier 2 $16 copay $16 copay $20 copay
(Generic)

Tier 3 $94 copay $94 copay $94 copay
(Preferred

Brand)

Tier 4 $200 copay $200 copay $200 copay
(Non-Preferred

Drug)

Tier 5 Not Available Not Available Not Available
(Specialty Tier)

Tier 6 $0 copay $0 copay $0 copay
(Select Care

Drugs)

Stage 3: Coverage Gap

After your total drug costs (including what our plan has paid and what you have paid) reach
$4,020, you will pay no more than 25% coinsurance for generic drugs or 25% coinsurance for
brand name drugs, for any drug tier during the coverage gap.

Stage 4: Catastrophic Coverage

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

pharmacy and through mail order) reach $6,350, you pay the greater of:

5% coinsurance, or

$3.60 copay for generic (including brand drugs treated as generic) and a $8.95 copay for
all other drugs.

Cost-sharing may differ based on point-of-service (mail-order, retail, Long Term Care (LTC)),
home infusion, whether the pharmacy is in our preferred or standard network, or whether the
prescription is a short-term (30-day supply) or long-term (90-day supply).

Long-term care facilities

If you reside in a long-term care facility, you pay the same copays and coinsurance for a 31-day
supply as a 30-day supply at a retail pharmacy.

Extra Help

People with limited incomes may qualify for extra help to pay for their prescription drug costs. If
eligible, Medicare could pay for 75% or more of your drug costs including monthly prescription

drug premiums, annual deductibles, and co-insurance. Additionally, those who qualify won’t have
a coverage gap or a late enrollment penalty. Many people qualify for these savings and don't even
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know it. For more information about this extra help, contact your local Social Security office, or
call Social Security at 1-800-772-1213. TTY users should call 1-800-325-0778. You can also apply
for extra help online at http://www.socialsecurity.gov/prescriptionhelp.

If you qualify for extra help with your Medicare prescription drug coverage costs, Medicare will
pay all or part of your plan premium. If Medicare pays only a portion of this premium, we will bill
you for the amount that Medicare doesn't cover.

Bright Extra Benefits Information

To get more information on any of your benefits, please call us at 844-679-2028, 8 am - 8 pm
local time, 7 days a week Oct. 1-Mar. 31, Monday-Friday Apr. 1-Sept. 30, TTY: 711.

Other providers are available in our network.

Out-of-network/non-contracted providers are under no obligation to treat Bright Advantage Flex
(PPO) members, except in emergency situations. Please call our member services number or see
your Evidence of Coverage for more information, including the cost-sharing that applies to
out-of-network providers.
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Pre-Enrolliment 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
844-679-2028.

Understand the Benefits

O

Review the full list of benefits found in the Evidence of Coverage (EOC), especially for

those services that you routinely see a doctor. Visit www.brighthealthplan.com/medicare
or call 844-679-2028 to view a copy of the EOC.

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

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

Understand Important Rules

O

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, 2021.

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 covered services provided by a non-contracted provider, the
provider must agree to treat you. Except in an emergency or urgent situations,
non-contracted providers may deny care. In addition, you will pay a higher co-pay for
services received by non-contracted providers.
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Nondiscrimination Notice and Assistance with Communication

Bright Health does not exclude, deny benefits to, or otherwise discriminate against
any individual on the basis of sex, age, race, color, national origin, or disability.
“Bright Health” means Bright Health plans and their affiliates, which are listed below.

Language assistance and alternate formats:
Assistance is available at no cost to help you communicate with us. The services
include, but are not limited to:

* Interpreters for languages other than English;
«  Written information in alternative formats such as large print; and
 Assistance with reading Bright Health websites.

To ask for help with these services, please call (844) 606-4633.

If you think that we failed to provide language assistance or alternate formats,
or you were discriminated against because of your sex, age, race, color, national origin,
or disability, you can send a complaint to:

Bright Health Civil Rights Coordinator
PO Box 853943, Richardson, TX 75085-3943
Phone: (844) 202-2154
Email: OAG@brighthealthplan.com

You can also file a complaint with the U.S Dept. of Health and Human Services,
the Office of Civil Rights:

* Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

« Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
* Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
+ Mail: U.S Dept. of Health and Human Services. 200 Independence Avenue,

SW Room 509F, HHH Building Washington, D.C. 20201

If you need help with your complaint, please call (844) 202-2154.
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Section 1557 / Multi Language Insert
This information is available in other formats like large print.
To ask for another format, please call (844) 606-4633.

English
Spanish (US)

Chinese (S)

Russian

Korean

Haitian
Creole

Italian

Yiddish

Bengali
Arabic
Polish
French (FR)
Tagalog
Viethamese
Navajo
Urdu

Japanese
Portuguese
(BR)

German

Persian Farsi

ATTENTION: If you speak English, language assistance services, free of charge, are available to
you. Call (844) 606-4633.

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de ayuda con el

idioma. Llame al (844) 606-4633.

AR WMREBHAP X, BULURBRENESIDEIRS . BB (844) 606-4633,

BHUMAHMWE! Ecnu Bbl roBopuTe NO-PYCCKM, TO YCIYTU OECTIATHON SA3BIKOBOM MOJACPKKU

noctyrnHbl Bam. Mo3BoHMTe no TenedpoHy (844) 606-4633.

Fol: gh=o] & ARE A = AT, o] Al AHAE FER o] &5

(844) 606-4633 = 7 3}5 A L

ATANSYON: Si w pale kreyol ayisyen, gen sévis ed pou lang ki disponib gratis pou ou. Rele

(844) 606-4633.

ATTENZIONE: se parla italiano, sono disponibili per Lei servizi di assistenza linguistica gratuiti.

Chiami il numero (844) 606-4633.

0917 .77K IND JRANRD JWIVT ,77}529}5 75 75 ,DY0°"NIVD ’]’7’.‘! aRABY W7 VIV R 2N TDIPRIRPAVADMIR
(844) 606-4633

SCATCST foiet: Srstfer I TR FAT IEH, ©ICT ST NTHST ANFNS, FARyeTs, == efy

S8 AR (844) 606-4633 TIE@ (BT FF|

T AsHoh

.(844) 606-4633 )l (Ao duail . dilia ()50 (o Gl dalia 4 salll BacLusall ladd (8 oy jall A5 S 1) 405
UWAGA: Jezeli postuguje sie Pan/ Pani jezykiem polskim, moze Pan/ Pani skorzystac z
bezptatnej pomocy jezykowej. Prosimy zadzwonié¢ pod numer
(844) 606-4633.
REMARQUE : si vous parlez francais, des services d’assistance linguistique gratuits sont a votre
disposition. Appelez le (844) 606-4633.
PANSININ: Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong
na mga serbisyong pangwika. Tawagan ang (844) 606-4633.
LU'U Y: N&u quy vi néi tiéng Viét, sé cé dich vu hd tro ngdén ngi mién phi danh cho quy vi. Hay
g0i s6 (844) 606-4633.
Dii BAA AKO NINIZIN: Dii bee yanilti’go Diné bizaad, saad bee 4k4’anida’awo’déé’, t’aa
jiik’eh, nd holg. Koji’ hédiilnih (844) 606-4633.
Gl nsgleodl wwloxs oS wilel Gloio —w ol = =S Wl 35 cow wils/ o 930! Ol Sigs A2
S JS y (844) 606-4633 .y
TR BARBERELILGLAIX. BHOEETVRIVAY—EREZTHAWETE
9, (844) 606-4633 FTHEEEIZSLY,
ATENCAO: caso vocé fale portugués, ha servicos gratuitos de assisténcia de idioma a sua
disposicdo. Ligue para (844) 606-4633.
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufen Sie unter (844) 606-4633 an.
(844) 606- 4633 L .Causlads SN 50 &Y ) &) s 4 () Aty Glasd ol s i Lad ) R ian s
A8 sl
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Kru/Bassa
Yl LE: | balé u mpot Ngissi, bot ba fihola ni kobol mahop, ngui nsaa wogui wo, bayé ha i nyuu yofi. Sebel nsinga.
Sebel nsinga (844) 606-4633

Serbo-Croatian
PAZNJA: Ako govorite engleski, dostupne su vam besplatne usluge za jeziénu pomo¢. Pozovite (844) 606-4633

Cherokee
FD400L: YMb ADhDY AY, SOhAcOJ DModSMedY TILONJT, C Alodd dJEGGJ ABY D4WT, hA
RCGO’O»TooLNAT. OO (844) 606-4633

Burmese

2003[gg$- 82005¢) 20205 F26c86oma0000m6E[IPY (4Ol 329 92000008 23S
086800Cqqp: qgRcolaopdi (844) 606-4633 o3 esle3dl

Gujarati

Ul % , el dAMIRL HIZ el el ActA [bin YA

. (844) 606-4633 UR SIA 53,

Hindi

TS 3 IS 3T RN 0HATST Sieid Fdl 319 [T 7 T H HIYT HeIdT a0 3uaqy 47 (844) 606-4633
W i A

Hmong

LUS TSEEM CEEB: Yog koj hais lus As Kiv, muaj kev pab cuam fab lus pab dawb rau koj. Hu rau tus xov tooj

(844) 606-4633

Karen

N85 - selmnADdmad:03H55. ogporicdenelenoietonmeds3daisdl, corsergisdiarcommadsdadt. o3: (844) 606-4633
Khmer-Combodian

N (UESIOHASINWMNHEIS U DRSNS SWiNAsM I WSS S SIG [ ENUH~S Y
WYGIIOE™ (844) 606-4633

Nepali
AT TG, TS 3T T Seofgoos Hod, TATSHT AT STST HETAT HATEE ol :Q[eh ITeTsY Bl | (844) 606-4633

T el TI6 I
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Turkish
DIKKAT: ingilizce konusuyorsaniz dil destek hizmetleri {icretsiz olarak saglanacaktir. (844) 606-4633 numarali
hatti arayin.

Ukrainian

YBATA! AKwo B1 pO3MOBIISIETE YKPAIHCLKO, TO BaM AOCTYMHi 6e3nnaTHi nocnyru nepeknagy. TenedoHynte
3a Homepowm (844) 606-4633.

Haitian-Creole
ATANSYON: Si w pale angle, gen sévis ed lengwistik ki disponib pou w gratis. Rele nan (844) 606-4633

Lao
U0V TIIOIWIFISHO, NIVFoBCTHRGIVWITINLCTBBICLLS LWL, L1 (844) 606-4633.

Cushite/Oromo
XIYYEEFFANNOO: Afaan Ingilizii kan dubbattu yoo ta'e, tajaajilliwwan gargaarsa afaanii, kan tolaa, siif ni jiru. Bilbili (844)

606-4633

Thai
Bau: aaawan e inagasuisaldusnishamndanianm e laws 1ns (844) 606-4633

Kurdish
43 (s sty Cld A3 B 52 ol )38 4 ey (SSa ) 583 JA el e (g 5l (e ) a8ad (s )18
452 (844)6064633

Persian

2,80 (ulpck844) 606-4633 Bl el 2sa s Lad (515 (81 Db 4n () (SaS ladd 1S e a1 Ol Gy Bl g

Syriac
iy ai Jaz) fy fososn Jasaisoy (844) 606-4633 fsoais. (068l ané LaS ol IS (ohl S0} o ([ i
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Summary of Benefits




For more information, call Bright Health:

844-679-2028

8 am - 8 pm local time, 7 days a week Oct. 1-Mar. 31, Monday-Friday Apr. 1-Sept. 30
TTY: 711

or

Go online: www.brighthealthplan.com/medicare

Find Bright Health's provider directory, pharmacy directory, and formulary (drug list) at
www.brighthealthplan.com/medicare.


www.brighthealthplan.com/medicare
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