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Why choose Summit Health

Care that feels
like home

With our Medicare Advantage plans, you’ll enjoy choosing
from a local network of quality healthcare providers,
hospitals and specialists. Your Summit Health Medicare
Advantage plan also gives you access to our expert health
coaches and caring customer service. We are a dedicated

team, here to support you.

Our local partners include:
. Moda Partners, Inc. « CHI St. Anthony Hospital

- Greater Oregon Behavioral - Eastern Oregon IPA
Health, Inc. (GOBHI) (Independent Physicians

- Good Shepherd Health Association)
Care System « Yakima Valley Farm

Workers Clinic

« Grande Ronde Hospital, Inc.

- Saint Alphonsus Health
System, Inc.
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*Other providers are available in our network




Doctors you
know and
trust, health

Insurance you
can count on.

Get more out of Medicare

Summit Health partners with local doctors and hospitals to bring better
health to your community. This way, you see the doctors you already
know and trust while we help ensure you get the care you need.

You work hard for others. We're here to work hard for you. Together,
we can find a Medicare Advantage plan that works for you.

Our Medicare Advantage plans

Summit Health’s Medicare Advantage plans come with and without
pharmacy benefits. If you choose a plan with pharmacy coverage,
you won’t have a copay for vaccines!

Our Medicare Advantage plans include:

C =
«@ No referrals required ) medical deductible
 —
copay to see your copay preventive
personal doctor dental services with a
total maximum benefit
‘©+©‘ . .
'=|]]=[l]=| copay fitness benefit dco.p'ay routine hearing
@,)) and vision exams

M Over the counter
quarterly funds for health
and wellness items

This information is not a complete description of benefits.
Please see the enclosed Summary of Benefits and supplemental
benefit flyers for specific benefit information.



Why choose Summit Health

Added benefits

When you choose a Summit Health
Medicare Advantage plan, you get

more benefits than Original Medicare.

These added benefits include gym
membership and wellness resources.

Nurse line

Need quick advice? The friendly
nurses on our Registered Nurse
Advice Line are available 24 hours
a day. Call for guidance on:

« Basic health conditions and symptoms
« Treatment for minor injuries and burns
« Home cold and flu remedies

« When to visit your doctor

OO

Vision

Get a routine vision exam and eyewear
through the VSP Advantage Elements
plan, and coverage through VSP’s
Advantage provider network. All routine
vision exams and eyewear claims

are administered by VSP. You can

learn more about VSP at vsp.com.

Dental

Two no-cost preventive visits through
the Delta Dental Medicare Advantage
network with a total maximum

benefit for all routine preventive and
comprehensive dental services.

Text a doctor

Enjoy fast and private access to a
dedicated doctor in under a minute —
at no cost to you. With the CirrusMD
app, all you need is internet access to:

- Connect with a doctor via text, 24/7,
without appointments or time limits

« Ask urgent or general health questions
« Message, share photos or video chat

« Get peace of mind any time
of the day, even at 2 a.m.

- Continue conversations or follow
up as often as you'd like
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Hearing

Receive a no-cost routine hearing

aid exam and hearing aid coverage
through TruHearing. Hearing aids are
costly. This benefit makes them much
more affordable. You can learn more
at truhearing.com.

Over the counter
(OTC) coverage

Receive funds quarterly to spend
on CMS-approved health and
wellness items at participating
locations. You’ll receive a debit
card and can use it to make
purchases in store and online.



Why choose Summit Health

{1

Gym membership

Enjoy gym membership and
wellness resources from Silver&Fit®.
This benefit includes:

« Access to participating
fitness centers

« Group classes designed for
older adults, where offered
without an additional fee

« The option to work out at home with
a fitness kit (limit one per year)

« Healthy aging classes that you
can take online or by mail

« A fitness tracker
You can learn more at silverandfit.com.

Alternative care

Enjoy chiropractic, acupuncture,
and naturopathic services included
in your plan at no extra premium.

Pharmacy 90-day supply

Lower your risk of running out of
needed prescriptions when you fill a
90-day prescription supply at an in-
network pharmacy. This will save you
money compared to filling a one or
two-month supply.

For an added convenience, your
prescriptions can be mailed to

your home through our mail order
pharmacy, and you’ll save even morel!

90-day supply and mail order
delivery is available for non-specialty
prescriptions, and only on plans that
include Part D prescription drug
coverage.




10

Pre-enroliment checklist

Summit Health Medicare Advantage plans

Before making an enrollment decision, it’s important that you fully understand
our benefits and rules. If you have any questions or need assistance, please
call us to speak to a customer service representative at 844-827-2355.

Understanding the benefits

0 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 YourSummitHealth.com or call 844-827-2355 to view a copy
of the EOC.

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

[0 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.

0 Review the formulary to make sure your drugs are covered.
Understanding important rules

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

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

O Our plan allows you to see providers outside of our network (hon-contracted
providers). However, while we will pay for certain covered services, the
provider must agree to treat you. Except in an emergency or urgent situations,
non-contracted providers may deny care. In addition, you will pay a higher
copay/coinsurance for services received by non-contracted providers.

Understanding impact on current coverage

Enrolling in a Medicare Advantage plan can have an impact on
other coverage you may currently have. For example:

« If you currently have Original Medicare, enrolling in a Medicare
Advantage plan means you will begin receiving your benefits
from the Medicare Advantage plan, even though you must
maintain your Medicare Parts A and B coverage.

« If you are currently enrolled in a Medicare Advantage plan,
enrollment in a new Medicare Advantage plan will automatically
terminate your current Medicare Advantage plan.

Other scenarios may occur. Check with your current plan to confirm
the impact of enrolling in a Medicare Advantage plan.

H2765_1099APEC24A_C

How to enroll

Ready to enroll?

Read on to learn how. Remember, we are here to help. Please contact us
at 844-931-1782 if you need assistance. Complete the application for the
plan you want. Application forms are enclosed and a fillable version of
the enrollment form is also available online. You can also enroll online at
YourSummitHealth.com

Send your completed and signed application
using one of the following options:

1. Scan and email to: bemc@yoursummithealth.com
2. Fax to: 833-949-1891

3. Mail to:
Summit Health Plan, Inc.
Attn: Medicare Membership Accounting
601 SW 2nd Ave
Portland, OR 97204-9748

If you would like help enrolling, call us at 844-931-1782. Our office hours
are 8:30 a.m. to 5:00 p.m., Pacific Time, Monday through Friday.

You can also enroll at www.yoursummithealth.com.
Please keep a copy of your application for your records.

What happens after you enroll?
1. You will receive a letter in the mail acknowledging
that you are enrolled in our plan.
2. You will receive your member ID card and a Welcome Packet.

3. You can expect to receive a Welcome Call from Summit Health to ensure
you received and understand your plan information and benéefits.

4. We encourage you to create an account on your personalized Member
Dashboard where you will have access to your claims, additional
benefits and discounts for being a member of Summit Health.

"



Member care resources

Tools for your
health journey

All our plans come with programs, care teams, tools and resources
designed to help you manage your well-being. Using your personal
Member Dashboard, you can find dentists or pharmacies, get medical
advice from health professionals, work with health coaches, compare
medication prices, view your explanation of benefits and more.

Once you are an active member, use these care resources to help
you get well sooner and stay well longer. Simply log in to our Member
Dashboard at yoursummithealth.com/memberdashboard to get started.

Prescription price check

This tool makes it easy to view
prescription medication costs and how
much you would pay by medication
tier at an in-network pharmacy.

Q

Care coordination and
case management

When you're sick, need hospitalization
or surgery, or are seriously

injured, we’ll give you support —

so you can focus on healing.

We can help you:
» Understand and utilize
all of your benefits
- Navigate the healthcare system
- Communicate with your providers
« Arrange care ordered
by your provider
« Find community resources

Health coaching

Need a hand with your health?
Our health coaches use evidence-
based practices to help you set
goals and feel your best.

Healthcare Cost Estimator

The Healthcare Cost Estimator offers
you a simple way to understand:

- Estimated procedure costs
« Cost comparisons across providers
« Your specific out-of-pocket costs

Use this tool to shop for cost
effective alternatives and make
better, well-informed decisions.

13
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MulG-Language Insert
Mulli-lsnguape imierpreler Services

English: We have free interpreter services to answer any questions you may have about

oumr healih or drug pian. To get an interpreter, just cali us at B44-B27-2355. Someone who
speaks Engishil anguage can help you. This IS a free senvice.

Spanizh: Tenemos servicios de intérprele sin costo alguno para respontder cualquier
pregunta gue pueda kener sobe nueshio plan de salhd 0 medicanentos. Para habdar con
um intérprete, por Evaor lame al 844-827-2355. Aluien que hable espanol le podra ayudas.
Este e5 Un S2MviCio gratuin.

Chinese Mandarin: SUTTHRGE S MSTRERDE S, ARUHIEAREE 26 T 0% o0 20 0o {0 Pl e £ i 2%
M. MRS WEES, WA 8449272355, BilMH v LA RB RS

BRE—TRERIES.

Chinese Cantonese: #NBFEBE R RSTFRTTIEF SRR, SRR EN
BN, ARNEMER MNEE B RI7 OIS R A BERE SR

B—REMEE. - o

Tagalog: Mayroon kaming §breng serhisyo sa pagqsasaling-wika upang masagol ang
amamang mga kalanungan ninya hinggil 5a aming planong pangkalusugan o

panggamint. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 844-8B27-
2355, Maaar kayong lukngan Ny isang nakakapagsalita ng Tagalog. o ay libreng
serhisyo.

French: Nous proposons des senvices gratuits d'mtemprétation pour répondre 3 toules vos
cuestions relatives a notre regime de santé ou Fassrance-medicaments. Pour accéder
au service dinierprétation, 1 vous sufft de nous appeler au 844-B27-2355. Un interioculeur
partant Frangais pourra yous aider. Ce service est gratluit

Vieinamese: II'.:I||.|n5|11:||v.':vr.u:lu:h'h'uthung.I hmmphlﬂehnlmﬂ[:-uhnwémumng
mlﬂmevadmungh'mtlumm M qmu:anmungcidlwénmgmﬂdﬂﬂ—ﬂﬁﬁ

s& ob nhin vidn noi idng Vit gilip A3 qui vi_ D&y & dich vu méén phi

German: Unser kosienioser Dolmetscherservice beanbwortet Thren Fragen zu unsemem
Gemamhests- und Arznemmnitielpian. Unsere Dolmetscher ermeichen Sie unier 844-827-
2355 Man wird Ihnen dort auf Deulsch weiterhelfen. Dieser Service ist kosienios.

Fomm CMS-100K2
{Expires 1231525}

Form Appioved
OMB# 00381411

Korean: FA 85 Y £ o908 0¥ #7 A 54 34 =22 55 34
Ml AE et ol 39 AuAR o 48ta v 3} B44-827-2355 ¢l o2 Bl
pa A e Aol Bl SE3A Ra = F90 et 6] AdAs BRREER S}

Russian: EcnM ¥ B3t BOIHMEHYT BANPOCH GTHOCMTENLHO CTREXM0IT MW
MENHEIMEHTHIND MMNaHE, By MOMETE BOCNONLIOBATHEA HALIMMH BECINETHLHIMA YCTYTaMM
nepeaa yARcd. Ytobh BOCNaL3083TLCA YEMYTaMM Nepeofusec, NOIS0HATE Haal No

TenediaHy B44-B2T-2300 Bau OFANST NOMAlllh COTEY/THME, KOTI{HIA raBopMT No-PYCCKA.
JaHHan ycmyra Becnnarman.

o el T i g taaly ghomatild (gt o Ada M kel g o gl class pm ol AraDIC
a3 0 Aolans 0 B Canmts e yni s pgites | B44-827-2355 (5lo o a5 yes e (ol o518 2 gte
Adaa

- -

Hamidi - ST TETEIT AT AT o g o =y 7 amel Baaft o B o 2 o 20 3 By =y v
railnini- [l TR Ry | ""l q“l el SMISTI W WIS H waiisRE 1ROl '1' ““ e LR Lo BT e D Lo Ly b "‘l“

O guitEET Sarl Iued . O UITHar Wi S & fog, =9 g1 B44-827-2355 TE I B
13 ST ol =t dlieran § o=t Hee &7 Wl ¢ O U O 9d1 3.

Malian: E disponibile i serviFio di interpretariato gratuito per isponderne a evenbial
domande sul nostio piand sanllano e fammaceutico. Per un interprete, contattare il numero
B44-877-2355_ Un nostro incaricato che parla IGEanovi fomnira Fassisienza necessaria. E
un servizio gratuito.

Porlupuese: Dispomoes de servigos de interpretacio gratuitos para responder a qualquer
quesiao gue enha acerca do nosso nlanu de saikle ou de medicacao. Para obler um
intérprete, contacte-nos atravées do mEmero B44-827-2355. I3 encontrar akguam que fale o
idioma Porlugués para o ajudar. Este servigo & gratuin.

French Creole: Nou genyen 58vis entéprit gratis pou reponn lout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou pvenn yon entéprét, §s rele nou nan 844-
827-2355. Yon moun ki pale Kieyol kapab ede w. 5a a se yon 58vis ki gratis.

Polsh: UmozZliwiamy bezplaine skorzystanie z usiug tumacza usineqo, kidry pomoze w
uzy=kani acdpowiedzi na iemat planu 2dmwoinego lub dawkowania lekow. Aby skorzystac

Z pomoacy lumadza znajgceqo jezyk polski, naleZy zadewonic pod maner B44-827-

2355 Ta ushuga jest besplaina.

Japanese: SRS RERNEEARAFET I T A CRMlcBELTERD
o, WEORRY— AR IV oT-ET, @RECHMCE S0/,
8448272355 it EMBE{ K3 vu. HEBZHVA # Sl L 1. chdEat
— AT,

Form CMS-10802
(Expres 1273152%)



Questions? We’re here to help.

Connect with a local insurance agent at 844-931-1782.
They are available to help you from 8:30 a.m. to 5:00 p.m.,
Pacific Time, Monday through Friday.

A
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HEALTH

Summit Health
601 S.W. Second Ave.
Portland, OR 97204-3154

YourSummitHealth.com
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Medical benefits

*Prior authorization rules may apply.

Summit Health
Core
(HMO-POS) H2765-001

Summit Health
Value + Rx
(HMO-POS) H2765-002

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

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

Premiums and benefits In-network Out-of-network In-network Out-of-network In-network Out-of-network In-network Out-of-network
Monthly premium $0
(Includes both medical and drugs. You must continue to pay your This plan does not cover $80 $170
Medicare Part B premium.) Part D prescription drugs.
Medical deductible
(No deductible for medical. See outpatient prescription $0 $0
drugs section for Part D deductible.)
$5.990 $10,990 $8,990 $7,990
Maximum out-of-pocket responsibility . Includes Includes Includes
(Does not include Part D prescription drugs) . Combined $6.475 in-network $5.880 in-network $4.850 in-network
in and out of network . . .
services services services
. . $385 copay $385 copay $350 copay $325 copay
Inpatient hospital coverage*
3 . per day for 30% per day for 50% per day for 50% per day for 30%

(Copay per day 1-5, you pay nothing per day for days 6 and beyond.) days 1-5 days 1-5 days 1-5 days 1-5
Outpatient hospital coverage* o
(Includes Observation services.) $385 30% $385 50% $350 $350 $325 $325
Ambulatory surgical center (ASC) services* $385 30% $385 50% $350 50% $325 30%
Doctor visits

Prim::.)ry. care provider (PCP) $0 30% $0 50% $0 50% $0 30%

Specialists $35 30% $40 50% $35 50% $35 30%
Preventive care
(e.g., flu vaccine, diabetic screenings. Please note: a separate $0 30% $0 50% $0 50% $0 30%
cost sharing may apply if additional services are provided.)
Emergency care $120 $100 $110 $110
Urgently needed services $35 $40 $35 $35




Medical benefits (continued)

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

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

Summit Health
Value + Rx
(HMO-POS) H2765-002

Summit Health

*Prior authorization rules may apply. Core

(HMO-POS) H2765-001

Premiums and benefits

Diagnostic services/labs/imaging*

In-network

Hearing services

Exams to diagnose and treat hearing and

Out-of-network

In-network

Out-of-network

In-network

Out-of-network

In-network

Diagnostic tests and procedures 20% 20% 20% $5

Lab services $10 $0 $5 $5

MRI, CAT Scan 20% 30% 20% 50% 20% 50% 20% 30%
X-rays 20% 20% 20% 20%

Ultrasounds 20% 20% 20% 20%

Out-of-network

Dental services

Medically related dental care required to treat

balance issues (Medicare-covered) $35 30% $40 50% $35 50% $35 30%
Routine hearing exam for hearing aids $0 Not covered $0 Not covered $0 Not covered $0 Not covered
Hearing aids (Copay per each aid) $699 - $999 Not covered $699 - $999 Not covered $599 - $899 Not covered $599 - $899 Not covered

illness or injury* (Medicare-covered) $35 30% $40 50% $35 50% $35 30%
Preventive dental 0 0 0 0

3 50% up to 3 50% up to 3 50% up to 3 50% up to
Comprehensive dental 20% allowance 20% allowance 20% allowance 20% allowance

Maximum total benefit for
all supplemental dental services

Vision services

$1,000 allowance

$1,250 allowance

$1,250 allowance

$1,500 allowance

Medical vision services . . . .
e $35 30% $40 50% $35 50% $35 30%
Routine vision services o o o o
(Annual exam & glasses every 2 years) $0 50% $0 50% $0 50% $0 50%




Medical benefits (continued)

Summit Health Summit Health Summit Health Summit Health

*Prior authorization rules may apply. Core Value + Rx Standard + Rx Premier + Rx
(HMO-POS) H2765-001 (HMO-POS) H2765-002 (HMO-POS) H2765-003 (HMO-POS) H2765-004

Premiums and benefits In-network Out-of-network In-network Out-of-network In-network Out-of-network In-network Out-of-network

Mental health services

Outpatient mental health services o o o o

(Individual or group therapy visit) $35 30% $40 50% $35 50% $35 30%
325 copay

: ek $385 copay per $385 copay per $350 copay per o $ o

Inpatient mental health services day for days 1-5 30% day for days 1-5 50% day for days 1-5 50% pg;?sﬁl_gor 30%

Additional services

Skilled nursing facility (SNF)

(Copay per day 21-100) $196 30% $196 50% $175 50% $170 30%
Physical therapy $35 30% $40 50% $35 50% $35 30%
Ambulance* $325 $325 $300 $275
Transportation Not covered Not covered Not covered Not covered
Medicare Part B Drugs* 0%-20% 30% 0%-20% 50% 0%-20% 50% 0%-20% 30%
Durable medical equipment (DME)* o o o o o o o o
(e.g. CGM, nebulizers, walkers, etc.) 20% 30% 20% 50% 20% 50% 20% 30%
Diabetic monitoring supplies*

Diabetic Supplies $0 30% $0 50% $0 50% $0 30%

Diabetic Shoes/Inserts 20% 30% 20% 50% 20% 50% 20% 30%

Alternative care services

Acupuncture for chronic low back pain (Medicare-covered)
Primary care provider (PCP) $0 $0 $0 $0
Specialists $35 $40 $35 $35

Chiropractic services (Medicare-covered)

[e)
(For manipulation of the spine to correct a vertebral subluxation) $20 30% $15 50% $20 50% $20 30%

Alternative services (Embedded Supplemental benefit)

Chiropractic, Acupuncture and Naturopathic services 50% 50% 50% 50% 50% 50% 50% 50%
Maximum total benefit for all services $500 $500 $500 $500 $500 $500 $500 $500




Pharmacy benefits

Outpatient prescription drugs

Prescription drug deductible++

Initial coverage stage

Tier 1 (Preferred generic)

Tier 2 (Generic)

Tier 3 (Preferred brand)

You won'’t pay more than $35 for a one-month
supply of each covered insulin product.

Tier 4 (Non-preferred brand)

You won’t pay more than $35 for a one-month
supply of each covered insulin product.

Tier 5 (Preferred specialty)

Tier 6 (Specialty)

Tier 7 (Vaccine)

Coverage gap

Catastrophic coverage

Limit resets

Summit Health
Core
(HMO-POS) H2765-001

This plan does not
include Part D prescription
drug coverage.

Summit Health
Value + Rx
(HMO-POS) H2765-002

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

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

$200 $150 $100
++ (waived on Tier 1, Tier 2, & Tier 7) ++ (waived on Tier 1, Tier 2, & Tier 7) ++ (waived on Tier 1, Tier 2, & Tier 7)
Preferred Preferred Preferred Preferred Preferred Preferred
retail/ Standard retail/ Standard retail/ Standard retail/ Standard retail/ Standard retail/ |Standard
mail retail mail retail mail retail mail retail mail retail mail retail
order cost order cost order cost order cost order cost order cost
cost sharing ~cost sharing cost sharing cost  sharing cost | sharing cost | sharing
sharing 30-day sharing 90-day sharing 30-day sharing 90-day sharing 30-day sharing 90-day
30-day supply 90-day supply 30-day supply 90-day supply 30-day @ supply 90-day supply
supply supply supply supply supply supply
$0 $7 $0 $17.50 $0 $7 $0 $17.50 $0 $7 $0 $17.50
$7 $14 $1750  $35 $7 $14 $1750  $35 $7 $14 $1750  $35
$40 $47 $100 $11750 $40 $47 $100  $11750  $40 $47 $100 @ $117.50
$93 $100 $232.50 $250 $93 $100 $232.50 $250 $93 $100 $232.50 $250
24% 24% N/A N/A 25% 25% N/A N/A 26% 26% N/A N/A
29% 29% N/A N/A 30% 30% N/A N/A 31% 31% N/A N/A
$0 $0 N/A N/A $0 $0 N/A N/A $0 $0 N/A N/A

You stay in the Initial Coverage Stage until your total drug costs for
the year reach $5,030. Then you enter the Coverage Gap stage and you pay 25%
of the cost (and a portion of the dispensing fee) Once you pay $8,000, you leave
the Coverage Gap Stage and move to the Catastrophic Coverage Stage.

Once you are in the Catastrophic Coverage Stage, you will stay in this
payment stage until the end of the calendar year. During this payment stage, the
plan pays the full cost for your covered Part D drugs. You pay nothing.

Every year a person’s benefit limits are reset




Embedded supplemental benefits

Pa rt D Cove ra g e g a p Summit Health ST S Summit Health

without Core Health Health Premier + Rx

additional Value + Rx Standard + Rx
(d o n u t h o I e) premium cost (HMO'POS) HMO-POS (HMO-POS) (HMO'POS)

- H2765-004
H2765-001 | 15765.002 = H2765-003 8500
Policy period Policy period
begins January 1 ends December 31 Premiums and In- %‘;t In- Oo‘]f:‘ In- Ool;t In- C:)L;:(
benefits network network network network network network network network
1 2 3 4 5 $30 for $30 for $30 for $30 for
each each each each
t calendar calendar calendar calendar
spent spen spent Over the quarter quarter quarter quarter
< $5,030 $5,030 to > $8.000 Counter (OTC) with$0  Not  with$0  Not  with$0  Not  with $0 Not
$8,000 ’ from a preferred carry covered carry @covered carry covered carry | covered
> > > > > retailer list over to over to over to over to
the next the next the next the next
Coverage . quarter quarter quarter quarter
Deductible | Initial coverage g P Limit resets allowed allowed allowed allowed
gap Coverage .
Additional
a person pays a person only a person has a person pays every year virtual services
a specific pays a copay | to start paying | $0 of the cost a person'’s ZOATET MR
amount for their | or coinsurance for their of their benefit limits LCEER A, $0 Not $0 Not $0 Not $0 Not
prescription ot medications prescription reset 7 days a week, covered covered covered covered
. 365 days a year
drugs prescription drugs
drugs 24/7 physician
visits via text chat/ Not Not Not Not
optional video $0 covered $0 covered $0 covered $0 covered
functionality
Enhanced diabetes
management
program in
A Not Not Not Not
Important Message mpoitw; TGYSSGQG Eﬁ/ r;:g:hf'g_w'th $0 covered $0 covered $0 covered $0 covered
About What You P Ol; | = l 2l members that meet
Pay for Vaccines — ay for insulin — medical criteria
Our plan covers most Part D :ooruavcv)ir;:[nli?rgt::lrje tTar:)f$e3§ch C_hronic ;
vaccines at no cost to you, insulin product covepf:eZi by aldney Disease
EE [ e NN (Rl oy our plan, no matter what cost- anager:.ent !nh Not Not Not Not
deductible. Call Customer S . partnership wit $0 d $0 d $0 d $0 d
. : . sharing tier it’s on, even if you Strive Health. f covere covere covere covere
Service for more information. = ’ ) trive Health, for
haven’t paid your deductible. members that meet
medical criteria
Fitness Benefit Not Not Not Not
with Silver&Fit $0 covered $0 covered $0 covered $0 covered

1



Value added
items and services

These additional services/items are not part
of the plan benefit package or the Medicare benefit.

ChooseHealthy discounts discounts from popular health and
fitness brands, services from specialty
health care practitioners, and access to
evidence-based, online health classes
and articles offered at no extra cost.

With the ChooseHealthy® program,
offered by your Moda Health Medicare
Advantage plan, you can save more on
wellness products and services including

12

Service area and
eligibility requirements

Summit Health Medicare Advantage Out-of-network/non-contracted Medicare
plans are HMO plans with a Medicare providers are under no obligation to treat
contract. To join a Summit Health Medicare Summit Health Medicare Advantage
Advantage plan, you must be entitled to members, except in emergency situations.

Medicare Part A, be enrolled in Medicare
Part B, and live in our service area.

The Summit Health HMO plan service
area includes the following counties in
Eastern Oregon: Baker, Gilliam, Grant,
Harney, Lake, Malheur, Morrow, Sherman,
Umatilla, Union, Wallowa and Wheeler.

Please call our Customer Service
number (see back cover) or see

your Evidence of Coverage for more
information, including the cost sharing
that applies to out-of-network services.

Morrow

Gilliam
Sherman a .A-
Wheeler I Baker

‘ B

13



A o Approved
SUMMIT

HEALTH

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 844-827-2355. 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 844-827-2355. Alguien que hable espanol le podra ayudar.
Este es un servicio gratuito.

Chinese Mandarin: A5 (6 50 SRR ey, BRUDERMEZ R F MR 25 W RIS (1) A1 (] 5
], WURIERT SRR 5%, B R 844-827-2355, HAIT b SO LAE AN R ALK S B IR,
e IR RS

Chinese Cantonese: &% T ("1 et 5 ol 554 1 b ] BE A7 47 % [, %&tﬁﬁ%ﬁ!&%%ﬁ%ﬂ%
s, WFERGEIRYS, i 844-827-2355, FAMarh iy N HIBSE AWM E ), 8
e TR E 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 844-827-
2355. 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 844-827-2355. Un interlocuteur
parlant Francgais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung toi co diqh vu théng dich miérj phi dé tra 1o cac cau hoi vé chuwong
strc khde va chuwong trinh thu6c men. Néu qui vi can thdng dich vién xin goi 844-827-2355
sé cO nhan vién ndi tieng Viét giup d& qui vi. Bay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem

Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 844-827-
2355. Man wird lhnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25)
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Korean: FAl= 9|7 B T oFF Bgo] #et Aol ga] =aux 75 5
AH 25 Al EkaL 9}1’5143} 59 A 5 ol &5he] W 715} 844-827-2355 W O % -2}
SN, BTl s BgAsl meh me AL of AUl Al g eodHL,

Russian: Ecnv y Bac BO3HUKHYT BOMNPOCbI OTHOCUTENBHO CTPaxoBOro umim
MeAMKaMEHTHOrO nraHa, Bbl MOXETe BOCMOSb30BaTbCs HawWmnmMm 6ecnnaTHbIMKU yCcnyramm
nepeBoaYnKoB. YTo6bl BOCMONBL30BaThCA yCryraMmu nepeBogynka, No3BOHUTE HaM MNo
Tenedony 844-827-2355. Bam okaxeT NOMOLLb COTPYAHWUK, KOTOPbIN rOBOPUT MO-PYCCKM.
[aHHas ycnyra 6ecnnartHas.

e Jsanll Lal 455080 Jan ol daally gleii il gl (e LDl Al (5 )5l aa jiall ciladd 236 L) : Arabic
FREQRYY d;mmuﬂ\umuuameﬁ;u 844 8272355&9@dh@‘2\&}udﬂ9wﬂc6)}5(;;)m
Aailaa

Hindi: AR WY I1 a1 $1 AIoHT & aR | 3 bt 1 Uy & Sa1e ¢ & o gHR U™
U TR YTl JueTed §. T U T R o 1T, 59 89 844-827-2355 TR I &y,
ﬁs‘wﬁrﬁl‘r%ﬁiﬁw%&mﬁ%qmﬂwdl% I8 Us qUd 941 3.

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
844-827-2355. Un nostro incaricato che parla ltalianovi fornira I'assistenza necessaria. E
un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagcéo gratuitos para responder a qualquer
questao que tenha acerca do nosso plano de saude ou de medicagao. Para obter um
intérprete, contacte-nos através do numero 844-827-2355. Ira encontrar alguém que fale o
idioma Portugués para o ajudar. Este servigo é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwdg nou an. Pou jwenn yon entéprét, jis rele nou nan 844-
827-2355. 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 znajgcego jezyk polski, nalezy zadzwonié¢ pod numer 844-827-

2355. Ta ustuga jest bezptatna.

Japanese: it D5 (SRR & FEAL LTI T T S ICBET 5 ZHBICBEZ T 5720
2. ERLOHERT —E A0S ) 2T 28 E T, WMRE ZHMIC L 51213,
844-827-2355 12 BEGEC 722 v, HAFZFET AN & 2Rz L ¥, ZiudmEptoy
— B 2T,
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YourSummitHealth.com

This information is not a complete description of benefits.Call Customer Service at
844-827-2355 for more information or visit us at yoursummithealth.com.

If you are not a member of this plan, call toll-free 844-931-1782. TTY users, call 711.

Customer Service regular business hours are 7 a.m.— 8 p.m. (Pacific Time), seven days a week
October 1 — March 31 (closed on Thanksgiving and Christmas), and weekdays April 1 — September
30. Your call will be handled by our automated phone systems outside business hours.

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

REV5-0518 (09/23)
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Summit Health Medicare Advantage Plans
2024 Enrollment Request Form

Who can use this form?
People with Medicare who want to join a Medicare
Advantage Plan

To join a plan, you must:
« Be a United States citizen or be lawfully present
in the U.S.
« Live in the plan’s service area

Important: To join a Medicare Advantage Plan,
you must also have both:

« Medicare Part A (Hospital Insurance)

« Medicare Part B (Medical Insurance)

When do | use this form?
You can join a plan:
« Between October 15-December 7 each year (for
coverage starting January 1)
« Within 3 months of first getting Medicare
« In certain situations where you’re allowed to join
or switch plans

Visit Medicare.gov to learn more about when you
can sign up for a plan.

What do | need to complete this form?

« Your Medicare Number (the number on your red,
white, and blue Medicare card)

« Your permanent address and phone number

Note: You must complete all items unless labeled as
optional. If an item is labeled optional, you cannot
be denied coverage for not filling it out.

Reminders:
- If you want to join a plan during fall open
enrollment (October 15—-December 7), the plan
must get your completed form by December 7.

« Your plan will send you a bill for the plan’s
premium. You can choose to sign up to have
your premium payments deducted from your
bank account or your monthly Social Security (or
Railroad Retirement Board) benefit.

What happens next?
Send your completed and signed form using one of
the following options:
1. Scan and email to: bemc@yoursummithealth.com
2. Fax to: 833-949-1891
3. Mail to: Summit Health Plan, Inc.
Attn: Medicare Membership Accounting
601 SW 2nd Ave
Portland, OR 97204-9748

Once they process your request to join, they’ll
contact you.

How do | get help with this form?
Call Summit Health Medicare Advantage at
844-931-1782. TTY users can call 711.

Or, call Medicare at 1-800-MEDICARE
(1-800-633-4227). TTY users can call
1-877-486-2048.

En espafol: Llame a Summit Health Medicare
Advantage al 844-931-1782/TTY 711 o a Medicare
gratis al 1-800-633-4227 y oprima el 2 para
asistencia en espafiol y un representante estara
disponible para asistirle.

Individuals experiencing homelessness

If you want to join a plan but have no permanent
residence, a Post Office Box, an address of a shelter
or clinic, or the address where you receive mail (e.g.,
social security checks) may be considered your
permanent residence address.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless
it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-1378. The
time required to complete this information is estimated to average 20 minutes per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection. If
you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write
to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

IMPORTANT: Do not send this form or any items with your personal information (such as claims, payments, medical records,
etc.) to the PRA Reports Clearance Office. Any items we get that aren’t about how to improve this form or its collection burden
(outlined in OMB 0938-1378) will be destroyed. It will not be kept, reviewed, or forwarded to the plan. See “What happens
next?” on this page to send your completed form to the plan.

H2765_107024A_C

REV4-0140 (08/23) Page 1



/é§
SUMMIT

HEALTH

Summit Health Medicare Advantage Plans
2024 Enrollment Request Form

Summit Health Plan, Inc.
Attn: Medicare Membership Accounting
601SW 2nd Ave | Portland, OR 97204-9748

844-931-1782
TTY: 711 | Fax: 833-949-1891
Email: bemc@yoursummithealth.com

To enroll in a Summit Health Medicare Advantage plan, please provide the following information:

Please check which plan you want to enroll in:

[0 Summit Health Core [0 Summit Health Value | 1 Summit Health [0 Summit Health
(HMO-POS) + Rx (HMO-POS) Standard + Rx Premier + Rx
$0 per month $0 per month (HMO-POS) (HMO-POS)
H2765-001 H2765-002 $80 per month $170 per month
This plan does not include H2765-003 H2765-004
Part D prescription drug
coverage

Last name First name Middle initial (optional)

Birth date (mm/dd/yyyy) Sex Phone number* Alternate phone number

/ / OM OF ( ) (optional)*
( )

*By providing your mobile phone number and any future phone numbers, you consent to receive texts or calls
from us, regarding important plan, benefits, and healthcare information. Text messages are not encrypted and
can be read by unauthorized persons. Message and data rates may apply. Please refer to our SMS Terms and

Conditions on our website at yoursummithealth.com/member/member-support-overview/member-rights/sms-
terms-and-conditions for more details.

Permanent residence street address (P.O. Box is not allowed)

City County (optional) State ZIP code

Mailing address (only if different from your permanent residence address)

Street address

City State ZIP code

Email address (optional):

H2765_107024A_C
REV4-0140 (08/23) Page 2



Please provide your Medicare insurance information

Medicare Number. -~ -
Hospital Part A effective date (optional):
Medical Part B effective date (optional):

Prescription Part D effective date (optional):

You must have Medicare Part A and Part B to join a Medicare Advantage plan.

How to pay your plan premium (Optional. You can decide now or later.)

You can pay your monthly plan premium (including any late enrollment penalty that you currently have or
may owe) by mail, eBill or “Electronic Funds Transfer” (EFT) each month. You can also choose to pay your
premium by having it automatically taken out of your Social Security or Railroad Retirement Board (RRB)
benefit each month.

If you have to pay a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA), you must pay
this extra amount in addition to your plan premium. The amount is usually taken out of your Social Security
benefit, or you may get a bill from Medicare (or the RRB). Don't pay Summit Health Plan, Inc. the Part D-IRMAA.

If you don’t select a payment option now, you will get a bill each month.

Please select a premium payment option:

[l Get a monthly bill [1 Electronic funds transfer (EFT) from your bank account each month.
Please enclose a VOIDED check or provide the following:

Account holder name:
Bank routing number:
Bank account number:

Account type: [0 Checking [ Savings

I eBill, online [0 Automatic deduction from your monthly Social Security or
premium payment Railroad Retirement Board (RRB) benefit check.
eBill is an online premium | get monthly benefits from: [0 Social Security [1 RRB

payment tool. When you
receive your Summit Health
member ID number, visit
yoursummithealth.com

and create your Member
Dashboard. Once your

(The Social Security/RRB deduction may take two or more months to begin
after Social Security or RRB approves the deduction. How premium is collected
for months prior to the start of withholding depends on when your application
is received and the effective date of enrollment. In some cases, Social Security/
RRB deducts for those months once withholding begins. It’s important to note

; that this means premium for multiple months may be deducted from a single
Member Dashboardis benefit check. In other cases, you will receive paper bills and be responsible to
created, click on the eBill pay us directly for months prior to the start of withholding. If Social Security or
tab to view and pay your RRB does not approve your request for automatic deduction, we will send you
monthly premium. paper bills for your monthly premiums on an ongoing basis.)

H2765_107024A_C
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Please read and answer these important questions:

1. Some individuals may have other coverage, including other private insurance, TRICARE, Federal employee
health benefits coverage, VA benefits or State pharmaceutical assistance programs. Will you have other
coverage in addition to a Summit Health Medicare Advantage plan?

1 Yes I No If “yes,” please list your other coverage and your identification (ID) number(s) for this coverage.

Name of other coverage:
Member number for this coverage:
Group number for this coverage:

Check all that apply:

[1 Medical [ Prescription
1 Dental [ Vision

2. Are you enrolled in your State Medicaid program (optional)? [ Yes [ No

If “yes,” please provide your Medicaid number:

3. Do you or your spouse work (optional)? [ Yes [ No

Please choose the name of a Primary Care Provider (PCP)* clinic or health center (optional):
*Please provide both the first and last name of your PCP

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.
(optional):

O No, not of Hispanic, Latino/a or Spanish origin O Yes, Puerto Rican
O Yes, Another Hispanic, Latino/a or Spanish origin O Yes, Mexican, Mexican American, Chicano/a
O Yes, Cuban 0O I choose not to answer

What's your race? Select all that apply.
(optional):

O American Indian or Alaska Native [ Chinese [ Japanese [O Other Asian [O Vietnamese
O AsianIndian O Filipino O Korean [ Other Pacific Islander [ White [ Black or African American
0 Guamanian or Chamorro [ Native Hawaiian [ Samoan O | choose not to answer

Please check one of the boxes below if you would prefer us to send you information in a language other than

English or in an accessible format (optional): O LARGE PRINT O Spanish O Braille O Audio CD
Please contact Summit Health Medicare Advantage at 844-931-1782 (TTY users should call 711) if you need

information in an accessible format or language other than what is listed above. Our office hours are 8:30 a.m. to
5:00 p.m., Pacific Time, Monday through Friday.

H2765_107024A_C
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IMPORTANT: Please read and sign below:

- | must keep both Hospital (Part A) and Medical (Part B) to stay in a Summit Health Medicare Advantage
Plan.

- By joining this Medicare Advantage Plan, | acknowledge that Summit Health Medicare Advantage will
share my information with Medicare, who may use it to track my enroliment, to make payments, and for other
purposes allowed by Federal law that authorize the collection of this information (see Privacy Act Statement
below).

« Your response to this form is voluntary. However, failure to respond may affect enroliment in the plan.

- | understand that | can be enrolled in only one MA plan at a time — and that enrollment in this plan will
automatically end my enrollment in another MA plan (exceptions apply for MA PFFS, MA MSA plans).

« The information on this enrollment form is correct to the best of my knowledge. | understand that if |
intentionally provide false information on this form, | will be disenrolled from the plan.

» | understand that when my Summit Health Medicare Advantage coverage begins, | must get all of my medical
and prescription drug benefits from Summit Health Medicare Advantage. Benefits and services provided by
Summit Health Medicare Advantage and contained in my Summit Health Medicare Advantage “Evidence of
Coverage” document (also known as a member contract or subscriber agreement) will be covered. Neither
Medicare nor Summit Health Medicare Advantage will pay for benefits or services that are not covered.

- | understand that my signature (or the signature of the person legally authorized to act on my behalf) on this
application means that | have read and understand the contents of this application. If signed by an authorized
representative (as described above), this signature certifies that:

1. This person is authorized under State law to complete this enroliment, and
2. Documentation of this authority is available upon request by Medicare.

Signature: Today’s date: / /

If you are the authorized representative, sign above and provide the following information:
Name:

Address:

Phone number: ( ) Relationship to enrollee:

Office use only:

Name of staff member/agent/broker (if assisted in enroliment):
Plan ID #: Effective Date of Coverage: / /
ICEP/IEP: AEP: SEP (type): Not Eligible:

If you are an agent contracted with Summit Health Plan, Inc. you must provide the following,
Agency: Date enroliment form received by agent: / /

Telephonic enroliment intake by:

PRIVACY ACT STATEMENT

The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track beneficiary enroliment in
Medicare Advantage (MA) Plans, improve care, and for the payment of Medicare benefits. Sections 1851 of the Social Security Act
and 42 CFR 8§ 422.50 and 422.60 authorize the collection of this information. CMS may use, disclose and exchange enrollment data
from Medicare beneficiaries as specified in the System of Records Notice (SORN) “Medicare Advantage Prescription Drug (MARX)”,
System No. 09-70-0588. Your response to this form is voluntary. However, failure to respond may affect enroliment in the plan.

H2765_107024A_C
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Summit Health Medicare Advantage
Attestation of eligibility for an enrollment period

Typically, you may enroll in a Medicare Advantage plan only during the annual enroliment period from October 15
through December 7 of each year. There are exceptions that may allow you to enroll in a Medicare Advantage plan
outside of this period.

Please read the following statements carefully and check the box if the statement applies to you. By checking any
of the following boxes, you are certifying that, to the best of your knowledge, you are eligible for an Enroliment
Period. If we later determine that this information is incorrect, you may be disenrolled.

| am new to Medicare.

| am enrolled in a Medicare Advantage plan and want to make a change during the Medicare Advantage Open
Enrollment Period (MA OEP).

I am enrolling during the Annual Election Period (AEP), which takes place from October 15 to December 7
of each year.

| recently moved outside of the service area for my current plan or | recently moved and this plan is
a new option for me. | moved on (insert date) / /

| recently was released from incarceration. | was released on (insert date) / /

| recently returned to the United States after living permanently outside of the U.S. | returned to the U.S.
on (insert date) / /

| recently obtained lawful presence status in the United States | got this status on
(insert date) / /

| recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid assistance, or
lost Medicaid) on (insert effective date of change) / /

| recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly got Extra Help,
had a change in the level of Extra Help, or lost Extra Help ) on (insert date) / / .

| have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or | get Extra Help
paying for my Medicare prescription drug coverage, but | haven't had a change.

| am moving into, live in, or recently moved out of a Long-Term Care Facility
(for example, a nursing home or long-term care facility). | moved/will move into/out
of the facility on (insert date) / /

| recently left a PACE program on (insert date) / /

| recently involuntarily lost my creditable prescription drug coverage (coverage as good as Medicare’s). | lost my
drug coverage on (insert date) / / .

| am leaving employer or union coverage on (insert date) / /

| belong to a pharmacy assistance program provided by my state.

My plan is ending its contract with Medicare on (insert date) / /
Medicare is ending its contract with my plan on (insert date) / /

| was enrolled in a plan by Medicare (or my state) and | want to choose a different plan. My enrollment in that
plan started on (insert date) / /

| was enrolled in a Special Needs Plan (SNP) but | have lost the speaal needs qualification

required to be in that plan. | was disenrolled from the SNP on (insert date) / / .

| was affected by an emergency or major disaster as declared by the Federal Emergency Management Agency
(FEMA) or by a Federal, state or local government entity. One of the other statements here applied to me, but |
was unable to make my enrollment request because of the disaster.

If none of these statements applies to you or you’re not sure, please contact Summit Health Medicare Advantage
at 844-931-1782 (TTY users should call 711) to see if you are eligible to enroll.

o o o o o oo o o oo

O O OO0oOoOooOo OO
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