2023 Regence Medicare Advantage Plan Information

Thank you for your interest in applying for the Regence BlueShield of Washington Medicare Advantage plan. Below
are links to the items which are part of the Enrollment Packet you would receive if we were to mail it to you. Please
take note and make sure to review the information. You will be receiving an “Enrollment Verification Letter” from
Regence BlueShield within 15 calendar days of receipt of the enrollment request.

Enrollment Packet — click links below to download and save documents
Star Rating: HMO / PPO

Apply Online

Summary of Benefits: Core Rx / Primary Rx / Classic Rx / Enhanced Rx / Valiance HMO / Valiance PPO / BlueAdvantage
HMO & HMO+ / Classic Rx Asotin / Enhanced Rx Asotin / Valiance PPO Asotin

Provider Search

Pharmacy Search

Formulary

Initial Enrollment Period (IEP)

If you are new to Medicare, you can enroll during your Initial Enrollment Period (IEP); the three months before,
the month of, and the three months after your Part B effective date. Once you have been enrolled in a Medicare
Plan, you can only make changes during the Annual Enrollment Period (AEP). Please be aware of the AEP dates are
now October 15™ to December 7. This will give you a January 1%t effective date for your new plan.

Annual Enrollment Period (AEP)

Applications must be signed and dated on, or between October 15" and December 7. /f they are signed prior to
October 157 they will be returned to you with a new application. |f they are received after December 7™, you will
not be able to change plans until the next AEP for January of the following year.

Special Enrollment Period (SEP)

There are a number of reasons for Special Enrollments; Loss of a job that provides benefits, death of a spouse
who's plan provided benefits, moving to an area where your old plan is not available, etc...

Once you submit your application to us, we will review your application for completeness and accuracy before we submit it to
the company. You may fax, upload, email or mail your application in to CDA Insurance:

CDA Insurance LLC Fax: 1.541.284.2994 or 888.632.5470
PO Box 26540 Secure File Upload: Click here
Eugene, Oregon 97402 Email: cs@cda-insurance.com

If you should have any questions on the application, please call a licensed insurance agent at 1.800.884.2343 or 1.541.434.9613.
Our website: https://medicare-washington.com

Y0062_MULTIPLAN_CDA INSURANCE Washington 2022 (Pending)


https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/star.hmo.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/star.ppo.pdf
https://regence1.destinationrx.com/PC/2022/u/dGlmZmFueUBsb3dpbnN1cmUuY29t
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/2023%20SOB%20MedAdvantage%20+Rx%20Core%20H5009-010.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/2023%20SOB%20MedAdvantage%20+Rx%20Primary%20H5009-009.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/2023%20SOB%20MedAdvantage%20+Rx%20Classic%20H5009-008.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/2023%20SOB%20MedAdvantage%20+Rx%20Enhanced%20H5009-002.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/2023%20SOB%20Valiance%20HMO%20H1997-008.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/2023%20SOB%20Valiance%20PPO%20H5009-001.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/2023%20SOB%20BlueAdvantage%20HMO%20H1997-009%20and%20HMO%20Plus%20H1997-002.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/2023%20SOB%20BlueAdvantage%20HMO%20H1997-009%20and%20HMO%20Plus%20H1997-002.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/2023%20SOB%20MedAdvantage%20+Rx%20Classic%20Asotin.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/2023%20SOB%20MedAdvantage%20+Rx%20Enhanced%20Asotin.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/rbs/2023/2023%20SOB%20MedAdvantage%20Valiance%20PPO%20Asotin.pdf
https://www.regence.com/producer/knowledge-center/tools-members/finding-doctors
https://www.regence.com/medicare/pharmacy
https://cambia.destinationrx.com/compare/PPF/2022/Home/Home
https://cda-insurance.citrixdata.com/r/r7a05451975a43c2b
mailto:cs@cda-insurance.com
https://medicare-washington.com/medicare_advantage_plans/regence.html

Regence

2023 Summary of Benefits

Regence MedAdvantage + Rx Primary (PPO)
For residents of the following counties in Washington: Clallam, Columbia, Cowlitz, Grays
Harbor, Island, Jefferson, King, Kitsap, Lewis, Mason, Pierce, Skagit, Snohomish, Thurston,
Wahkiakum, Walla Walla, Whatcom, and Yakima.

H5009-009-000
January 1, 2023 — December 31, 2023

Regence BlueShield serves select counties in the state of Washington and is an Independent
Licensee of the Blue Cross and Blue Shield Association

H5009_009000SB2023_M



SECTION | - INTRODUCTION TO SUMMARY OF BENEFITS

The benefit information provided is a summary of what we cover and what you pay. It does not 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.” You can also see the Evidence of Coverage on our website, www.regence.com/medicare.

You have choices about how to get your Medicare benefits

¢ One choice is to get your Medicare benefits through Original Medicare (fee-for-service Medicare). Original
Medicare is run directly by the Federal government.

¢ Another choice is to get your Medicare benefits by joining a Medicare health plan (such as Regence
MedAdvantage + Rx Primary (PPO)).

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Regence MedAdvantage + Rx Primary (PPO) covers
and what you pay.

e |f you want to compare our plan with other Medicare health plans, ask the other plans for their Summary of
Benefits booklets. Or, use the Medicare Plan Finder on www.medicare.gov.

e |f you want to know more about the coverage and costs of Original Medicare, look in your current "Medicare &
You" handbook. View it online at www.medicare.gov or get a copy by calling 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

Sections in this booklet

e Things to Know About Regence MedAdvantage + Rx Primary (PPO).
e Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services.
e Covered Medical and Hospital Benefits.

e Prescription Drug Benefits.

This document is available in other formats such as Braille and large print.

This document may be available in a non-English language. For additional information, call us at 1-800-541-8981 (TTY:
711).

Things to Know About Regence MedAdvantage + Rx Primary (PPO)

Hours of Operation & Contact Information

e From October 1 to March 31, we're open 8 a.m. - 8 p.m., 7 days a week.

From April 1 to September 30, we're open 8 a.m. — 8 p.m., Monday through Friday.
If you are a member of this plan, call us at 1-800-541-8981, TTY: 711.

If you are not a member of this plan, call us at 1-888-369-3171, TTY: (800)735-2900, 8 a.m. to 5 p.m., Monday
through Friday.

Our website: www.regence.com/medicare.



http://www.regence.com/medicare
https://www.medicare.gov/
https://www.medicare.gov/
http://www.regence.com/medicare

SECTION | - INTRODUCTION TO SUMMARY OF BENEFITS

Who can join?

To join Regence MedAdvantage + Rx Primary (PPO), you must be entitled to Medicare Part A, be enrolled in Medicare
Part B, and you must live in our service area. Our service area includes these counties in Washington: Clallam,
Columbia, Cowlitz, Grays Harbor, Island, Jefferson, King, Kitsap, Lewis, Mason, Pierce, Skagit, Snohomish, Thurston,
Wahkiakum, Walla Walla, Whatcom and Yakima.

Which doctors, hospitals, and pharmacies can | use?

Regence MedAdvantage + Rx Primary (PPO) has a network of doctors, hospitals, pharmacies, and other providers. If
you use providers that are not in our network, your costs may be more (except in emergency or urgent situations).

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs.

You can see our plan's provider and pharmacy directory at our website (www.regence.com/medicare).

Or, call us and we will send you a copy of the provider and pharmacy directories.

What do we cover?

Like all Medicare health plans, we cover everything that Original Medicare covers — and more. Some of the extra benefits
are outlined in this booklet.

We cover Part D drugs. In addition, we cover Part B drugs including chemotherapy and some drugs administered by your
provider.

¢ You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our website,
www.regence.com/medicare.

e Or, call us and we will send you a copy of the formulary.

How will | determine my drug costs?

Our plan groups each medication into one of five "tiers." You will need to use your formulary to locate what tier your drug
is on to determine how much it will cost you. The amount you pay depends on the drug's tier and what stage of the
benefit you have reached. Later in this document we discuss the benefit stages that occur: Deductible, Initial Coverage,
Coverage Gap and Catastrophic Coverage.

If you have any questions about this plan's benefits or costs, please contact
Regence BlueShield



http://www.regence.com/medicare
http://www.regence.com/medicare

SECTION Il - SUMMARY OF BENEFITS

Regence MedAdvantage + Rx Primary (PPO)

MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY FOR COVERED SERVICES

Monthly Plan $28 per month. In addition, you must keep paying your Medicare Part B premiums.
Premium
Deductible Medical Deductible: There is no deductible for this plan.

Maximum Out-of-
Pocket
Responsibility

Annual limit(s) on your out-of-pocket costs for Part A (hospital) and Part B (medical) services:
e $6,700 for services you receive from in-network providers.
¢ $10,000 for services you receive from in- and out-of-network providers combined.

If you reach the limit on out-of-pocket costs, you keep getting covered hospital and medical
services and we will pay the full cost for the rest of the year.

Please note that you will still need to pay your monthly premiums and cost-sharing for your Part
D prescription drugs.

COVERED MEDICAL AND HOSPITAL BENEFITS

Inpatient Hospital

In-Network:

Days 1-5: $390 Copay per day for each admission.

Days 6+: $0 Copay per day.

Our plan covers an unlimited number of days for an inpatient hospital stay.
May require prior authorization.

Out-of-Network:

Days 1-999: 30% Coinsurance per day.

Ambulatory
Surgical Center

In-Network:
Ambulatory Surgical Center: $35 - $375 Copay.

May require prior authorization.
Out-of-Network:

Ambulatory Surgical Center: 30% Coinsurance.

Outpatient Hospital

In-Network:

Outpatient Hospital: $35 - $450 Copay.
May require prior authorization.
Out-of-Network:

Outpatient Hospital: 30% Coinsurance.
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Regence MedAdvantage + Rx Primary (PPO)

Doctor's Office
Visits

In-Network:

Primary care physician visit: $10 Copay.
Specialist visit: $35 Copay.
Out-of-Network:

Primary care physician visit: 30% Coinsurance.

Specialist visit: 30% Coinsurance.

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

In-Network:

$0 Copay for all preventive services covered under Original Medicare at zero cost sharing.

Any additional preventive services approved by Medicare during the contract year will be covered.
Out-of-Network:

30% Coinsurance for all preventive services covered under Original Medicare.

Emergency Care

In-Network and Out-of-Network:

$90 Copay per visit.

If you are admitted to the hospital within 48 hours, you do not have to pay your share of the cost
for emergency care.

Worldwide Emergency Coverage: $90 Copay.

Urgently Needed
Services

In-Network and OQut-of-Network:

$40 Copay per visit.
Worldwide Urgent Coverage: $90 Copay.

Diagnostic Services
I Labs/ Imaging

In-Network:

Diagnostic tests and procedures: $30 Copay.

Lab services: $0 - $30 Copay.

Diagnostic Radiology Services (such as MRI, CAT Scan): $0 - $250 Copay.

X-rays: $20 Copay.

Therapeutic radiology services (such as radiation treatment for cancer): 20% Coinsurance.

May require prior authorization.
Out-of-Network:
Diagnostic tests and procedures: 30% Coinsurance.

Lab services: 30% Coinsurance.

Diagnostic Radiology Services (such as MRI, CAT Scan): 30% Coinsurance.

X-rays: 30% Coinsurance.

Therapeutic radiology services (such as radiation treatment for cancer): 30% Coinsurance.
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Regence MedAdvantage + Rx Primary (PPO)

Hearing Services In-Network:

Exam to diagnose and treat hearing and balance issues: $35 Copay.
Routine hearing exam (up to 1 visit(s) every year): $0 Copay.
Hearing Aid (up to 2 hearing aids every year): $699 - $999 Copay.
Out-of-Network:

Exam to diagnose and treat hearing and balance issues: 30% Coinsurance.

Routine hearing exam (up to 1 visit(s) every year): $150 Copay.

Dental Services In-Network:
Medicare Covered: $35 Copay.
Preventive dental services:

e Oral exam (up to 2 visit(s) every year): $0 Copay.
e Cleaning (up to 2 visit(s) every year): $0 Copay.
e Fluoride treatment (up to 2 visit(s) every year): $0 Copay.
e Dental X-rays (up to 2 visit(s) every year): $0 Copay.
Comprehensive dental services:
e Diagnostic Services: $0 Copay.
Out-of-Network:

Medicare Covered: 30% Coinsurance.
Preventive dental services:
e Oral exam (up to 2 visit(s) every year): 50% Coinsurance.
e Cleaning (up to 2 visit(s) every year): 50% Coinsurance.
o Fluoride treatment (up to 2 visit(s) every year): 50% Coinsurance.
¢ Dental X-rays (up to 2 visit(s) every year): 50% Coinsurance.
Comprehensive Dental Services:
o Diagnostic Services: 50% Coinsurance.

This dental plan will pay up to $1,000 maximum per calendar year for Preventive and Diagnostic
Comprehensive dental services.

This coverage limit applies to both In-Network and Out-of-Network services.
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Regence MedAdvantage + Rx Primary (PPO)

OPTIONAL SUPPLEMENTAL DENTAL SERVICES

Covered
Comprehensive
Dental Services

Comprehensive Dental Services:
o Restorative Services: 50% Coinsurance.

Endodontics: 50% Coinsurance.

Periodontics: 50% Coinsurance.

Extractions: 50% Coinsurance.

Prosthodontics, Other Oral/Maxillofacial Surgery, Other Services: 50% Coinsurance.

Cost share is the same for In-network and Out-of-network providers.

How much is the
monthly premium?

If you elect this optional supplemental benefit, you will pay an additional $24 per month. You
must also keep paying your Medicare Part B premium and your plan monthly premium.

How much is the

There is no deductible.

deductible?

What is the This dental plan will pay up to $1,000 maximum per calendar year for optional supplemental
maximum payment | dental services.

that this plan will

pay per calendar
year?

COVERED MEDICAL AND HOSPITAL BENEFITS (Continued)

Vision Services

In-Network:

Exam to diagnose and treat diseases and conditions of the eye (including yearly glaucoma
screening): $0 Copay.

Routine eye exam (up to 1 visit(s) every year): $0 Copay.
Eyeglasses or contact lenses after cataract surgery: $0 Copay.
Contact lenses: $0 Copay.

Eyeglasses (frames and lenses): $0 Copay.

Frames or contact lenses: $100 allowance per year.
Out-of-Network:

Exam to diagnose and treat diseases and conditions of the eye (including yearly glaucoma
screening): 30% Coinsurance.

Routine eye exam (up to 1 visit(s) every year): 30% Coinsurance.

Eyeglasses or contact lenses after cataract surgery: 30% Coinsurance.
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Regence MedAdvantage + Rx Primary (PPO)

Contact lenses: 0% Coinsurance.
Eyeglasses (frames and lenses): 0% - 50% Coinsurance.

Frames or contact lenses: $100 allowance per year.

Mental Health Care | In-Network:

Outpatient group therapy visit: $30 Copay.
Individual therapy visit: $30 Copay.

Inpatient Mental Health Care:

Days 1-5: $370 Copay per day for each admission.
Days 6-190: $0 Copay per day.

May require prior authorization.

Out-of-Network:

Outpatient group therapy visit: 30% Coinsurance.
Individual therapy visit: 30% Coinsurance.
Inpatient Mental Health Care:

Days 1-190: 30% Coinsurance per day.

Skilled Nursing In-Network:

Facility (SNF) Days 1-20: $0 Copay per day.

Days 21-56: $188 Copay per day.
Days 57-100: $0 Copay per day.

May require prior authorization.
Out-of-Network:

Days 1-100: 30% Coinsurance per day.

Outpatient In-Network:
Rehabilitation Occupational therapy visit: $35 Copay.

Physical therapy and speech and language therapy visit: $35 Copay.
May require prior authorization.

Out-of-Network:

Occupational therapy visit: 30% Coinsurance.
Physical therapy and speech and language therapy visit: 30% Coinsurance.
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Ambulance

Regence MedAdvantage + Rx Primary (PPO)

In-Network:

Ground Ambulance: $300 Copay.
Air Ambulance: $300 Copay.
May require prior authorization.
Out-of-Network:

Ground Ambulance: $300 Copay.
Air Ambulance: $300 Copay.

Transportation

In-Network:
Not covered.
Out-of-Network:

Not covered.

Medicare Part B
Drugs

In-Network:

For Part B drugs such as chemotherapy drugs: 20% Coinsurance.
Other Part B drugs: 20% Coinsurance.

May require prior authorization.

Out-of-Network:

For Part B drugs such as chemotherapy drugs: 30% Coinsurance.
Other Part B drugs: 30% Coinsurance.

Acupuncture -
Medicare-Covered
Services

In-Network:

$20 Copay.
Out-of-Network:
30% Coinsurance.

Limited to treatment of chronic low back pain.

Acupuncture -
Additional Covered
Services

In-Network:

$20 Copay.
Out-of-Network:
30% Coinsurance.

Limited to 18 visits per year combined with additional chiropractic.
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Chiropractic -
Medicare-Covered
Services

Regence MedAdvantage + Rx Primary (PPO)

In-Network:

$20 Copay.
Out-of-Network:
30% Coinsurance.

Limited to manipulation of the spine to correct a subluxation.

Chiropractic -
Additional-Covered
Services

In-Network:

$20 Copay.
Out-of-Network:
30% Coinsurance.

Limited to 18 visits per year combined with additional acupuncture.

Massage Therapy

In-Network:

$20 Copay.
Out-of-Network:
30% Coinsurance.

Limit of 6 visits per year, up to 60 minutes per visit.

Naturopathy

In-Network:

$20 Copay.
Out-of-Network:
30% Coinsurance.

Limit of 6 visits per year.

Additional
Telehealth/Virtual
Care

In-Network:

$10 Copay.
Out-of-Network:
30% Coinsurance.

Includes urgent care and mental health services by phone or video.

Diabetic Routine
Footcare

In-Network:

$0 Copay.
Out-of-Network:
30% Coinsurance.

Limit of 6 visits per year.
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Regence MedAdvantage + Rx Primary (PPO)

Durable Medical
Equipment (DME)

In-Network:

20% Copay.
Out-of-Network:
50% Coinsurance.

May require prior authorization.

Fitness Program

$0 Copay.
Flexible fitness options that support physical activity, well-being, community building, and healthy
aging.

Home Delivered
Meals - Post
Discharge

$0 Copay.
2 meals per day, up to 28 days, 56-meal limit.

Home Delivered
Meals - Chronic
Health Needs

$0 Copay.
2 meals per day, up to 56 days, 112-meal limit.
Requires enrollment in care management program.

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

In-home support
services

$0 Copay.
In-person and virtual support services. Limited to 48 hours per year; up to 1 hour per visit.

Over The Counter
(OTC) Items

$15 every three months.

Palliative Care and | In-Network:
Support $0 Copay.
Out-of-Network:
30% Coinsurance.
Personal $0 Copay.
Emergency Benefit includes device and monthly monitoring services.

Response System
(PERS)

PRESCRIPTION DRUG BENEFITS

Deductible

Prescription Drug Deductible: $0 for Tiers 1 & 2, for Tiers 3 & 4 insulins and most vaccines;
$325 for Tiers 3, 4 and 5.

Initial Coverage

You pay the following until your total yearly drug costs reach $4,660. Total yearly drug costs are
the drug costs paid by both you and our Part D plan.
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Regence MedAdvantage + Rx Primary (PPO)
Standard Retail Cost-Sharing

Tier One-month supply | Two-month supply | Three-month supply
gzrr];i(greferred $10 Copay $20 Copay $30 Copay
Tier 2 (Generic) $20 Copay $40 Copay $60 Copay
Tier 3 (Preferred $47 Copay $94 Copay $141 Copay
Brand)

Insulin drugs $35 Copay $70 Copay $105 Copay
Most vaccines $0 Copay $0 Copay $0 Copay

Tier 4 (Non-Preferred | $100 Copay $200 Copay $300 Copay
Drug)

Insulin drugs $35 Copay $70 Copay $105 Copay
Tier 5 (Specialty Tier) | 27% Coinsurance Not Applicable Not Applicable

Preferred Retail Cost-Sharing

Tier One-month supply [ Two-month supply | Three-month supply
geerr];ri((;referred $0 Copay $0 Copay $0 Copay
Tier 2 (Generic) $13 Copay $26 Copay $39 Copay
Tier 3 (Preferred $40 Copay $80 Copay $120 Copay
Brand)
Insulin drugs $35 Copay $70 Copay $105 Copay
Most vaccines $0 Copay $0 Copay $0 Copay
Tier 4 (Non-Preferred | $100 Copay $200 Copay $300 Copay
Drug)
Insulin drugs $35 Copay $70 Copay $105 Copay
Tier 5 (Specialty Tier) | 27% Coinsurance Not Applicable Not Applicable

Standard Mail Order

Tier One-month supply | Two-month supply | Three-month supply
gzagri(greferred $0 Copay $0 Copay $0 Copay
Tier 2 (Generic) $13 Copay $26 Copay $0 Copay
Tier 3 (Preferred $40 Copay $80 Copay $120 Copay
Brand)
Insulin drugs $35 Copay $70 Copay $105 Copay
Most vaccines $0 Copay $0 Copay $0 Copay
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Regence MedAdvantage + Rx Primary (PPO)

Tier 4 (Non-Preferred | $100 Copay $200 Copay $300 Copay
Drug)

Insulin drugs $35 Copay $70 Copay $105 Copay
Tier 5 (Specialty Tier) | 27% Coinsurance Not Applicable Not Applicable

Your cost-sharing may be different if you use a Long-Term Care pharmacy, or an out-of-network
pharmacy, or if you purchase a long-term supply (up to 100 days) of a drug.

Please call us or see the plan’s “Evidence of Coverage” on our website
(www.regence.com/medicare) for complete information about your costs for covered drugs.

Coverage Gap The coverage gap begins after the total yearly drug cost (including what our plan has paid and
what you have paid) reaches $4,660.

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 $7,400, which is the
end of the coverage gap.

Our plan covers Tier 3 and Tier 4 Insulins and most vaccines at the Initial Coverage cost share

during the Coverage Gap.
Catastrophic After your yearly out-of-pocket drug costs reach $7,400, you pay the greater of:
Amount e $4.15 Copay for generic (including brand drugs treated as generic) and a $10.35 Copay
for all other drugs, or
e 5% of the cost.
Our plan covers most vaccines at $0 in the Catastrophic Coverage stage.
DISCLAIMERS

This document is available in other alternate formats.

ATTENTION: If you speak Spanish, language assistance services, free of charge, are available to you. Call 1-800-541-8981
(TTY: 711).

ATENCION: Si habla espafiol, hay servicios de traduccion, libre de cargos, disponibles para usted. Llame al 1-888-369-
3171 (TTY: (800)735-2900).

Regence is an HMO/PPO/PDP plan with a Medicare contract. Enroliment in Regence depends on contract renewal.

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

Utilization Management (UM) is the way we review the type and amount of care you're getting. This involves looking at the
setting for your care and its medical necessity. Clinical professionals make decisions based on our clinical review criteria,
guidelines, and medical policies. Examples of UM procedures include pre-service review (prior authorization), concurrent
review (including urgent concurrent review) and post-service review. Find more information in our Member FAQ on
regence.com/medicare/resources/fag.

Health coverage is offered by Regence BlueShield.


http://www.regence.com/medicare
https://www.regence.com/medicare/resources/faq

Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules. If you have any
questions, you can call and speak to a customer service representative at 1-800-541-8981 (TTY 711).

Understanding the Benefits

|:| The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is important to review
plan coverage, costs, and benefits before you enroll. Visit www.regence.com/medicare or call 1-800-541-8981 (TTY
711) to view a copy of the EOC.

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

|:| Review the pharmacy directory to make sure the pharmacy you use for any prescription medicine 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/co-insurance may change on January 1, 2024.

I:I 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).


https://www.regence.com/medicare/resources/why-regence

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 1-800-541-8981. 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 1-800-541-8981. Alguien que hable espafiol le podra
ayudar. Este es un servicio gratuito.

Chinese Mandarin: HA 150k 90 S sNiE R 55, ESODIR M8 5 T R sl 29 Wy PR IS o AT ] %8 1), 20
AR E TN PEAR S, 5 #H 1-800-541-8981, FAI Iy L T/E A AR IR BB O #R . X — T
RS,

Chinese Cantonese: &% M e g8Em iR @ nT aEAr A BN, B Ib et B n i Nl
%, MM IRTS, 2T 1-800-541-8981, FfMahrb sty AN UK S s AR L OLE D), 38 & —
A B RS

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 1-800-541-8981. 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 1-800-541-8981.
Un interlocuteur parlant Frangais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu théng dich mién phi dé tra ISi cac cau hoi vé chudng
suc khée va chuong trinh thu6c men. Néu qui vi can théng dich vién xin goi 1-800-541-
8981 sé c6 nhan vién ndi ti€ng Viét gitp 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 1-800-541-
8981. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: WAl: o8 HE i ok W o B3t A& gl =g]ux 8 59 Au A
Agstal YHFUT B MU AE o] &3 [3}F 1-800-541-8981H 0 & F-ol3] T4 A L.
St ol & 8l B9 AF Bof =8 AJUt o] MHlAs FEE £9E Y

Russian: Ecnun y Bac BO3HUKHYT BOMNPOCbl OTHOCUTEIbHO CTPAx0BOIro Uau
MeANKaMEHTHOro MnJjiaHa, Bbl MOXeTe BOCMNOJ/Ib30BaTbCA HaWMMK becnnaTHbIMU
ycnyramMmu nepeBoguvynkoB. YTobbl BOCNOAb30BaTbLCA yC/lyraMmu nepeBoaunka, no3BoHUTe
HaMm no TenedoHy 1-800-541-8981. BaM okaxeT nomoLlb COTPYAHUK, KOTOPbIA rOBOPUT
no-pyccku. [laHHas ycnyra 6ecnnatHas.

Jpmmnll Liaah g1 Jgan 5f Al i Al (51 e ZaDl Ailaall (5 ) an sl Cilasa i L) ;Arabic

liaelusey 4y jall Gasty le addi 2 3w 8981-541-800-1 A W Juai¥l (s s clile (il (58 aa e e
.A\:UlAA FREQRYY



Hindi: BHR TR 1 &dl &1 UISHT & SR H 31U fobit 47 U3y & Sfare & & fow gAR U go
U Fam Iuas §. Teb gHTRET Ut 6’ & oy, S99 8 1-800-541-8981 TR Wl &Y. i
Hfad Sl fg=<! SIerdT § 3! Ae B Ahdl 6. I8 U Jud 4dl &,

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 1-800-541-8981. 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
questao que tenha acerca do nosso plano de saude ou de medicagdo. Para obter um
intérprete, contacte-nos através do nimero 1-800-541-8981. Ird encontrar alguém que
fale o idioma Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen
konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis rele nou nan 1-
800-541-8981. 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 lekéw. Aby skorzystac
z pomocy ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-541-8981.
Ta ustuga jest bezptatna.

Japanese: 4jit Dl fHEARER & i AL EE T T 2T 2 DHEIICBEZ T 5720 12,
MR OHERY —E A0 H ) T T3 nWFE T, Mk E TH@IC % 51213, 1-800-541-898112
B3 v, HAEZGET A E P LR ET, 2k
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