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2022 Summary
of Benefits

This is a summary of drug and health services
covered by Summit Health Medicare Advantage

plans for January 1, 2022 — December 31, 2022.

Summit Health Plan, Inc. is a Medicare Advantage
HMO plan with a Medicare contract. Enrollment
in the Plan depends on contract renewal.

The benefit information provided does not list

every service that we cover or list every limitation
or exclusion. To get a complete list of services we
cover, please request the “Evidence of Coverage”.

To join a Summit Medicare Advantage plan, 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 Oregon:
Baker, Gilliam, Grant, Harney, Lake, Malheur, Morrow,
Sherman, Umatilla, Union, Wallowa, and Wheeler.

If you use providers that are not in our network,
we may not pay for these services.

For 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). TTY users should call 1-877-486-2048.

This document is available in other formats
such as large print or Spanish.

For more information, please call us at
844-827-2355 (TTY Users should call
711) or visit us at yoursummithealth.
com. From October 1to March 31, with
the exceptions of Christmas Day and

Thanksgiving Day, you can call us 7 days
a week from 7:00 a.m. to 8:00 p.m. Pacific
Time. From April 1to September 30, you
can call us Monday through Friday from
7:00 a.m. to 8:00 p.m. Pacific Time.




Plans may offer supplemental benefits in

Medical benefits addition to Part C benefits and Part D benefits.

Summit Health

Summit Health Core Summit Health Value + Rx Standard + Rx Summit Health Premier + Rx
(HMO-POS) H2765-001 (HMO) H2765-002 (HMO-POS) H2765-003 (HMO-POS) H2765-004
Monthly Premium $22 $69 $99 $140
Medical Deductible $0 $0 $0 $0
In-network Out-of-network In-network Out-of-network In-network Out-of-network In-network Out-of-network

Maximum out-of-pocket
responsibility (Does not $4,000 $4,000 $6,650 N/A $5,100 $8,000 $4,000 $7,750
include prescription drugs)

Inpatient hospital coverage
(Copay per day 1-5) $350 30% $370 Not covered $350 50% $315 30%
(Authorization rules may apply)

Outpatient hospital coverage
(Observation) $350 30% $370 Not covered $350 50% $315 30%
(Authorization rules may apply)

Ambulatory surgical center

(Authorization rules may apply) $350 30% $370 Not covered $350 50% $315 30%
Outpatient surgery o o o
e e $350 30% $370 Not covered $350 50% $315 30%
Doctor Visit

Pﬁ;;:y e S—— $10 30% $10 Not covered $10 50% $10 30%
Zg;';gﬂz P — $35 30% $40 Not covered $35 50% $35 30%
Preventive care $0 30% $0 Not covered $0 50% $0 30%
Emergency care $90 $90 $90 $90

Urgently needed services $35 $50 $35 $35




Medical benefits (continued)

Summit Health Core
(HMO-POS) H2765-001

In-network

Out-of-network

Summit Health Value + Rx
(HMO) H2765-002

In-network

Diagnostic services/labs/imaging (Authorization rules may apply)

Diagnostic radiology services

Out-of-network

Summit Health
Standard + Rx
(HMO-POS) H2765-003

In-network Out-of-network

Summit Health Premier + Rx
(HMO-POS) H2765-004

In-network

Out-of-network

Hearing services

(o) (o) (o) (o) o) (o) (o)
(e.g. MRIs, CT scans) 20% 30% 20% Not covered 20% 50% 20% 30%
Lab services $0 30% $0 Not covered $5 50% $5 30%
Outpatient x-rays 20% 30% 20% Not covered 20% 50% 20% 30%

Exams to diagnose and treat

(Copay per each aid)

Dental services

hearing and balance issues $35 30% $40 Not covered $35 50% $35 30%
(Referral rules may apply)
R ine h i
outlne. earing exam $0 Not covered $0 Not covered $0 Not covered $0 Not covered
for hearing aids
Hearing aids
$699 - $999 Not covered $699 - $999 Not covered $699 - $999 Not covered $699 - $999 Not covered

Medicare-covered
(Referral rules may apply)

$35

30%

$40

Not covered

$35 50%

$35

30%

Preventive and
comprehensive dental
(Total $500 allowance is
combined for in and out
of network services)

$0 preventive
$500 allowance

$500 allowance

$0 preventive
$500 allowance

$500 allowance

$0 preventive

500 all
$500 allowance $ allowance

$0 preventive
$500 allowance

$500 allowance




Medical benefits (continued)

Vision services

Medical vision services

Summit Health Core
(HMO-POS) H2765-001

In-network Out-of-network

Summit Health Value + Rx
(HMO) H2765-002

In-network Out-of-network

Summit Health
Standard + Rx
(HMO-POS) H2765-003

In-network Out-of-network

In-network

Summit Health Premier + Rx
(HMO-POS) H2765-004

Out-of-network

(Medicare-covered) $35 30% $40 Not covered $35 50% $35 30%
(Referral rules may apply)

Routine vision services

(Annual exam & glasses $0 50% $0 50% $0 50% $0 50%

every 2 years)

Additional services

Mental health services $35 30% $40 Not covered $35 50% $35 30%
Skilled nursing facility (SNF)

(Copay per day 21-100) $150 30% $170 Not covered $165 50% $160 30%
(Authorization rules may apply)

Physical therapy o 0 9
Attreaeion Gules mey GEE) $35 30% $40 Not covered $35 50% $35 30%
Ambulance

(Authorization rules may apply) $250 $300 $300 $250
Transportation Not covered Not covered Not covered Not covered
Medicare Part B Drugs 20% 30% 20% Not covered 20% 50% 20% 30%
(Authorization rules may apply)

D I ical i

(DL,'\;?_:? e medical equipment 20% 30% 20% Not covered 20% 50% 20% 30%
Diabetic monitoring supplies $0-20% 30% $0-20% Not covered $0-20% 50% $0-20% 30%

(Authorization rules may apply)




Pharmacy benefits

Outpatient prescription drugs

Prescription drug deductible

Initial coverage Stage

Tier 1 (Preferred generic)

Tier 2 (Generic)

Tier 3 (Preferred brand)

Tier 4 (Non-preferred brand)

Tier 5 (Preferred specialty tier)

Tier 6 (Specialty tier)

Tier 7 (Vaccine)

Summit Health Core
(HMO-POS) H2765-001

This plan does not include Part
D prescription drug coverage.

Summit Health Value + Rx

(HMO) H2765-002

$250 (waived on tiers 1, 2, & 7)

Summit Health
Standard + Rx
(HMO-POS) H2765-003

$200 (waived on tiers 1, 2, & 7)

Summit Health Premier + Rx
(HMO-POS) H2765-004

$150 (waived on tiers 1, 2, & 7)

30-day supply

90-day supply

30-day supply

90-day supply

30-day supply

90-day supply

$4 $12 $4 $12 $4 $12

$10 $30 $10 $30 $10 $30

$45 $135 $45 $135 $45 $135
$100 $300 $100 $300 $100 $300
23% N/A 24% N/A 25% N/A
28% N/A 29% N/A 30% N/A

$0 N/A $0 N/A $0 N/A




You begin in the deductible stage when you fill your first
prescription of the year. During this stage, you pay the
full cost of your drugs until you have paid the Part D
deductible (waived on Tier 1, Tier 2 and Tier 7) for your
drugs. Cost sharing amounts are the same when received
from network retail, mail-order, and home infusion
pharmacies as well as if you reside in a long-term care
facility. You may get up; to a 31-day supply of drugs from
an out-of-network pharmacy, but you will pay more than
you pay at a network pharmacy. Cost sharing changes
when you enter another stage of the Part D benefit.

During the coverage gap stage, you pay 25% of the cost
for generic or brand name drugs. During the catastrophic
coverage stage, you pay the greater of 5% or $3.95 copay
for generic drugs and $9.85 copay for all other drugs.

For more information on the different stages,

please access your Evidence of Coverage online at
yoursummithealth.com or contact Pharmacy Customer
Service at 844-827-2355, 7 am to 8 pm Pacific Time,
seven days a week from October 1 through March 31, with
the exceptions of Christmas Day and Thanksgiving Day.
(After March 31, your call will be handled by our automated
phone systems Saturdays, Sundays, and holidays.)

Optional Supplemental Benefits

You must pay an extra premium each
month for these benefits.

Summit Health Extra Care

Premium $5 per month
Included Services: Our plan pays up to
. Routine chiropractic $500 every year.

services You pay 50% of
. Acupuncture the billed cost for

- Alternative therapies the§e services )
(naturopathic until the plan maximum

services) of $500 for all services
combined is met, then
you pay 100% of the cost




Nondiscrimination notice

We follow federal civil rights laws. We do not discriminate
based on race, color, national origin, age, gender identity,

sex or sexual orientation.

We provide free services to people with disabilities so that they can communicate
with us. These include sign language interpreters and other forms of communication.

If your first language is not English, we will give you free interpretation

services and/or materials in other languages.

If you need any of the above,
call Customer Service at:

844-827-2355 (TDD/TTY 711)

If you think we did not offer
these services or discriminated,
you can file a written complaint.
Please mail or fax it to:

Summit Health Plan
Attention: Appeal Unit
P.O. Box 820070
Portland, OR 97282
Fax: 855-466-7208

Dave Nesseler-Cass coordinates
our nondiscrimination work:

Dave Nesseler-Cass,

Chief Compliance Officer

601 SW Second Ave.

Portland, OR 97204

855-232-9111
compliance@yoursummithealth.com

If you need help filing a complaint,
please call Customer Service.

You can also file a civil rights complaint
with the U.S. Department of Health and
Human Services Office for Civil Rights at
ocrportal.hhs.gov/ocr/portal/lobby.jsf,

or by mail or phone:

U.S. Department of Health

and Human Services

200 Independence Ave. SW, Room 509F
HHH Building, Washington, DC 20201
800-368-1019, 800-537-7697 (TDD)

You can get Office for Civil Rights complaint
forms at hhs.gov/ocr/office/file/index.html.

ATENCION: Si habla espafiol, hay
disponibles servicios de ayuda con el
idioma sin costo alguno para usted.
Llame al 1-877-605-3229 (TTY: 711).

CHU Y: Néu ban néi tiéng Viét, cé dich
vu hé trg ngdén ngl mién phi cho ban.
Goi 1-877-605-3229 (TTY:711)

AR AREERP 0 AIFRIREEE HERT -
FAENE1-877-605-3229 (EEREAEAA - 711)

Zol: 3t20j2 22 o] x| MH|AS
OlZstAIZ{H Che ol2tx|= elata|F A7
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vzt ot A3} 1-877-605-3229 (TTY: 711)

PAUNAWA: Kung nagsasalita ka ng Tagalog,
ang mga serbisyong tulong sa wika, ay
walang bayad, at magagamit mo. Tumawag
sa numerong 1-877-605-3229 (TTY: 711)

Ciladd Slligd ¢y jall Chasti S 1Y) aus
A8 Jaail Ulae ol dalia 4 g3l 3ac b
(711 : =il ailell) 1-877-605-3229
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1-877-605-3229 (TTY: 711) ./ J¥ ¢

BHUMAHWE! Ecnu Bbl roBopuTe No-pyccku,
BOCMONb3ynTecb 6ecnnaTHom A3bIKOBON
nogaepKoi. Mo3BoHUTe No Ten.
1-877-605-3229 (TekcToBbIV TenedpoH: 711).

ATTENTION: si vous étes locuteurs
francophones, le service d’assistance
linguistique gratuit est disponible.
Appelez au 1-877-605-3229 (TTY : 71)

Gladd (1S (on S (B 448 () g )2 14
Ll 393 5a Laid (1 B 1y g 40 4an i
2% ol (TTY: 711) 1-877-605-3229

S < IS 319 E) dietd €, df 3MTueh! WINTE FerdT fo1 g
Sar fou SueTsI @ | 1-877-605-3229 Wi & (TTY: 711)

Achtung: Falls Sie Deutsch sprechen, stehen
Ihnen kostenlos Sprachassistenzdienste zur
Verfligung. Rufen sie 1-877-605-3229 (TTY: 711)

AR HAEECHLEDAITIE. BARSE
H—EREZER TRHLTHEIET,
1-877-605-3229 (TYY.TLARATSA 42—
HETHIADAIFTN) ETHEECEEN,

YourSummitHealth.com
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1-877-605-3229 (TTY: 711) u2 sla s3i
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e9. tn 1-877-605-3229 (TTY: 711)

YBATA! lKwwo B roBopuTte YKpaiHCbKOIo,
A5 BaC AOCTYMHi 6€3KOLWTOBHI KOHCYbTauil
piaHoto MmoBoto. 3atenepoHymnTe
1-877-605-3229 (TTY:711)

ATENTIE: Daca vorbiti limba romana, va punem
la dispozitie serviciul de asistenta lingvistica in
mod gratuit. Sunati la 1-877-605-3229 (TTY 711)

THOV CEEB TOOM: Yog hais tias koj hais lus
Hmoob, muaj cov kev pab cuam txhais lus, pub
dawb rau koj. Hu rau 1-877-605-3229 (TTY: 711)

{Rioaeis IgASunwmeanig: W
iminAYE SWigam ARG
ANISHAIYSIANAHAT AU Giase)

IFIM SIS 1-877-605-3229 (TTY: 711)

HUBACHIISA: Yoo afaan Kshtik kan
dubbattan ta’e tajaajiloonni
gargaarsaa isiniif jira 1-877-605-3229
(TTY:711) tiin bilbilaa.

Tusansiu: winaasyanIwbne few
ANUNFOLIUETNF2A LMD H1UN1EN
163 Tvs 1-877-605-3229 (TTY: 711)

FAAUTAGIA: Afai e te tautala i le gagana Samoa,
o loo avanoa fesoasoani tau gagana mo oe € le
totogia. Vala’auile 1-877-605-3229 (TTY: 711)

IPANGAG: Nu agsasaoka iti llocano, sidadaan
ti tulong iti lengguahe para kenka nga awan
bayadna. Umawag iti 1-877-605-3229 (TTY: 711)

UWAGA: Dla oséb méwiacych po polsku
dostepna jest bezptatna pomoc jezykowa.
Zadzwon: 1-877-605-3229 (obstuga TTY: 711)
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