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This booklet gives you a summary of what we cover

and what you pay. It doesn't list every service that we
cover or list every limitation or exclusion. To get a
complete list of services we cover, call us and ask for the
Evidence of Coverage or go online at ibxmedicare.com.

This Summary of Benefits booklet gives you a summary of what Keystone 65 Basic Rx HMO,
Keystone 65 Focus Rx HMO-POS, Keystone 65 Liberty Medical-Only HMO, Keystone 65
Select Medical-Only HMO, and Keystone 65 Select Rx HMO cover and what you pay.

Keystone 65 Basic Rx HMO, Keystone 65 Focus Rx HMO-POS, Keystone 65 Liberty
Medical-Only HMO, Keystone 65 Select Medical-Only HMO, and Keystone 65 Select Rx
HMO are Medicare Advantage HMO (Health Maintenance Organization) plans. With an
HMO plan, members choose a family doctor, called a primary care physician (PCP), who
provides the services they need. When they need specialized care, PCPs coordinate care for
members with other doctors or health care providers within the HMO provider network.
Keystone 65 Focus Rx HMO-POS has a Point-of-Service (POS) option. "Point-of-service"
means you can use providers outside the plan's network for an additional cost. Members
pay less if they use doctors, hospitals, and other health care providers in the plan’s network.
If you choose to see a doctor or specialist out of network, you may pay a higher cost-share
except in the case of an emergency.

If you want to compare our plans with other available Medicare health plans, ask the
other plan(s) for their Summary of Benefits booklet. Or, use the Medicare Plan Finder
at medicare.gov.

If you want to know more about the coverage and costs of Original Medicare, look in your
current “*Medicare and You’” handbook. View it online at medicare.gov or get a copy

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

Sections of this booklet

e Monthly Plan Premium
e Plan Costs
e Covered Medical and Hospital Benefits

o Prescription Drug Benefits (for Keystone 65 Basic Rx HMO, Keystone 65 Focus Rx
HMO-POS, and Keystone 65 Select Rx HMO members)

e Other Medical Benefits

Who can join?

To join Keystone 65 Basic Rx HMO, Keystone 65 Focus Rx HMO-POS, Keystone 65
Liberty Medical-Only HMO, Keystone 65 Select Medical-Only HMO, or Keystone 65
Select Rx HMO, you must be entitled to Medicare Part A, be enrolled in Medicare
Part B, and live in our service area. Our service area includes the following counties in
Pennsylvania: Bucks, Chester, Delaware, Montgomery, and Philadelphia.



Which doctors, hospitals, and pharmacies can | use?

Keystone 65 Basic Rx HMO, Keystone 65 Focus Rx HMO-PQOS, Keystone 65 Liberty
Medical-Only HMO, Keystone 65 Select Medical-Only HMO, and Keystone 65 Select Rx
HMO have networks of doctors, hospitals, pharmacies, and other providers.

Keystone 65 Basic Rx HMO, Keystone 65 Liberty Medical-Only HMO, Keystone 65 Select
Medical-Only HMO, and Keystone 65 Select Rx HMO: If you use providers that are not in
network, the plan may not pay for the services. With Keystone 65 Focus Rx HMO-POS,

if you choose to see a doctor or specialist out of network, you may pay a higher cost-share
except in the case of an emergency.

Keystone 65 Basic Rx HMO, Keystone 65 Focus Rx HMO-PQOS, and Keystone 65
Select Rx HMO cover Part D drugs. In addition, the plans cover Part B drugs, such as
chemotherapy and some other drugs administered by your provider. You can see our
complete plan Formulary (List of Covered Drugs) and any restrictions on our website:
ibxmedicare.com.

Keystone 65 Liberty Medical-Only HMO and Keystone 65 Select Medical-Only HMO
cover Part B drugs, including chemotherapy and some other drugs administered by your
provider. However, these plans do not cover Part D prescription drugs.

Keystone 65 Basic Rx HMO, Keystone 65 Focus Rx HMO-POS, and Keystone 65
Select Rx HMO have a preferred pharmacy network; cost-sharing for drugs may
vary depending on the pharmacy you use. To view our lists of network providers and
pharmacies (Provider/Pharmacy Directory), please visit ibxmedicare.com.



Monthly Plan Premium

Keystone 65 Basic Rx HMO
And You Have...

If You Live In... You Pay
Philadelphia or $0.00
Bucks County :

Chester, Delaware, or | $0.00
Montgomery County

Philadelphia or
Bucks County £ $0.00

Chester, Delaware, or $15.00
Montgomery County

Keystone 65 Liberty Medical-Only HMO

i And You Have...

Philadelphia, Bucks, :
Chester, Delaware, or | $0.00
Montgomery County



Keystone 65 Select Medical-Only HMO

i And You Have...

Philadelphia or
Bucks County

Chester, Delaware, or | $43.50
Montgomery County

Keystone 65 Select Rx HMO

And You Have...

If You Live In...

Philadelphia or
Bucks County

Chester, Delaware, or | $77.50
Montgomery County



Plan Costs

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Deductible This plan does not have a deductible for  This plan does not have a deductible for

Maximum Out-of-Pocket
(MOOP) Amount

(the amounts you pay

for your premium, Part D
prescription drugs, and
some medical services do
not count toward the annual
MOOP amount)

covered medical services or for Part
D prescription drugs.

This plan does not include a Part B
Premium Giveback.
$7,550 each year

Our plan has a yearly coverage limit
for certain in-network benefits.

Contact us for the services that apply.

Covered Medical and Hospital Benefits

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Inpatient
Hospital Coverage (1)

Inpatient Hospital

Stay - Acute Due to
COVID-19 Diagnosis (1)

Outpatient
Hospital Services (1)

Outpatient
Observation Services

$250 copayment per day

for days 1 through 7 per admission;
$0 copayment per day for days

8 and beyond per admission;
$1,750 maximum copayment per
admission; $0 copayment on day
of discharge; unlimited medically
necessary days per admission

$0 copayment

$350 copayment

$350 copayment per stay

covered medical services or for Part
D prescription drugs.

This plan does not include a Part B
Premium Giveback.

$6,500 each year

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

The Point-of-Service annual maximum
for out-of-network benefits is $1,000.

Out-of-network cost-sharing does
NOT apply toward the annual
MOOP amount.

In Network: $210 copayment per day
for days 1 through 6 per admission;
$0 copayment per day for days

7 and beyond per admission;

$1,260 maximum copayment per
admission; $0 copayment on day

of discharge; unlimited medically
necessary days per admission

Out of Network: 20% coinsurance
In Network: $0 copayment

Out of Network: Not covered

In Network: $325 copayment

Out of Network: 20% coinsurance

In Network: $325 copayment per stay

Out of Network: 20% coinsurance

*The Part B Premium Giveback is set up by Medicare and administered through the Social Security Administration
(SSA). Members who pay their own Part B premium are eligible for the Giveback. The monthly credit is applied on
either the member's Social Security check or Medicare Part B statement, depending on how they pay their Part B
premium. It can take a few months for this Giveback to be processed, so the member may receive it as a lump sum.

Services with a (1) may require prior authorization.



Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

This plan does not have a deductible for Keystone 65 Select Medical-Only HMO does not have a
covered medical services. deductible for covered medical services.

Keystone 65 Select Rx HMO does not have a deductible for
covered medical services or for Part D prescription drugs.

This plan will reduce your monthly Part B This plan does not include a Part B
premium by $90. Premium Giveback.

$8,300 each year $5,650 each year

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

Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

$265 copayment per day $275 copayment per day

for days 1 through 7 per admission; for days 1 through 6 per admission;
$0 copayment per day for days $0 copayment per day for days

8 and beyond per admission; 7 and beyond per admission;
$1,855 maximum copayment per $1,650 maximum copayment per
admission; $0 copayment on day admission; $0 copayment on day
of discharge; unlimited medically of discharge; unlimited medically
necessary days per admission necessary days per admission

$0 copayment $0 copayment

20% coinsurance $350 copayment

20% coinsurance $350 copayment per stay



Covered Medical and Hospital Benefits (continued)

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Ambulatory
Surgical Services (1)

Doctor’s Office Visits

» Primary Care Physician

« Specialist

Preventive Care (1)
(e.g., flu vaccine, diabetic
screenings)

Emergency Care —
Covered Worldwide

Worldwide copayment
outside of the U.S. does
not count toward the
annual MOOP amount

Urgently Needed Services —
Covered Worldwide

Worldwide copayment
outside of the U.S. does
not count toward the
annual MOOP amount

$200 copayment

$0 copayment per visit

$35 copayment per visit

$0 copayment

Please refer to the Evidence of Coverage
for a complete listing of services.

If you receive a separate additional
non-preventive evaluation and/or
service, a copayment will apply.

The copayment amount depends on
the provider type or place of service.

$100 copayment per visit
Not waived if admitted

$15 copayment in a retail clinic
Not waived if admitted

$55 copayment in an urgent care center
Not waived if admitted

$100 copayment per visit outside of U.S.
Not waived if admitted

Services with a (1) may require prior authorization.

In Network: $200 copayment

Out of Network: 20% coinsurance

In Network: $0 copayment per visit

Out of Network: 20% coinsurance

In Network: $40 copayment per visit

Out of Network: 20% coinsurance

In Network: $0 copayment
Out of Network: 20% coinsurance

Please refer to the Evidence of Coverage
for a complete listing of services.

If you receive a separate additional
non-preventive evaluation and/or
service, a copayment will apply.

The copayment amount depends on
the provider type or place of service.

In Network and Out of Network:
$100 copayment per visit
Not waived if admitted

In Network and Out of Network:
$10 copayment in a retail clinic
Not waived if admitted

$40 copayment in an urgent care center
Not waived if admitted

$100 copayment per visit outside of U.S.
Not waived if admitted



Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

20% coinsurance $200 copayment

$0 copayment per visit $0 copayment per visit

$40 copayment per visit $40 copayment per visit

$0 copayment $0 copayment

Please refer to the Evidence of Coverage Please refer to the Evidence of Coverage
for a complete listing of services. for a complete listing of services.

If you receive a separate additional If you receive a separate additional
non-preventive evaluation and/or non-preventive evaluation and/or
service, a copayment will apply. service, a copayment will apply.

The copayment amount depends on The copayment amount depends on

the provider type or place of service. the provider type or place of service.
$100 copayment per visit $120 copayment per visit

Not waived if admitted Not waived if admitted

$15 copayment in a retail clinic $15 copayment in a retail clinic

Not waived if admitted Not waived if admitted

$55 copayment in an urgent care center $60 copayment in an urgent care center
Not waived if admitted Not waived if admitted

$100 copayment per visit outside of U.S. $120 copayment per visit outside of U.S.

Not waived if admitted Not waived if admitted
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Covered Medical and Hospital Benefits (continued)

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Diagnostic
Radiology Services (1)

Diagnostic Procedures,
Tests, and Lab Services (1)

Outpatient X-rays

Therapeutic Radiology (1)
(Radiation Therapy)

Radiation for
Breast Cancer

$0 copayment for

certain diagnostic tests

(e.g., home-based sleep studies
provided by a home health agency;

diagnostic mammogram that results

from a preventive mammogram)

$40 or $170 copayment
depending on service

$0 copayment

$40 copayment for routine
radiology services

$60 copayment

$0 copayment for
members with a diagnosis of
breast cancer

Services with a (1) may require prior authorization.

In Network: $0 copayment for
certain diagnostic tests

(e.g., home-based sleep studies
provided by a home health agency;
diagnostic mammogram that results
from a preventive mammogram)

$30 or $160 copayment
depending on service

Out of Network: 20% coinsurance

In Network: $0 copayment

Out of Network: 20% coinsurance

In Network: $30 copayment for
routine radiology services

Out of Network: 20% coinsurance

In Network: $60 copayment

Out of Network: 20% coinsurance

In Network: $0 copayment for
members with a diagnosis of
breast cancer

Out of Network: Not covered



Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

$0 copayment for $0 copayment for

certain diagnostic tests certain diagnostic tests

(e.g., home-based sleep studies (e.g., home-based sleep studies
provided by a home health agency; provided by a home health agency;
diagnostic mammogram that results diagnostic mammogram that results
from a preventive mammogram) from a preventive mammogram)
$45 or $275 copayment $40 or $200 copayment
depending on service depending on service

$0 copayment $0 copayment

$45 copayment for routine $40 copayment for routine
radiology services radiology services

$75 copayment $75 copayment

$0 copayment for $0 copayment for

members with a diagnosis of members with a diagnosis of

breast cancer breast cancer
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Covered Medical and Hospital Benefits (continued)

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Hearing Services

e Medicare-covered
Hearing Exam

* Routine Hearing Exam

* Hearing Aid

$35 copayment for
Medicare-covered hearing exams

$0 copayment for routine
non-Medicare-covered hearing
exams once every year

$699 copayment for an advanced
digital hearing aid, per aid;

or $999 copayment for a premium
digital hearing aid, per aid.
Advanced and premium include a
rechargeable hearing aid option.

Unlimited hearing aid fittings and
evaluations per year; up to two hearing
aids every year, one hearing aid per ear

Routine hearing services and aids
are covered when provided by a
TruHearing® provider. Routine
hearing services do not count toward
the annual MOOP amount.

In Network: $40 copayment for
Medicare-covered hearing exams

Out of Network: 20% coinsurance

In Network: $0 copayment for routine
non-Medicare-covered hearing
exams once every year

Out of Network: Not covered

In Network: $699 copayment for an
advanced digital hearing aid, per aid;
or $999 copayment for a premium
digital hearing aid, per aid.
Advanced and premium include a
rechargeable hearing aid option.

Unlimited hearing aid fittings and
evaluations per year; up to two hearing
aids every year, one hearing aid per ear

Out of Network: Not covered

Routine hearing services and aids
are covered when provided by a
TruHearing® provider. Routine
hearing services do not count toward
the annual MOOP amount.



Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

$40 copayment for $40 copayment for
Medicare-covered hearing exams Medicare-covered hearing exams

$0 copayment for routine $0 copayment for routine
non-Medicare-covered hearing non-Medicare-covered hearing
exams once every year exams once every year

$699 copayment for an advanced $499 copayment for an advanced
digital hearing aid, per aid; digital hearing aid, per aid;

or $999 copayment for a premium or $799 copayment for a premium
digital hearing aid, per aid. digital hearing aid, per aid.
Advanced and premium include a Advanced and premium include a
rechargeable hearing aid option. rechargeable hearing aid option.
Unlimited hearing aid fittings and Unlimited hearing aid fittings and
evaluations per year; up to two hearing evaluations per year; up to two hearing
aids every year, one hearing aid per ear aids every year, one hearing aid per ear
Routine hearing services and aids Routine hearing services and aids
are covered when provided by a are covered when provided by a
TruHearing® provider. Routine TruHearing® provider. Routine
hearing services do not count toward hearing services do not count toward
the annual MOOP amount. the annual MOOP amount.

1
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Covered Medical and Hospital Benefits (continued)

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Dental Services

. Medicare-cqvered
Dental Services

* Routine Dental Care
(includes preventive and
comprehensive dental)

$35 copayment for
Medicare-covered dental services

$0 copayment for routine
non-Medicare-covered exam

and cleaning every six months;

$0 copayment for 1 set of dental
bitewing X-rays every 12 months,

1 periapical X-ray every 36 months,
and 1 full-mouth X-ray
(panoramic) every 36 months

$2,500 in-network allowance
every year for restorative services,
endodontics, periodontics,
extractions, prosthodontics,

other oral/maxillofacial surgery,
and other services

20% coinsurance for restorative
services, endodontics, periodontics,
and extractions; 40% coinsurance
for prosthodontics, other oral/
maxillofacial surgery,

and other services

Member must use a participating
United Concordia — Concordia Choice
Plus Medicare Advantage dental
network provider.

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

In Network: $40 copayment for
Medicare-covered dental services

Out of Network: 20% coinsurance

In Network: $0 copayment for routine
non-Medicare-covered exam

and cleaning every six months;

$0 copayment for 1 set of dental
bitewing X-rays every 12 months,

1 periapical X-ray every 36 months,
and 1 full-mouth X-ray

(panoramic) every 36 months

$2,000 in-network allowance
every year for restorative services,
endodontics, periodontics,
extractions, prosthodontics,

other oral/maxillofacial surgery,
and other services

20% coinsurance for restorative
services, endodontics, periodontics,
and extractions; 40% coinsurance
for prosthodontics, other oral/
maxillofacial surgery,

and other services

Out of Network: Not covered

Member must use a participating
United Concordia — Concordia Choice
Plus Medicare Advantage dental
network provider.

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



Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

$40 copayment for $40 copayment for
Medicare-covered dental services Medicare-covered dental services
$0 copayment for routine $0 copayment for routine
non-Medicare-covered exam non-Medicare-covered exam

and cleaning every six months; and cleaning every six months;

$0 copayment for 1 set of dental $0 copayment for 1 set of dental
bitewing X-rays every 12 months, bitewing X-rays every 12 months,

1 periapical X-ray every 36 months, 1 periapical X-ray every 36 months,
and 1 full-mouth X-ray and 1 full-mouth X-ray

(panoramic) every 36 months (panoramic) every 36 months
$2,000 in-network allowance $2,000 in-network allowance
every year for restorative services, every year for restorative services,
endodontics, periodontics, endodontics, periodontics,
extractions, prosthodontics, extractions, prosthodontics,

other oral/maxillofacial surgery, other oral/maxillofacial surgery,
and other services and other services

20% coinsurance for restorative 20% coinsurance for restorative
services, endodontics, periodontics, services, endodontics, periodontics,
and extractions; 40% coinsurance and extractions; 40% coinsurance
for prosthodontics, other oral/ for prosthodontics, other oral/
maxillofacial surgery, maxillofacial surgery,

and other services and other services

Member must use a participating Member must use a participating
United Concordia — Concordia Choice United Concordia — Concordia Choice
Plus Medicare Advantage dental Plus Medicare Advantage dental
network provider. network provider.

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

13
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Covered Medical and Hospital Benefits (continued)

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Vision Services

¢ Medicare-covered
Vision Services

* Routine Vision Care
(includes routine exam
and eyewear)

$35 copayment for
Medicare-covered vision exams;

$0 copayment for Medicare-covered
diabetic or dilated retinal eye exam;
$0 copayment for Medicare-covered
glaucoma screening; and $0 copayment
for one pair of Medicare-covered
standard eyeglasses or contact lenses
after each cataract surgery

$0 copay for one routine

eye exam every year; Contact lenses
or 1 pair of eyeglass frames and
lenses are covered every year.

If eyewear is purchased from the
Davis Vision Collection, the eyeglass
frames and lenses are covered in full;
$250 allowance every year for
eyewear (glasses and lenses)
purchased from Visionworks®;

$150 allowance every year for all
other eyewear (glasses and lenses)
purchased at a network Davis Vision
provider; $150 allowance every year
for contact lenses in lieu of routine
eyewear (frames and lenses).

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

Member must use a participating
Davis Vision network provider.

Routine vision services
(exam and eyewear) do not count
toward the annual MOOP amount.

In Network: $40 copayment for
Medicare-covered vision exams;

$0 copayment for Medicare-covered
diabetic or dilated retinal eye exam;
$0 copayment for Medicare-covered
glaucoma screening; and $0 copayment
for one pair of Medicare-covered
standard eyeglasses or contact lenses
after each cataract surgery

Out of Network: 20% coinsurance

In Network: $0 copay for one routine
eye exam every year; Contact lenses
or 1 pair of eyeglass frames and
lenses are covered every year.

If eyewear is purchased from the
Davis Vision Collection, the eyeglass
frames and lenses are covered in full;
$250 allowance every year for
eyewear (glasses and lenses)
purchased from Visionworks®;

$150 allowance every year for all
other eyewear (glasses and lenses)
purchased at a network Davis Vision
provider; $150 allowance every year
for contact lenses in lieu of routine
eyewear (frames and lenses).

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

Out of Network: Not covered

Member must use a participating
Davis Vision network provider.

Routine vision services
(exam and eyewear) do not count
toward the annual MOOP amount.



Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

$40 copayment for
Medicare-covered vision exams;

$0 copayment for Medicare-covered

diabetic or dilated retinal eye exam;

$0 copayment for Medicare-covered
glaucoma screening; and $0 copayment

for one pair of Medicare-covered

standard eyeglasses or contact lenses

after each cataract surgery

$0 copay for one routine

eye exam every year; Contact lenses
or 1 pair of eyeglass frames and
lenses are covered every year.

If eyewear is purchased from the
Davis Vision Collection, the eyeglass
frames and lenses are covered in full;
$250 allowance every year for
eyewear (glasses and lenses)
purchased from Visionworks®;

$150 allowance every year for all
other eyewear (glasses and lenses)
purchased at a network Davis Vision
provider; $150 allowance every year
for contact lenses in lieu of routine
eyewear (frames and lenses).

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

Member must use a participating
Davis Vision network provider.

Routine vision services
(exam and eyewear) do not count
toward the annual MOOP amount.

$40 copayment for
Medicare-covered vision exams;

$0 copayment for Medicare-covered

diabetic or dilated retinal eye exam;

$0 copayment for Medicare-covered
glaucoma screening; and $0 copayment

for one pair of Medicare-covered

standard eyeglasses or contact lenses

after each cataract surgery

$0 copay for one routine

eye exam every year; Contact lenses
or 1 pair of eyeglass frames and
lenses are covered every year.

If eyewear is purchased from the
Davis Vision Collection, the eyeglass
frames and lenses are covered in full;
$250 allowance every year for
eyewear (glasses and lenses)
purchased from Visionworks®;

$150 allowance every year for all
other eyewear (glasses and lenses)
purchased at a network Davis Vision
provider; $150 allowance every year
for contact lenses in lieu of routine
eyewear (frames and lenses).

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

Member must use a participating
Davis Vision network provider.

Routine vision services
(exam and eyewear) do not count
toward the annual MOOP amount.
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Covered Medical and Hospital Benefits (continued)

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Mental Health Services

« Inpatient Mental
Health Care (1)

e Outpatient Mental
Health Care (1)
(Group and Individual)

e Outpatient Substance
Abuse Services
(Group and Individual)

« Partial Hospitalization
and Intensive
Outpatient Services (1)

Skilled Nursing Facility (1)

$250 copayment per day
for days 1 through 7 per admission

$0 copayment per day
for days 8 and beyond per admission

$0 copayment on day
of discharge

$1,750 maximum copayment
per admission

190-day lifetime maximum

$20 copayment per group
therapy session; $30 copayment per
individual therapy session

$20 copayment per group
therapy session; $30 copayment per
individual therapy session

$30 copayment per day

$0 copayment per day
for days 1 through 20

$203 copayment per day
for days 21 through 100

100 days per benefit period

Services with a (1) may require prior authorization.

In Network: $210 copayment per day
for days 1 through 6 per admission

$0 copayment per day
for days 7 and beyond per admission

$0 copayment on day
of discharge

$1,260 maximum copayment
per admission

190-day lifetime maximum

Out of Network: 20% coinsurance

In Network: $20 copayment per group
therapy session; $30 copayment per
individual therapy session

Out of Network: 20% coinsurance

In Network: $20 copayment per group
therapy session; $30 copayment per
individual therapy session

Out of Network: 20% coinsurance

In Network: $30 copayment per day

Out of Network: 20% coinsurance

In Network: $0 copayment per day
for days 1 through 20

$203 copayment per day
for days 21 through 100

100 days per benefit period

Out of Network: 20% coinsurance



Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

$265 copayment per day $275 copayment per day

for days 1 through 7 per admission for days 1 through 6 per admission
$0 copayment per day $0 copayment per day

for days 8 and beyond per admission for days 7 and beyond per admission
$0 copayment on day $0 copayment on day

of discharge of discharge

$1,855 maximum copayment $1,650 maximum copayment

per admission per admission

190-day lifetime maximum 190-day lifetime maximum

$20 copayment per group $20 copayment per group

therapy session; $30 copayment per therapy session; $30 copayment per
individual therapy session individual therapy session

$20 copayment per group $20 copayment per group

therapy session; $30 copayment per therapy session; $30 copayment per
individual therapy session individual therapy session

$30 copayment per day $30 copayment per day

$0 copayment per day $0 copayment per day

for days 1 through 20 for days 1 through 20

$203 copayment per day $203 copayment per day

for days 21 through 100 for days 21 through 100

100 days per benefit period 100 days per benefit period

17



Covered Medical and Hospital Benefits (continued)

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Outpatient Rehabilitation $25 copayment per visit In Network: $20 copayment per visit
SerVI§ES Q)] Out of Network: 20% coinsurance
(Physical therapy,

occupational therapy, and
speech therapy)

Ambulance (1) $240 copayment per In Network: $230 copayment per
(Ground and one-way trip one-way trip
air transportation) Not waived if admitted Not waived if admitted
Out of Network: 20% coinsurance
Non-emergency ambulance services Non-emergency ambulance services
require prior authorization. require prior authorization.
Transportation Not covered (offered under uniform Not covered (offered under uniform
flexibility; see page 32) flexibility; see page 32)
Medicare Part B Drugs (1) 0%-20% coinsurance In Network: 0%-20% coinsurance
(Step therapy required for for Part B drugs, including for Part B drugs, including
certain Part B drugs) chemotherapy drugs chemotherapy drugs
$35 copayment for a one-month $35 copayment for a one-month
supply of insulin supply of insulin

Out of Network: 20% coinsurance

For a description of the types of For a description of the types of
drugs available under Part B, see drugs available under Part B, see
your Evidence of Coverage. your Evidence of Coverage.

Services with a (1) may require prior authorization.
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Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

$40 copayment per visit $20 copayment per visit

$260 copayment per $225 copayment per

one-way trip one-way trip

Not waived if admitted Not waived if admitted
Non-emergency ambulance services Non-emergency ambulance services
require prior authorization. require prior authorization.

Not covered Not covered (offered under uniform

flexibility; see page 33)

0%-20% coinsurance 0%-20% coinsurance

for Part B drugs, including for Part B drugs, including
chemotherapy drugs chemotherapy drugs

$35 copayment for a one-month $35 copayment for a one-month
supply of insulin supply of insulin

For a description of the types of For a description of the types of
drugs available under Part B, see drugs available under Part B, see
your Evidence of Coverage. your Evidence of Coverage.
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Prescription Drug Benefits (Part D)

Part D Prescription Drug Benefits are available for members of Keystone 65 Basic Rx HMO, Keystone 65
Focus Rx HMO-POS, and Keystone 65 Select Rx HMO.

Keystone 65
Basic Rx HMO

Prescription Drug Benefits You pay the following until your total yearly drug costs
reach $5,030. “Total yearly drug costs” are the total
drug costs paid by both you and our Part D plan.

You may fill your prescriptions at network retail
pharmacies (preferred or standard) and
mail-order pharmacies.

Tier 1 and 2 prescriptions (which include most generic
drugs) will have lower copayments when you have
them filled at preferred pharmacies. Tier 1, 2, and 3
prescriptions will have lower copayments when you
have them filled through mail order.

Cost-sharing may change depending on the pharmacy
you choose and when you move into each stage of your
Part D benefits.

For information, please review the Keystone 65 Rx HMO
Evidence of Coverage.



This benefit is not available for members of Keystone 65 Liberty Medical-Only HMO and Keystone 65
Select Medical-Only HMO.

Keystone 65 Keystone 65
Focus Rx HMO-POS Select Rx HMO

You pay the following until your total yearly drug costs You pay the following until your total yearly drug costs
reach $5,030. “Total yearly drug costs” are the total reach $5,030. “Total yearly drug costs” are the total
drug costs paid by both you and our Part D plan. drug costs paid by both you and our Part D plan.

You may fill your prescriptions at network retail You may fill your prescriptions at network retail
pharmacies (preferred or standard) and pharmacies (preferred or standard) and

mail-order pharmacies. mail-order pharmacies.

Tier 1 and 2 prescriptions (which include most generic Tier 1 and 2 prescriptions (which include most generic
drugs) will have lower copayments when you have drugs) will have lower copayments when you have
them filled at preferred pharmacies. Tier 1, 2, and 3 them filled at preferred pharmacies. Tier 1, 2, and 3
prescriptions will have lower copayments when you prescriptions will have lower copayments when you
have them filled through mail order. have them filled through mail order.

Cost-sharing may change depending on the pharmacy Cost-sharing may change depending on the pharmacy
you choose and when you move into each stage of your you choose and when you move into each stage of your
Part D benefits. Part D benefits.

For information, please review the Keystone 65 Rx HMO For information, please review the Keystone 65 Rx HMO

Evidence of Coverage. Evidence of Coverage.
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Prescription Drug Benefits (Part D) (continued)

Part D Prescription Drug Benefits are available for members of Keystone 65 Basic Rx HMO, Keystone 65
Focus Rx HMO-POS, and Keystone 65 Select Rx HMO.

Keystone 65
Basic Rx HMO

Retail Cost-Sharing One-Month Two-Month Three-Month
(what you pay at a Supply Supply Supply
pharmacy location)
Tier 1 (Preferred Generic Drugs)
Preferred Pharmacy $0 $0 $0
copayment copayment copayment
Standard Pharmacy $9 $18 $27
copayment copayment copayment
Tier 2 (Generic Drugs)
Preferred Pharmacy $8 $16 $16
copayment copayment copayment
Standard Pharmacy $20 $40 $60
copayment copayment copayment
Tier 3 (Preferred Brand Drugs)
Preferred Pharmacy $47 $94 $141
copayment copayment copayment
Standard Pharmacy $47 $94 $141
copayment copayment copayment
Tier 4 (Non-Preferred Drugs)
Preferred Pharmacy $100 $200 $300
copayment copayment copayment
Standard Pharmacy $100 $200 $300
copayment copayment copayment




This benefit is not available for members of Keystone 65 Liberty Medical-Only HMO and Keystone 65
Select Medical-Only HMO.

Keystone 65 Keystone 65
Focus Rx HMO-POS Select Rx HMO

Three-Month

One-Month

Supply

Two-Month
Supply

Supply

One-Month

Supply

Two-Month

Supply

Three-Month

Supply

$0 $0 $0 $0 $0 $0
copayment copayment copayment copayment copayment copayment
$9 $18 $27 $9 $18 $27
copayment : copayment : copayment copayment : copayment copayment
$8 $16 $16 $7 $14 $14
copayment copayment copayment copayment copayment copayment
$20 $40 $60 $20 $40 $60
copayment : copayment : copayment copayment : copayment : copayment
$47 $94 $141 $47 $94 $141
copayment copayment copayment copayment copayment copayment
$47 $94 $141 $47 $94 $141
copayment i  copayment :  copayment copayment  :  copayment copayment
$100 $200 $300 $100 $200 $300
copayment copayment copayment copayment copayment copayment
$100 $200 $300 $100 $200 $300
copayment copayment copayment copayment copayment copayment

....................................................................................................................................................................................................................................................................

23



24

Prescription Drug Benefits (Part D) (continued)

Part D Prescription Drug Benefits are available for members of Keystone 65 Basic Rx HMO, Keystone 65
Focus Rx HMO-POS, and Keystone 65 Select Rx HMO.

Keystone 65
Basic Rx HMO

Retail Cost-Sharing
(what you pay at a
pharmacy location)

Tier 5 (Specialty Drugs)

Preferred Pharmacy

Standard Pharmacy

Covered Insulin*

Preferred Pharmacy

Standard Pharmacy

Mail-Order Cost-Sharing
(what you pay when you order
a prescription by mail)

*$35 copayment for each one-month supply of covered insulins through the coverage gap

One-Month Two-Month Three-Month
Supply Supply Supply
33% 33% 33%
coinsurance coinsurance coinsurance
33% 33% 33%
coinsurance coinsurance coinsurance
$35 $70 $105
copayment copayment copayment
$35 $70 $105
copayment copayment copayment
$0 $0 $0
copayment copayment copayment
$8 $16 $16
copayment copayment copayment
$47 $94 $94
copayment copayment copayment
$100 $200 $200
copayment copayment copayment
33% 33% 33%
coinsurance coinsurance coinsurance
$35 $70 $70
copayment copayment copayment



This benefit is not available for members of Keystone 65 Liberty Medical-Only HMO and Keystone 65
Select Medical-Only HMO.

Keystone 65 Keystone 65
Focus Rx HMO-POS Select Rx HMO

One-Month Two-Month Three-Month One-Month Two-Month Three-Month
Supply : Supply : Supply Supply Supply Supply
33% 33% 33% 33% 33% 33%

coinsurance : coinsurance :  coinsurance coinsurance coinsurance coinsurance
33% : 33% : 33% 33% 33% 33%

coinsurance : coinsurance : coinsurance coinsurance coinsurance coinsurance
$35 $70 $105 $35 $70 $105
copayment copayment copayment copayment copayment copayment
$35 : $70 : $105 $35 $70 $105
copayment :  copayment :  copayment copayment copayment copayment
$0 : $0 $0 $0 $0 $0
copayment copayment copayment copayment copayment copayment
$8 : $16 : $16 $7 : $14 : $14
copayment copayment copayment copayment copayment copayment
$47 : $94 : $94 $47 : $94 : $94
copayment : copayment copayment copayment : copayment : copayment
$100 : $200 : $200 $100 : $200 : $200
copayment copayment copayment copayment copayment copayment
33% 33% 33% 33% 33% 33%
coinsurance coinsurance coinsurance coinsurance coinsurance coinsurance
$35 $70 $70 $35 $70 $70
copayment copayment copayment copayment copayment copayment

Heeeeaienianianiantattaeatttttttttttteeaalocttcttetatcteaneaneaaataacaasaasaanaanedenanannennennenneaneeneenneeeets oaaa0 0000000000000l ennnnaaLaNNNN0N00000000008e00000000000000eeeenennantaatN0NN00000eteteeoetottetettttanttttttottttettrtnrttttttatottat
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Prescription Drug Benefits (Part D) (continued)

Part D Prescription Drug Benefits are available for members of Keystone 65 Basic Rx HMO, Keystone 65
Focus Rx HMO-POS, and Keystone 65 Select Rx HMO.

Keystone 65
Basic Rx HMO

Initial Coverage Stage

Coverage Gap Stage

During this stage, the plan pays its share of the cost
of your drugs and you pay your share of the cost.

You begin in this stage when you fill your first
prescription of the year. You stay in this stage until
your year-to-date “total drug costs”

(your payments plus any Part D plan payments)
total $5,030.

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

Most Medicare drug plans have a coverage gap

(also called the “donut hole”). This means that there’s

a temporary change in what you will pay for your drugs.
The coverage gap begins after the total yearly drug cost
(including what our plan has paid and what you have paid)
reaches $5,030.

After you enter the coverage gap, you pay 25%
of the plan’s cost for covered brand-name drugs
and 25% of the plan’s cost for covered generic
drugs until your costs total $8,000, which is
the end of the coverage gap. Not everyone

will enter the coverage gap.

After your yearly out-of-pocket drug costs
(including drugs purchased through your retail
pharmacy and through mail order) reach
$8,000, you pay $0 for your drugs.



This benefit is not available for members of Keystone 65 Liberty Medical-Only HMO and Keystone 65
Select Medical-Only HMO.

Keystone 65 Keystone 65
Focus Rx HMO-POS Select Rx HMO

During this stage, the plan pays its share of the cost During this stage, the plan pays its share of the cost

of your drugs and you pay your share of the cost. of your drugs and you pay your share of the cost.

You begin in this stage when you fill your first You begin in this stage when you fill your first
prescription of the year. You stay in this stage until prescription of the year. You stay in this stage until
your year-to-date “total drug costs” your year-to-date “total drug costs”’

(your payments plus any Part D plan payments) (your payments plus any Part D plan payments)

total $5,030. total $5,030.

If you reside in a long-term care facility, you pay If you reside in a long-term care facility, you pay

the same as at a standard retail pharmacy. the same as at a standard retail pharmacy.

Most Medicare drug plans have a coverage gap Most Medicare drug plans have a coverage gap

(also called the “donut hole”). This means that there’s (also called the “donut hole”). This means that there’s

a temporary change in what you will pay for your drugs. a temporary change in what you will pay for your drugs.
The coverage gap begins after the total yearly drug cost The coverage gap begins after the total yearly drug cost
(including what our plan has paid and what you have paid) (including what our plan has paid and what you have paid)
reaches $5,030. reaches $5,030.

After you enter the coverage gap, you pay 25% After you enter the coverage gap, you pay 25%

of the plan’s cost for covered brand-name drugs of the plan’s cost for covered brand-name drugs
and 25% of the plan’s cost for covered generic and 25% of the plan’s cost for covered generic
drugs until your costs total $8,000, which is drugs until your costs total $8,000, which is

the end of the coverage gap. Not everyone the end of the coverage gap. Not everyone

will enter the coverage gap. will enter the coverage gap.

After your yearly out-of-pocket drug costs After your yearly out-of-pocket drug costs

(including drugs purchased through your retail (including drugs purchased through your retail
pharmacy and through mail order) reach pharmacy and through mail order) reach

$8,000, you pay $0 for your drugs. $8,000, you pay $0 for your drugs.



Other Medical Benefits

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Over-the-Counter
(OTC) Items

Telemedicine Visits
« Telemedicine Visits

« Additional Telehealth (1)
(Primary care physician
(PCP), specialist,
physical therapy,
occupational therapy,
speech therapy,
and other health
care professionals)

$70 allowance for OTC items.

OTC allowance is provided quarterly
and does not carry forward to the next
quarter if not used. You must use the
IBX Care Card to purchase OTC items
at participating retailers.

OTC items purchased from
non-participating retailers will NOT
be covered. OTC items can also be
ordered with the IBX Care Card via
website, phone, or catalog.

OTC costs do not count toward the
annual MOOP amount.

$0 copayment for medical

visits focused on urgent care-like
medical conditions by connecting

to a state-licensed physician;

$0 copayment for mental/behavioral
health visits focused on depression,
anxiety, stress, and more;

$0 copayment for dermatology
consultations focused on diagnosing
and treating skin conditions like
eczema, psoriasis, acne, and more

Teladoc must be used for telemedicine
visits. Members can access Teladoc
by toll-free phone, secure video chat,
or through Teladoc's secure website/
mobile platform, 24/7, 365 days

per year.*

$0 copayment per PCP visit;

$35 copayment per specialist visit;
$25 copayment per physical
therapy, occupational therapy,
and speech therapy visit;

$35 copayment per other

health care professional visit

Not all telehealth services may
be covered.

In Network: $70 allowance for OTC items.
OTC allowance is provided quarterly
and does not carry forward to the next
quarter if not used. You must use the
[BX Care Card to purchase OTC items
at participating retailers.

OTC items purchased from
non-participating retailers will NOT
be covered. OTC items can also be
ordered with the IBX Care Card via
website, phone, or catalog.

Out of Network: Not covered

OTC costs do not count toward the
annual MOOP amount.

In Network: $0 copayment for medical
visits focused on urgent care-like
medical conditions by connecting

to a state-licensed physician;

$0 copayment for mental/behavioral
health visits focused on depression,
anxiety, stress, and more;

$0 copayment for dermatology
consultations focused on diagnosing
and treating skin conditions like
eczema, psoriasis, acne, and more

Teladoc must be used for telemedicine
visits. Members can access Teladoc
by toll-free phone, secure video chat,
or through Teladoc's secure website/
mobile platform, 24/7, 365 days

per year.*

Out of Network: Not covered

In Network: $0 copayment per PCP visit;
$40 copayment per specialist visit;
$20 copayment per physical

therapy, occupational therapy,

and speech therapy visit;

$40 copayment per other

health care professional visit

Not all telehealth services may
be covered.

Out of Network: Not covered

*Mental/behavioral health visits must be scheduled via the online platform teladochealth.com/signin. Visits
cannot be scheduled by phone. Members must complete a mental health assessment via the website platform
prior to scheduling a mental health visit.

Services with a (1) may require prior authorization.



Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

$30 allowance for OTC items. $30 allowance for OTC items.

OTC allowance is provided quarterly OTC allowance is provided quarterly
and does not carry forward to the next and does not carry forward to the next
quarter if not used. You must use the quarter if not used. You must use the
IBX Care Card to purchase OTC items IBX Care Card to purchase OTC items
at participating retailers. at participating retailers.

OTC items purchased from OTC items purchased from
non-participating retailers will NOT non-participating retailers will NOT
be covered. OTC items can also be be covered. OTC items can also be
ordered with the IBX Care Card via ordered with the IBX Care Card via
website, phone, or catalog. website, phone, or catalog.

OTC costs do not count toward the OTC costs do not count toward the
annual MOOP amount. annual MOOP amount.

$0 copayment for medical $0 copayment for medical

visits focused on urgent care-like visits focused on urgent care-like
medical conditions by connecting medical conditions by connecting

to a state-licensed physician; to a state-licensed physician;

$0 copayment for mental/behavioral $0 copayment for mental/behavioral
health visits focused on depression, health visits focused on depression,
anxiety, stress, and more; anxiety, stress, and more;

$0 copayment for dermatology $0 copayment for dermatology
consultations focused on diagnosing consultations focused on diagnosing
and treating skin conditions like and treating skin conditions like
eczema, psoriasis, acne, and more eczema, psoriasis, acne, and more
Teladoc must be used for telemedicine Teladoc must be used for telemedicine
visits. Members can access Teladoc visits. Members can access Teladoc
by toll-free phone, secure video chat, by toll-free phone, secure video chat,
or through Teladoc's secure website/ or through Teladoc's secure website/
mobile platform, 24/7, 365 days mobile platform, 24/7, 365 days

per year.* per year.*

$0 copayment per PCP visit; $0 copayment per PCP visit;

$40 copayment per specialist visit; $40 copayment per specialist visit;
$40 copayment per physical $20 copayment per physical

therapy, occupational therapy, therapy, occupational therapy,

and speech therapy visit; and speech therapy visit;

$40 copayment per other $40 copayment per other

health care professional visit health care professional visit

Not all telehealth services may Not all telehealth services may

be covered. be covered.




Other Medical Benefits (continued)

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Chiropractic Services

e Medicare-covered $15 copayment In Network: $15 copayment
per visit for spinal manipulations per visit for spinal manipulations

Out of Network: 20% coinsurance

e Routine Care* $15 copayment per visit In Network: $15 copayment per visit
(non-Medicare-covered)  (up to 6 visits each year) (up to 6 visits each year)

Out of Network: Not covered

Acupuncture
« Medicare-covered $15 copayment per visit, up to In Network: $15 copayment
12 visits in 90 days; 8 additional if per visit, up to 12 visits in 90 days;
determined that progress is made 8 additional if determined that
progress is made
Out of Network: 20% coinsurance
e Routine Care*t $15 copayment per visit In Network: $15 copayment per visit
(non-Medicare-covered)  (up to 6 visits each year) (up to 6 visits each year)

Out of Network: Not covered

Podiatry Services

« Medicare-covered $25 copayment per visit In Network: $25 copayment per visit
Out of Network: 20% coinsurance
per visit

e Routine C_Zare* $25 copayment In Network: $25 copayment

(non-Medicare-covered)  per visit (up to 6 visits each year) per visit (up to 6 visits each year)

Out of Network: Not covered

Vital Care Programi $10 copayment for cardiology Not covered
specialist visits; $10 copayment for
endocrinology specialist visits;
$5 copayment for Medicare-covered
podiatry visits; $5 copayment for
routine podiatry visits, up to 6 visits
per year

Members must be diagnosed with both
diabetes and congestive heart failure
to participate.

*Routine visits do not count toward the annual MOOP amount.

T Routine services must have one of the following conditions: headache (migraine and tension), post-operative
nausea and vomiting, chemotherapy-induced nausea and vomiting, low back pain, chronic neck pain, or pain from
osteoarthritis of the knee and hip.

tCardiology, endocrinology, pulmonology, and Medicare-covered podiatry visits apply toward the annual MOOP
amount. Routine podiatry visits do not apply toward the annual MOOP amount.
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Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

$15 copayment $20 copayment
per visit for spinal manipulations per visit for spinal manipulations

$20 copayment per visit
(up to 6 visits each year)

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

$20 copayment per visit, up to
12 visits in 90 days; 8 additional if
determined that progress is made

$15 copayment per visit, up to
12 visits in 90 days; 8 additional if
determined that progress is made

$20 copayment per visit
(up to 6 visits each year)

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

$25 copayment per visit $20 copayment per visit

$25 copayment $20 copayment
per visit (up to 6 visits each year) per visit (up to 6 visits each year)

$10 copayment for cardiology $10 copayment for cardiology
specialist visits; $10 copayment for specialist visits; $10 copayment for
endocrinology specialist visits; endocrinology specialist visits;

$5 copayment for Medicare-covered $5 copayment for Medicare-covered
podiatry visits; $5 copayment for podiatry visits; $5 copayment for
routine podiatry visits, up to 6 visits routine podiatry visits, up to 6 visits
per year per year.

Members must be diagnosed with both
diabetes and congestive heart failure
to participate.

Members must be diagnosed with both
diabetes and congestive heart failure
to participate.
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Other Medical Benefits (continued)

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Vital Care Not covered In Network: $10 copayment for cardiology

Plus Program* specialist visits; $10 copayment for
endocrinology specialist visits; $10 copayment
for pulmonology specialist visits; $5
copayment for Medicare-covered podiatry
visits; $5 copayment for routine podiatry
visits, up to 6 visits per year; $80 quarterly
allowance for over-the-counter items

Out of Network: Not covered

Members must be diagnosed with diabetes
to participate.

Transportation $0 copayment In Network: $0 copayment

Services 24 one-way trips (or 12 round-trip 2.4 one-way trips (orj 12 round-trip .
rides) per year provided by Roundtrip to tides) per year provided by Roundtrip to
plan-approved medical facilities plan-approved medical facilities
Modes of transportation include taxi, Modes of transportation include taxi,
rideshare services, van, medical sedan, rideshare services, van, medical sedan,
and wheelchair van. and wheelchair van.
Members must be diagnosed with both Members must be diagnosed with both
diabetes and congestive heart failure to diabetes and congestive heart failure to
be eligible. be eligible.
Maximum 80 miles per one-way trip. Maximum 80 miles per one-way trip.

Out of Network: Not covered

Fitness Benefit No copayment or coinsurance In Network: No copayment or coinsurance
Members receive a physical and Members receive a physical and
mental fithess program through a mental fitness program through a
plan-specific vendor with the goal plan-specific vendor with the goal
of improving general health and of improving general health and
well-being. The program includes well-being. The program includes
access to a participating gym network, access to a participating gym network,
on-demand and livestreamed digital on-demand and livestreamed digital
content, cognitive fitness programs, content, cognitive fitness programs,
home kits, and curated home kits, and curated
physical activities. physical activities.

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

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

Out of Network: Not covered

*Cardiology, endocrinology, pulmonology, and Medicare-covered podiatry visits apply toward the annual
MOOP amount. Routine podiatry visits do not apply toward the annual MOOP amount.
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Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

Not covered

Not covered

No copayment or coinsurance

Members receive a physical and
mental fitness program through a
plan-specific vendor with the goal
of improving general health and
well-being. The program includes
access to a participating gym network,
on-demand and livestreamed digital
content, cognitive fitness programs,
home kits, and curated

physical activities.

Members must use a One Pass™

network gym/fitness center and enroll
in the One Pass program.

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

Not covered

$0 copayment

24 one-way trips (or 12 round-trip
rides) per year provided by Roundtrip to
plan-approved medical facilities

Modes of transportation include taxi,
rideshare services, van, medical sedan,
and wheelchair van.

Members must be diagnosed with both
diabetes and congestive heart failure to
be eligible.

Maximum 80 miles per one-way trip.

No copayment or coinsurance

Members receive a physical and
mental fithess program through a
plan-specific vendor with the goal

of improving general health and
well-being. The program includes
access to a participating gym network,
on-demand and livestreamed digital
content, cognitive fitness programs,
home kits, and curated

physical activities.

Members must use a One Pass™

network gym/fitness center and enroll
in the One Pass program.

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

33



Other Medical Benefits (continued)

Keystone 65 Keystone 65
Basic Rx HMO Focus Rx HMO-POS

Grocery
Benefits*

$0 copayment

Grocery boxes containing food and
produce will be provided for a maximum
of 4 weeks per year, per member.

Members must be diagnosed with both
diabetes and depressive disorders to be
eligible for the grocery benefit.

In Network and Out of Network:
$0 copayment

Grocery boxes containing food and
produce will be provided for a maximum
of 4 weeks per year, per member.

Members must be diagnosed with both
diabetes and depressive disorders to be
eligible for the grocery benefit.

Meals
Program*f

Dental, Vision,
and Hearing
Flex Benefit

$0 copayment

3 meals per day, 7 days per week
from MANNA

Meals for up to 4 weeks, 2 times per year

To qualify, members must fall into one of
two groups:

Group 1: Must have a new diagnosis of
colorectal, endometrial, breast
(male/female), lung, or prostate cancer

Group 2: Must be diagnosed with both
diabetes and congestive heart failure

$300 allowance every year

Annual allowance is preloaded on the
IBX Care Card. This allowance can be
used to:

1. Cover cost-sharing for covered dental,
vision, and hearing benefits.

2. Pay for dental, vision, or hearing
services or supplies provided by any
provider who is a licensed professional
for dental, vision, or hearing services
or supplies and accepts the IBX

Care Card.

Allowance can be used for any
combination of dental, vision, or hearing
services or supplies.

Any unused balance will not roll over to
the next year.

In Network: $0 copayment

3 meals per day, 7 days per week
from MANNA

Meals for up to 4 weeks, 2 times per year

To qualify, members must fall into one of
two groups:

Group 1: Must have a new diagnosis of
colorectal, endometrial, breast
(male/female), lung, or prostate cancer

Group 2: Must be diagnosed with both
diabetes and congestive heart failure

Out of Network: Not covered

Not covered

* These benefits are a part of a special supplemental program for the chronically ill. Not all members qualify.

T Meals will be provided after discharge to the home following an inpatient acute hospital, skilled nursing
facility, long-term acute care facility, acute rehabilitation facility, or rehabilitation facility stay. Participation

in our medical management Transitions of Care Program is required.



Keystone 65 Keystone 65 Select Medical-Only HMO
Liberty Medical-Only HMO and Keystone 65 Select Rx HMO

Not covered $0 copayment

Grocery boxes containing food and
produce will be provided for a maximum
of 4 weeks per year, per member.

Members must be diagnosed with both
diabetes and depressive disorders to be
eligible for the grocery benefit.

Not covered $0 copayment

3 meals per day, 7 days per week
from MANNA

Meals for up to 4 weeks, 2 times per year

To qualify, members must fall into one of
two groups:

Group 1: Must have a new diagnosis of
colorectal, endometrial, breast
(male/female), lung, or prostate cancer

Group 2: Must be diagnosed with both
diabetes and congestive heart failure

Not covered Not covered
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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 Member Help Team representative at
1-800-645-3965 (TTY/TDD: 711).

Understanding the Benefits

The Evidence of Coverage (EQC) provides a complete list of all coverage and services. It is

important to review plan coverage, costs, and benefits before you enroll. Visit ibxmedicare.

comor call 1-800-645-3965 (TTY/TDD: 711) to view a copy of the EOC.

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

new doctor.

Review the pharmacy directory to make sure the pharmacy you use for any prescription

medicines is in the network. If the pharmacy is not listed, you will likely have to select a
new pharmacy for your prescriptions.

Review the formulary to make sure your drugs are covered.

Understanding Important Rules

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

Part B premium. This premium is normally taken out of your Social Security check

each month.

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

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 Keystone 65 Focus Rx HMO-POS plan allows you to see providers outside of our

network (non-contracted providers). However, while we pay for certain covered services

provided by a non-contracted provider, the provider must agree to treat you. Except in
emergency or urgent situations, non-contracted providers may deny care. In addition, you
will pay a higher copay for services received by non-contracted providers.

Effect on Current Coverage. If you are currently enrolled in a Medicare Advantage plan,

your current Medicare Advantage health care coverage will end once your new Medicare
Advantage coverage starts. If you have Tricare, your coverage may be affected once your
new Medicare Advantage coverage starts. Please contact Tricare for more information. If
you have a Medigap plan, once your Medicare Advantage coverage starts, you may want to
drop your Medigap policy because you will be paying for coverage you cannot use.



For more information

For updated information regarding plan providers, visit our website at ibxmedicare.com, or call
our Member Help Team at 1-800-645-3965 (TTY/TDD: 711), seven days a week, 8 a.m. to 8
p.m. Please note that on weekends and holidays from April 1 through September 30, your call may
be sent to voicemail.

If you are not yet a member and have questions, please call 1-877-393-6733

(TTY/TDD: 711), seven days a week, 8 a.m. to 8 p.m. Please note that on weekends and
holidays from January 1 through September 30, your call may be sent to voicemail. By calling
this number you will be directed to a licensed sales agent.

Independence Blue Cross offers HMO and HMO-POS Medicare Advantage plans with a Medicare
contract. Enrollment in Independence Blue Cross HMO and HMO-POS Medicare Advantage plans
depends on contract renewal.

Benefits underwritten by Keystone Health Plan East, a subsidiary of Independence Blue Cross —
independent licensees of the Blue Cross and Blue Shield Association.

TruHearing® is a registered trademark of TruHearing, Inc., an independent company.

Vision benefits are underwritten by Keystone Health Plan East and administered by Davis
Vision, an independent company. An affiliate of Independence Blue Cross has a financial interest in
Visionworks, an independent company.

Dental benefits are underwritten by Keystone Health Plan East and administered by United
Concordia Companies, Inc., an independent company.

Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits.
Telemedicine is provided by Teladoc Health, an independent company.
Roundtrip is an independent company that administers our transportation benefit.

The One Pass fitness benefit is a program provided by Rally Health, Inc., an independent company.
©2023 Rally Health, Inc. Rally, the Rally logo(s) and One Pass are trademarks of Rally Health,
Inc. and/or its affiliates.

MANNA is an independent company that administers our meals program benefit.

To receive this document in an alternate format such as Braille, large print, or audio, please call
1-877-393-6733 (TTY/TDD: 711) (non-members) (by calling this number you will be directed
to a licensed sales agent) or 1-800-645-3965 (TTY/TDD: 711) (members).

This information is not a complete description of benefits. Contact 1-877-393-6733
(TTY/TDD: 711) for more information.
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Multi-Language Insert
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 1-800-275-
2583. 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 1-800-275-2583. Alguien que
hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A 1EE 0L G BRI SS, s B IR 24 ¢ TR s 2 W R B AT ] 5 1)
R IR S, 58 1-800-275-2583, HAIIrh S TE A R SRS, XxE
— i RS,

Chinese Cantonese: &¥ At e o SEY Or Fa nT BEAF A 5], A LI Mtk e B il ik
%o WFEBERS, HE0E 1-800-275-2583, FfMahrh iy N B4 E AR RO E ), 5 &
— TR 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-
800-275-2583. 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 1-800-275-2583. Un interlocuteur parlant Francgais pourra vous aider.
Ce service est gratuit.

Vietnamese: Ching tdi cé dich vu théng dich mién phi d& tra I8i cac cau hoi vé
chuaong sic khée va chudng trinh thudéc men. Néu qui vi can théng dich vién xin
goi 1-800-275-2583 sé cd nhan vién ndi tiéng Viét gilp d3 qui vi. Bay la dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie

unter 1-800-275-2583. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25)
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Korean: WAl o8 0 g Hi oFE udo] $§ A% wel S A ¥ 1 B Ans
ABAL G, B AHI2E o] §321R A 1-§00-275-2583 .o el
e, BRI S gy woh B AQuT o] AHl At FrE 5

Russian: Ecniv y Bac BO3HUKHYT BOMNPOChl OTHOCUTENIbHO CTPaxoBoOro mau
MeAMKAMEHTHOro nsaHa, Bbl MOXeTe BOCMNOJ1b30BaTbCA HaWMMK 6becnnaTHbIMU
ycnyramMmy nepeBoaumkoB. YTobbl BOCMOMb30BaTbCS yC/yraMm nepeBoaumka,
no3BoHUTE HaM no TenedgoHy 1-800-275-2583. BaM okaxeT NoMOLb COTPYAHMUK,
KOTOPbIA rOBOPUT NO-pyccku. [laHHasa ycnyra 6ecnnaTtHas.

LAl 4 ga¥) Jsoa ol Aaally (sleii Al (5l e WDl duilaall () 8l an jiall cilead 2385 W) : Arabic
Gaad Lo gaddi o i, 1-800-275-2583 e L Juai¥) (5 g clile Ll (558 aa sin (e J sl
e dasd o2 e luas s yal

Hindi: SHR TR 1 al 1 Aol &b §R H 3T [l i % & Sare 37 & oy gAR U g
U amd Iuds §. T TN Ut R & oy, S99 89 1-800-275-2583 TR I ®Y. Bl
Hfad S <! SIeTdT 8 3MTUD! g HR Tl 6. I8 U T T 6.

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 1-800-275-2583. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a
qualquer questdo que tenha acerca do nosso plano de saude ou de medicagao.
Para obter um intérprete, contacte-nos através do numero 1-800-275-2583. Ird
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sevis entepréet gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépreét, jis
rele nou nan 1-800-275-2583. Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekow. Aby skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-800-275-2583. Ta ustuga jest bezptatna.

Japanese: it D @O EE & G AT 7 BT 4 THMICBEZ T 5720
2, fERLOHRY —EZ22H ) T8 WE T, R S ic e 51213,
1-800-275-2583 I BHEAH K 723 v, HAGEZGET A & kw2 L 29, 213k
D — EZATT,

Y0041_HM_23 113248 C
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Multi-language Interpreter Services

Gujarati: WH 1] 119U Ad] £l Alweil () dHa SlA 23 ddl S1ESURL Usllell clled Uudl HI2 ¥HIR]
UL [o1:QLes gelNUL A B. g@INALHOdd] HI2, HHA 5l 1-800-275-2583 UR S1d 521 %2l
ol cUsd dHa Hee 53 2% B. L WS (o1:Les Adl B.

S pa e o Sl st (S Jles e iy 2 jle S i s Sl o (oS Bl S0l e (S U
« s i g - S St (Sl gl SS Y s s -8 JS 311-800-275-2583 « = S <l g

Khmer: HDHENSZUINSYULSUSTURN UESSSSSIG 189S wainniom
YWIRUHAUINUSMESHOSEEUSM N URusiunitizg 1848 gt SHARUMTUN UENS
FSIBUTSINUMUDTRMUIUS 1-800-275-2583
HEMMSIRUSUNWMAM MG Z2MGRIUHATISY 1SS IunSyS S S sig

Telugu: 3° esB(ifo Soe TGS DEFPE HO0D) QO DT HF) VLD VAPEPH0o DTS B DS QotbPLE
{oésfow 290¢30eT°e0e5° &%) . 0THAED FocseeS, 1-800-275-2583 &QO° A 5785 W3O, Berd
SRR DT Ed DA BRIV, WG DS VOO

Discrimination is Against the Law

This Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. This Plan does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

This Plan provides:

e 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).

¢ 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, contact our Civil Rights Coordinator. If you believe that This Plan has failed
to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, you can file a grievance with our Civil Rights Coordinator.

You can file a grievance in the following ways:

e In person or by mail: ATTN: Civil Rights Coordinator, 1901 Market Street, Philadelphia, PA
19103

¢ By phone: 1-888-377-3933 (TTY: 711)
o By fax: 215-761-0245
e By email: civilrightscoordinator@1901market.com
If you need help filing a grievance, our Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the 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, DC 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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