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 

 

 

 

 

 

 

 

 

 

Covered services 

Your 2014 Medical Benefit Chart 

Local PPO Plan 5P 


What you must pay for these
covered services 

In-Network Out-of-Network Important information 

Doctor and Hospital Choice 

You may go to doctors, specialists, and hospitals in or out of the 
network. You do not need a referral. However, some benefits 
may require authorization.  

Annual Deductible 

The deductible applies to covered services as noted within 
each category below, prior to the copay or coinsurance, if 
any, being applied. 

$0 

Combined in-network and out-of-network 

Inpatient services 

Inpatient hospital care  

Covered services include: 

Semi-private room (or a private room if medically 
necessary) 

Meals including special diets 

Regular nursing services 

Costs of special care units (such as intensive or coronary 
care units) 

Drugs and medications 

Lab tests 

X-rays and other radiology services 

Necessary surgical and medical supplies 

Use of appliances, such as wheelchairs 

Operating and recovery room costs 

Prior authorization 
is required for 

elective inpatient 
acute and long term 
admissions as well 
as rehabilitation, 
substance abuse, 

and 
Medicare-covered 
inpatient transplant 

admissions. 

For Medicare-
covered hospital 

stays: 

$100 copay per 
admission  

Providers are 
encouraged to call 

the plan for a 
predetermination of 

coverage for 
elective, inpatient 

acute and long term 
admissions as well 
as rehabilitation, 
substance abuse, 

and 
Medicare-covered 
inpatient transplant 

admissions. 

For Medicare­
covered hospital 

stays: 

$100 copay per 
admission  
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What you must pay for these
Covered services 

Inpatient hospital care (con’t) 

	 

	 

	 

	 

	 

covered services 
Important information In-Network Out-of-Network 
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Physical therapy, occupational therapy, and speech 

language therapy 


Inpatient substance abuse services 

Inpatient dialysis (if you are admitted as an inpatient to a 
hospital for special care) 

Under certain conditions, the following types of transplants are 
covered: corneal, kidney, kidney-pancreatic, heart, liver, lung, 
heart/lung, bone marrow, stem cell, and intestinal/multivisceral. 

If you need a transplant, we will arrange to have your case 
reviewed by a Medicare-approved transplant center that will 
decide whether you are a candidate for a transplant. Transplant 
providers may be local or outside of the service area. If local 
transplant providers are willing to accept the Original Medicare 
rate, then you can choose to obtain your transplant services 
locally or at a distant location offered by the plan. If the plan 
provides transplant services at a distant location (outside of the 
service area) and you chose to obtain transplants at this distant 
location, we will arrange or pay for appropriate lodging and 
transportation costs for you and a companion. The reimbursement 
for transportation costs are while you and your companion are 
traveling to and from the medical providers for services related to 
the transplant care. The plan defines the distant location as a 
location that is outside of the member’s service area AND a 
minimum of 75 miles from the member’s home. Transportation 
and lodging costs will be reimbursed for travel mileage and 
lodging consistent with current IRS travel mileage and lodging 
guidelines. Accommodations for lodging will be reimbursed at 
the lesser of: 1) billed charges, or 2) $50 per day per covered 
person up to a maximum of $100 per day per covered person 
consistent with IRS guidelines. 

Blood – including storage and administration. Coverage 
of whole blood, packed red cells, and all other 
components of blood begins with the first pint. 

Physician services 

In-network providers should notify us within one business day of 
any planned, and if possible, unplanned admissions or transfers, 
including to or from a hospital, skilled nursing facility, long term 
acute care hospital or acute rehabilitation center. 

The inpatient 
hospital out-of­

pocket maximum is 
$300 per year 
combined with 
inpatient mental 
health care and 
combined in-

network and out-of­
network. 

No limit to the 
number of days 

covered by the plan 
each benefit period 

$0 copay for 
Medicare-covered 
physician services 
received while an 
inpatient during a 
Medicare-covered 

hospital stay 

The inpatient 
hospital out-of­

pocket maximum is 
$300 per year 
combined with 
inpatient mental 
health care and 
combined in-

network and out-of­
network. 

No limit to the 
number of days 

covered by the plan 
each benefit period 

$0 copay for 
Medicare-covered 
physician services 
received while an 
inpatient during a 
Medicare-covered 

hospital stay 

If you get 
authorized inpatient 

care at an out-of­
network hospital 

after your 
emergency 
condition is 

stabilized, your cost 
is the cost-sharing 

you would pay at an 
in-network hospital. 



 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

What you must pay for these
Covered services 

Inpatient hospital care (con’t) 

If you get authorized inpatient care at an out-of-network hospital 
after your emergency condition is stabilized, your cost is the cost-
sharing you would pay at an in-network hospital. 

Note: To be an inpatient, your provider must write an order to 
admit you formally as an inpatient of the hospital. Even if you 
stay in the hospital overnight, you might still be considered an 
“outpatient.” If you are not sure if you are an inpatient, you 
should ask the hospital staff. 

You can also find more information in a Medicare fact sheet 
called “Are You a Hospital Inpatient or Outpatient? If You Have 
Medicare – Ask!” This fact sheet is available on the Web at 
http://www.medicare.gov/Publications/Pubs/pdf/11435.pdf or by 
calling 1-800-MEDICARE (1-800-633-4227). TTY users call 
1-877-486-2048. You can call these numbers for free, 24 hours a 
day, 7 days a week. 
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covered services 
Important information In-Network Out-of-Network 
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What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 
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Inpatient mental health care 

Covered services include mental health care services that require 
a hospital stay in a psychiatric hospital or the psychiatric unit of a 
general hospital. 

In-network providers should notify us within one business day of 
any planned, and if possible unplanned admissions or transfers, 
including to or from a hospital, skilled nursing facility, long term 
acute care hospital or acute rehabilitation center. 

For Medicare-
covered hospital 

stays: 

Prior authorization 
is required for 

mental nervous and 
mental nervous 
rehabilitation 
admissions.  

$100 copay per 
admission  

The inpatient 
mental health care 

out-of-pocket 
maximum is $300 
per year combined 

with inpatient 
hospital care and 

combined in-
network and out-of­

network. 

No limit to the 
number of days 

covered by the plan 
each benefit period 

$0 copay for 
Medicare-covered 
physician services 
received while an 
inpatient during a 
Medicare-covered 

hospital stay 

For Medicare-
covered hospital 

stays: 

Providers are 
encouraged to call 

the plan for a 
predetermination of 

coverage for 
elective inpatient 

admissions.  

$100 copay per 
admission 

The inpatient 
mental health care 

out-of-pocket 
maximum is $300 
per year combined 

with inpatient 
hospital care and 

combined in-
network and out-of­

network. 

No limit to the 
number of days 

covered by the plan 
each benefit period 

$0 copay for 
Medicare-covered 
physician services 
received while an 
inpatient during a 
Medicare-covered 

hospital stay 



 

 

  

 

  

  

 

 

 

 
 

  

 
 

 
 

  

 

 

 

 
 
 
 

 

 

 
 

 

 

 

  

 

What you must pay for these
Covered services 

 

 
 
 

	 

	 

 

 
 

 

 

	 

covered services 
Important information In-Network Out-of-Network 
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Skilled nursing facility (SNF) care 

Inpatient skilled nursing facility (SNF) coverage is limited to 100 
days each benefit period. A “benefit period” begins on the first 
day you go to a Medicare-covered inpatient hospital or a SNF. 
The benefit period ends when you have not been an inpatient at 
any hospital or SNF for 60 days in a row. 

Covered services include but are not limited to:  

Semi-private room (or a private room if medically 

necessary) 


Meals, including special diets
 

Skilled nursing services
 

Physical therapy, occupational therapy and speech 

language therapy 


Drugs administered to you as part of your plan of care 
(this includes substances that are naturally present in the 
body, such as blood clotting factors) 

Blood – including storage and administration. Coverage 
of whole blood, packed red cells, and all other 
components of blood begins with the first pint 

Medical and surgical supplies ordinarily provided by 
SNFs 

Laboratory tests ordinarily provided by SNFs 

X-rays and other radiology services ordinarily provided 
by SNFs 

Use of appliances such as wheelchairs ordinarily provided 
by SNFs 

Physician/Practitioner services 

Generally, you will receive your SNF care from plan facilities. 
However, under certain conditions listed below, you may be able 
to pay in-network cost-sharing for a facility that isn’t a plan 
provider, if the facility accepts our plan’s amounts for payment. 

A nursing home or continuing care retirement community 
where you were living right before you went to the 
hospital (as long as it provides skilled nursing facility 
care) 

Prior authorization 
is required for SNF 

services. 

For Medicare-
covered SNF stays: 

$125 copay per 
admission 

No prior hospital 
stay required. 

Providers are 
encouraged to call 

the plan for a 
predetermination of 
coverage for SNF. 

For Medicare-
covered SNF stays: 

$125 copay per 
admission 

No prior hospital 
stay required. 



 

 

 
 

 

 

 

 

 

 
 

 

 

  

 

 
 

 
 

 

 
 

 

 

What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 

Skilled nursing facility (SNF) care (con’t) 

A SNF where your spouse is living at the time you leave 
the hospital. 

In-network providers should notify us within one business 
day of any planned, and if possible unplanned admissions 
or transfers, including to or from a hospital, skilled 
nursing facility. 

 

 

Inpatient services covered when the hospital or SNF days are 
not covered or are no longer covered 

If you have exhausted your inpatient benefits or if the inpatient 
stay is not reasonable and necessary, we will not cover your 
inpatient stay. However, in some cases, we will cover certain 
services you receive while you are in the hospital or the skilled 
nursing facility (SNF) stay. 

Covered services include, but are not limited to: 

Physician services 

Diagnostic tests (like lab tests) 

X-ray, radium and isotope therapy including technician 
materials and services 

Surgical dressings 

Splints, casts and other devices used to reduce fractures 
and dislocations 

Prosthetic and orthotic devices (other than dental) that 
replace all or part of an internal body organ (including 
contiguous tissue), or all or part of the function of a 
permanently inoperative or malfunctioning internal body 
organ, including replacement or repairs of such devices 

Leg, arm, back and neck braces; trusses and artificial legs, 
arms and eyes including adjustments, repairs and 
replacements required because of breakage, wear, loss, or 
a change in the patient's physical condition 

Physical therapy, occupational therapy and speech 
language therapy 

After your SNF day limits are  
used up, this plan will still pay for covered 

physician services and other medical 
services outlined in this benefit chart at the 

deductible and/or cost share amounts 
indicated. 
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What you must pay for these
Covered services 

	 

	 

	 

	 

covered services 
Important information In-Network Out-of-Network 
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Home health agency care 

Prior to receiving home health services, a doctor must certify that 
you need home health services and will order home health 
services to be provided by a home health agency. You must be 
homebound, which means leaving home is a major effort. 

Covered services include, but are not limited to: 

Part-time or intermittent skilled nursing and home health 
aide services (to be covered under the home health care 
benefit, your skilled nursing and home health aide 
services combined must total fewer than 8 hours per day 
and 35 hours per week.) 

Physical therapy, occupational therapy, and speech 
language therapy 

Medical and social services  

Medical equipment and supplies 

Prior authorization 
may be required for 
home health therapy 

services. 

$0 copay for 
Medicare-covered 
home health visits  

DME copay or 
coinsurance, if any, 

may apply. 

Prior authorization 
is requested for 

home health therapy 
services. 

$0 copay for 
Medicare-covered 
home health visits  

DME copay or 
coinsurance, if any, 

may apply. 



 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

  

What you must pay for these
Covered services 

	 

	 

	 

	 

	 

covered services 
Important information In-Network Out-of-Network 
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Hospice care 

You may receive care from any Medicare-certified hospice 
program. Your hospice doctor can be an in-network provider or 
an out-of-network provider. 

For hospice services and for services that are covered by 
Medicare Part A or B and are related to your terminal condition: 
Original Medicare (rather than this plan) will pay for your 
hospice services and any Part A and Part B services related to 
your terminal condition. While you are in the hospice program, 
your hospice provider will bill Medicare for the services that 
Original Medicare pays for. 

Services covered by Original Medicare include: 

Drugs for symptom control and pain relief  

Short-term respite care  

Home care 

Our plan covers hospice consultation services (one time only) for 
a terminally ill person who hasn’t elected the hospice benefit. 

For services that are covered by Medicare Part A or B and are not 
related to your terminal condition: If you need non-emergency, 
non-urgently needed services that are covered under Medicare 
Part A or B and that are not related to your terminal condition, 
your cost for these services depends on whether you use a 
provider in our plan’s network: 

If you obtain the covered services from an in-network 
provider, you only pay the plan cost-sharing amount for 
in-network services 

If you obtain the covered services from an out-of-network 
provider, you pay the plan cost-sharing for out-of-network 
services 

For services that are covered by this plan but are not covered by 
Medicare Part A or B: This plan will continue to cover plan-
covered services that are not covered under Part A or B whether 
or not they are related to your terminal condition. You pay your 
plan cost-sharing amount for these services. 

Note: If you need non-hospice care (care that is not related to 
your terminal condition), you should contact us to arrange the 
services. Getting your non-hospice care through our in-network 
providers will lower your share of the costs for the services. 

You must receive 
care from a 

Medicare-certified 
hospice. 

When you enroll in 
a Medicare-certified 

hospice program, 
your hospice 

services and your 
Part A and Part B 
services related to 

your terminal 
condition are paid 

for by Original 
Medicare, not this 

plan. 

$20 copay for the 
one time only 

hospice 
consultation 

You must receive 
care from a 

Medicare-certified 
hospice. 

When you enroll in 
a Medicare-certified 

hospice program, 
your hospice 

services and your 
Part A and Part B 
services related to 

your terminal 
condition are paid 

for by Original 
Medicare, not this 

plan. 

$20 copay for the 
one time only 

hospice 
consultation 



 

 

  

 

 

  

 

 

 
 

  

  

 

 

 

 

 

  

 

  

 
 

 

 

 

 

 

 
 

 

 

 
 

  
 
 
 

 
 

 
 

 

What you must pay for these
Covered services 

Outpatient services 

Physician services, including doctor’s office visits 

Covered services include: 

Office visits, including medical and surgical services in a 
physician’s office 

Consultation, diagnosis and treatment by a specialist 

Retail health clinics 

Basic diagnostic hearing and balance exams, if your 
doctor orders it to see if you need medical treatment, 
when furnished by a physician, audiologist, or other 
qualified provider 

Telehealth office visits including consultation, diagnosis 
and treatment by a specialist 

Second opinion by another in-network provider prior to 
surgery 

Physician services rendered in the home 

Outpatient hospital services 

Non–routine dental care (covered services are limited to 
surgery of the jaw or related structures, setting fractures of 
the jaw or facial bones, extraction of teeth to prepare the 
jaw for radiation treatments of neoplastic cancer disease, 
or services that would be covered when provided by a 
physician) 

Allergy testing and allergy injections 

$5 copay per visit to 
an in-network 
primary care 

physician (PCP) for 
Medicare-covered 

services 

$20 copay per visit 
to an in-network 

specialist for 
Medicare-covered 

services 

$5 copay per visit to 
an in-network retail 

health clinic for 
Medicare-covered 

services 

$0 copay for 
Medicare-covered 

allergy testing 

$0 copay for 
Medicare-covered 
allergy injections 

$5 copay per visit to 
an out-of-network 

primary care 
physician (PCP) for 
Medicare-covered 

services 

$20 copay per visit 
to an out-of­

network specialist 
for Medicare-

covered services 

$5 copay per visit to
an out-of-network 
retail health clinic 

for Medicare­
covered services 

$0 copay for 
Medicare-covered 

allergy testing 

$0 copay for 
Medicare-covered 
allergy injections 

Chiropractic services 

Covered services include: 

Manual manipulation of the spine to correct subluxation  

Prior authorization 
may be required for 

chiropractic 
services. 

$20 copay for each 
Medicare-covered 

visit 

Prior authorization 
may be requested 
for chiropractic 

services. 

$20 copay for each 
Medicare-covered 

visit 

covered services 
Important information In-Network Out-of-Network 
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What you must pay for these
Covered services 

 

 

 

 

Podiatry services 

Covered services include: 

Diagnosis and the medical or surgical treatment in an 
office setting, of injuries and disease of the feet (such as 
hammer toe or heel spurs) 

Medicare-covered routine foot care for members with 
certain medical conditions affecting the lower limbs.  

A foot exam is covered every six months for people with 
diabetic peripheral neuropathy and loss of protective 
sensations. 

$20 copay for each 
Medicare-covered 

visit 

$20 copay for each 
Medicare-covered 

visit 

Outpatient mental health care, including partial 
hospitalization services 

Covered services include: 

Mental health services provided by a state-licensed 
psychiatrist or doctor, clinical psychologist, clinical social 
worker, clinical nurse specialist, nurse practitioner, 
physician assistant, or other Medicare-qualified mental 
health care professional as allowed under applicable state 
laws. 

“Partial hospitalization” is a structured program of active 
psychiatric treatment provided in a hospital outpatient setting, 
that is more intense than the care received in your doctor’s or 
therapist’s office and is an alternative to inpatient hospitalization. 

Prior authorization 
is required for 

intensive outpatient 
mental health 
service. Prior 

authorization is 
required for partial 

hospitalization 
services related to 

mental health.  

$5 copay for each 
Medicare-covered 

professional 
individual therapy 

visit 

$5 copay for each 
Medicare-covered 
professional group 

therapy visit 

Prior authorization 
is requested for 

intensive outpatient 
mental health 
service. Prior 

authorization is 
requested for partial 

hospitalization 
services related to 

mental health.  

$5 copay for each 
Medicare-covered 

professional 
individual therapy 

visit 

$5 copay for each 
Medicare-covered 
professional group 

therapy visit 

covered services 
Important information In-Network Out-of-Network 
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What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 

Outpatient mental health care, including partial 
hospitalization services (con’t) 

$5 copay for each 
Medicare-covered 
professional partial 
hospitalization visit 

$0 copay for each 
Medicare-covered 
outpatient hospital 
facility individual 

therapy visit 

$0 copay for each 
Medicare-covered 
outpatient hospital 

facility group 
therapy visit 

$0 copay for each 
Medicare-covered 

partial 
hospitalization 

facility visit  

$5 copay for each 
Medicare-covered 
professional partial 
hospitalization visit 

$0 copay for each 
Medicare-covered 
outpatient hospital 
facility individual 

therapy visit 

$0 copay for each 
Medicare-covered 
outpatient hospital 

facility group 
therapy visit 

$0 copay for each 
Medicare-covered 

partial 
hospitalization 

facility visit 
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What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 
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Outpatient substance abuse services, including partial 
hospitalization services 

“Partial hospitalization” is a structured program of active 
psychiatric treatment provided in a hospital outpatient setting, 
that is more intense than the care received in your doctor’s or 
therapist’s office and is an alternative to inpatient hospitalization. 

Prior authorization 
is required for 

intensive outpatient 
substance abuse 

service. Prior 
authorization is 

required for partial 
hospitalization 

services related to 
substance abuse. 

$5 copay for each 
Medicare-covered 

professional 
individual therapy 

visit 

$5 copay for each 
Medicare-covered 
professional group 

therapy visit 

$5 copay for each 
Medicare-covered 
professional partial 
hospitalization visit 

$0 copay for each 
Medicare-covered 
outpatient hospital 
facility individual 

therapy visit 

Prior authorization 
is requested for 

intensive outpatient 
substance abuse 

service. Prior 
authorization is 

requested for partial 
hospitalization 

services related to 
substance abuse. 

$5 copay for each 
Medicare-covered 

professional 
individual therapy 

visit 

$5 copay for each 
Medicare-covered 
professional group 

therapy visit 

$5 copay for each 
Medicare-covered 
professional partial 
hospitalization visit 

$0 copay for each 
Medicare-covered 
outpatient hospital 
facility individual 

therapy visit 



 

 

 

 

 

 

  

 

 

 

 

 

 

 
 

 

 
 
 
 

 
 

 

 
 

 
 

 

 
 
 
 
 

 

What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 

Outpatient substance abuse services, including partial 
hospitalization services (con’t) 

$0 copay for each 
Medicare-covered 
outpatient hospital 

facility group 
therapy visit 

$0 copay for each 
Medicare-covered 

partial 
hospitalization 

facility visit 

$0 copay for each 
Medicare-covered 
outpatient hospital 

facility group 
therapy visit 

$0 copay for each 
Medicare-covered 

partial 
hospitalization 

facility visit 

Outpatient surgery including services provided at hospital 
outpatient facilities and ambulatory surgical centers 

Facilities where surgical procedures are performed and the patient 
is released the same day. 

Note: If you are having surgery in a hospital, you should check 
with your provider about whether you will be an inpatient or 
outpatient. Unless the provider writes an order to admit you as an 
inpatient to the hospital, you are an outpatient and pay the cost-
sharing amounts for outpatient surgery. Even if you stay in the 
hospital overnight, you might still be considered an “outpatient.” 

You can also find more information in a Medicare fact sheet 
called “Are You a Hospital Inpatient or Outpatient? If You Have 
Medicare – Ask!” This fact sheet is available on the Web at 
http://www.medicare.gov/Publications/Pubs/pdf/11435.pdf or by 
calling 1-800-MEDICARE (1-800-633-4227). TTY users call 
1-877-486-2048. You can call these numbers for free, 24 hours a 
day, 7 days a week. 

Prior authorization 
is required for 

select outpatient 
surgeries and  
procedures. 

$50 copay for each 
Medicare-covered 
outpatient hospital 

facility or 
ambulatory surgical 

center visit for 
surgery 

$50 copay for each 
Medicare-covered 

outpatient 
observation room 

visit 

Prior authorization 
is requested for 
select outpatient 

surgeries and 
procedures. 

$50 copay for each 
Medicare-covered 
outpatient hospital 

facility or 
ambulatory surgical 

center visit for 
surgery 

$50 copay for each 
Medicare-covered 

outpatient 
observation room 

visit 
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What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 
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Outpatient hospital services, non-surgical 

Covered services include medically necessary services you get in 
the outpatient department of a hospital for diagnosis or treatment 
of an illness or injury. 

Note: Unless the provider has written an order to admit you as an 
inpatient to the hospital, you are an outpatient and pay the cost-
sharing amounts for outpatient hospital services. Even if you stay 
in the hospital overnight, you might still be considered an 
“outpatient.” If you are not sure if you are an outpatient, you 
should ask the hospital staff. 

You can also find more information in a Medicare fact sheet 
called “Are You a Hospital Inpatient or Outpatient? If You Have 
Medicare – Ask!” This fact sheet is available on the Web at 
http://www.medicare.gov/Publications/Pubs/pdf/11435.pdf or by 
calling 1-800-MEDICARE (1-800-633-4227). TTY users call 
1-877-486-2048. You can call these numbers for free, 24 hours a 
day, 7 days a week. 

$5 copay for a visit 
to an in-network 

primary care 
physician in an 

outpatient hospital 
setting/clinic for 

Medicare-covered 
non-surgical 

services 

$20 copay for a 
visit to an in-

network specialist 
in an outpatient 

hospital 
setting/clinic for 

Medicare-covered 
non-surgical 

services 

$50 copay for each 
Medicare-covered 

outpatient 
observation room 

visit 

$5 copay for a visit 
to an out-of­

network primary 
care physician in an 
outpatient hospital 
setting/clinic for 

Medicare-covered 
non-surgical 

services 

$20 copay for a 
visit to an out-of­
network specialist 

in an outpatient 
hospital 

setting/clinic for 
Medicare-covered 

non-surgical 
services 

$50 copay for each 
Medicare-covered 

outpatient 
observation room 

visit 

http://www.medicare.gov/Publications/Pubs/pdf/11435.pdf


 

 

 

 

 
 

 

 

 

 

 

 
 

 

 

 

 

 

 
 

 
  

 

 

 

What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 

 

 

 

 

 

 

Ambulance services 

Covered ambulance services include fixed wing, rotary 
wing, and ground ambulance services, to the nearest 
appropriate facility that can provide care only if the 
services are furnished to a member whose medical 
condition is such that other means of transportation are 
contraindicated (could endanger the person’s health) or if 
authorized by the plan. 

Non-emergency transportation by ambulance is 
appropriate if it is documented that the member’s 
condition is such that other means of transportation are 
contraindicated (could endanger the person’s health) and 
that transportation by ambulance is medically required.  

Ambulance service is not covered for physician office 
visits. 

Prior authorization for non-emergent air 
and water transportation is required for in-
network providers and requested for out­

of-network providers. 

$50 copay for Medicare-covered 
ambulance services  

Cost share, if any, is applied per one-way 
trip for Medicare-covered ambulance 

services. 

Emergency care 

Emergency care refers to services that are: 

Furnished by a provider qualified to furnish emergency 
services, and 

Needed to evaluate or stabilize an emergency medical 
condition 

Emergency outpatient copay is waived if the member is 
admitted to the hospital within 72 hours for the same 
condition. 

A medical emergency is when you, or any other prudent 
layperson with an average knowledge of health and medicine, 
believe that you have medical symptoms that require immediate 
medical attention to prevent loss of life, loss of a limb, or loss of 
function of a limb. The medical symptoms may be an illness, 
injury, severe pain, or a medical condition that is quickly getting 
worse. 

This coverage is worldwide and is limited to what is allowed 
under the Medicare fee schedule for the services 
performed/received in the United States. 

If you get authorized inpatient care at an out-of-network hospital 
after your emergency condition is stabilized, your cost is the cost-
sharing you would pay at an in-network hospital. 

$50 copay for each Medicare-covered 
emergency room visit 
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What you must pay for these
Covered services 

Urgently needed care 

Urgently needed care is available on a worldwide basis.  

The urgently needed care copay is waived if the member 
is admitted to the hospital within 72 hours for the same 
condition. 

If you are outside of the service area for your plan, your plan 
covers urgently needed care, including urgently required renal 
dialysis. Urgently needed care is care provided to treat a non-
emergency, unforeseen medical illness, injury, or condition that 
requires immediate medical care. Urgently needed care may be 
furnished by in-network providers or by out-of-network providers 
when in-network providers are temporarily unavailable or 
inaccessible. Generally, however, if you are in the plan’s service 
area and your health is not in serious danger, you should obtain 
care from an in-network provider. 

$20 copay for each Medicare-covered 
urgently needed care visit 

covered services 
Important information In-Network Out-of-Network 
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What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 

Outpatient rehabilitation services  

Covered services include: physical therapy, occupational therapy, 
and speech language therapy. 

Outpatient rehabilitation services are provided in various 
outpatient settings, such as hospital outpatient departments, 
independent therapist offices, and Comprehensive Outpatient 
Rehabilitation Facilities (CORFs). 

Prior authorization 
may be required for 

physical therapy, 
occupational 

therapy and speech 
language therapy 

visits. 

$20 copay for 
Medicare-covered 
physical therapy, 

occupational 
therapy and speech 
language therapy 

visits 

Prior authorization 
is requested for 

physical therapy, 
occupational 

therapy and speech 
language therapy 

visits. 

$20 copay for 
Medicare-covered 
physical therapy, 

occupational 
therapy and speech 
language therapy 

visits 

Cardiac rehabilitation services 

Comprehensive programs of cardiac rehabilitation services that 
include exercise, education, and counseling are covered for 
members who meet certain conditions with a doctor’s order. The 
plan covers intensive cardiac rehabilitation programs that are 
typically more rigorous or more intense than cardiac 
rehabilitation programs. 

$20 copay for 
Medicare-covered 

cardiac 
rehabilitation 
therapy visits 

$20 copay for 
Medicare-covered 

cardiac 
rehabilitation 
therapy visits 

Pulmonary rehabilitation services 

Comprehensive programs of pulmonary rehabilitation are covered 
for members who have moderate to very severe chronic 
obstructive pulmonary disease (COPD) and a referral for 
pulmonary rehabilitation from the doctor treating their chronic 
respiratory disease. 

$20 copay for 
Medicare-covered 

pulmonary 
rehabilitation 
therapy visits 

$20 copay for 
Medicare-covered 

pulmonary 
rehabilitation therapy 

visits 
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What you must pay for these
Covered services 

Durable medical equipment (DME) and related supplies  

Covered items include, but are not limited to: wheelchairs, 
crutches, hospital bed, IV infusion pump, oxygen equipment, 
nebulizer, and walker. 

Copay or coinsurance only applies when you are not currently 
receiving inpatient care. If you are receiving inpatient care your 
DME will be included in the copay or coinsurance for those 
services. 

We cover all medically necessary durable medical equipment 
covered by Original Medicare. If our supplier in your area does 
not carry a particular brand or manufacturer, you may ask them if 
they can special order it for you. 

Prior authorization 
is required for 

DME, including, 
but not limited to, 
power operated 
vehicles, power 
wheelchairs and 
accessories, non­

standard 
wheelchairs, non­
standard beds, and 
continuous glucose 
monitoring systems. 

10% coinsurance on 
all Medicare-
covered DME 

Prior authorization 
is requested for 

DME, including, 
but not limited to, 
power operated 
vehicles, power 
wheelchairs and 
accessories, non­

standard 
wheelchairs, non­
standard beds and 

continuous glucose 
monitoring systems. 

10% coinsurance on 
all Medicare-
covered DME 

Prosthetic devices and related supplies  

Devices (other than dental) that replace all or a body part or 
function. These include, but not limited to, colostomy bags and 
supplies directly related to colostomy care, pacemakers, braces, 
prosthetic shoes, artificial limbs and breast prostheses (including 
a surgical brassiere after a mastectomy). Includes certain supplies 
related to prosthetic devices and repair and/or replacement of 
prosthetic devices. Also includes some coverage following 
cataract removal or cataract surgery, see “Vision care” later in 
this section for more detail. 

Prior authorization 
is required for 
prosthetics and 

orthotics. 

10% coinsurance on 
all Medicare-

covered prosthetics 
and orthotics 

Prior authorization 
is requested for 
prosthetics and 

orthotics. 

10% coinsurance on 
all Medicare-

covered prosthetics 
and orthotics 

covered services 
Important information In-Network Out-of-Network 
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What you must pay for these
Covered services 

	 

	 

	 

	 

	 

	 

	 

	 

	 

covered services 
Important information In-Network Out-of-Network 

Y0071_14_17730_I 08/16/2013 	 2014 STD LPPO Plan 5P 

Outpatient diagnostic tests and therapeutic services and 
supplies 

Covered services include, but are not limited to: 

X-rays 

Complex diagnostic tests and X-rays 

Radiation (radium and isotope) therapy including 

technician materials and supplies
 

Testing to confirm chronic obstructive pulmonary disease 
(COPD) 

Surgical supplies, such as dressings 

Splints, casts and other devices used to reduce fractures 
and dislocations 

Laboratory tests 

Blood – including storage and administration. Coverage 
of whole blood, packed red cells, and all other 
components of blood begins with the first pint. 

Other outpatient diagnostic tests 

Certain diagnostic tests and X-rays are considered complex and 
include heart catheterizations, and sleep studies computed 
tomography (CT), magnetic resonance procedures (MRIs and 
MRAs) and nuclear medicine studies, which includes PET scans. 

Prior authorization 
may be required for 
complex imaging 

and limited 
diagnostic and 

therapeutic radiology 
services, including, 
but not limited to 
radiation therapy, 
PET, CT, SPECT, 

MRI scans and 
echocardiograms, 

diagnostic laboratory 
tests, genetic testing, 

sleep studies, and 
related sleep study 

equipment and 
supplies. 

$20 copay for each 
Medicare-covered  
X-ray visit and/or 
simple diagnostic 

test 

$50 copay for 
Medicare-covered 

complex diagnostic 
test and/or radiology 

visit 

$20 copay for each 
Medicare-covered 
radiation therapy 

treatment 

$0 copay for 
Medicare-covered 
testing to confirm 

chronic obstructive 
pulmonary disease 

Prior authorization is 
requested for 

complex imaging, 
and limited 

diagnostic and 
therapeutic radiology 

services including 
but not limited to, 
radiation therapy, 
PET, CT, SPECT, 

MRI scans and 
echocardiograms, 

diagnostic laboratory 
tests, genetic testing, 

sleep studies and 
related sleep study 

equipment and 
supplies. 

$20 copay for each 
Medicare-covered X-

ray visit and/or 
simple diagnostic 

test 

$50 copay for 
Medicare-covered 

complex diagnostic 
test and/or radiology 

visit 

$20 copay for each 
Medicare-covered 
radiation therapy 

treatment 

$0 copay for 
Medicare-covered 
testing to confirm 

chronic obstructive 
pulmonary disease 



 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 
 

 
 
 

 

 

 
 

 

 
 

 

 

 
 

 
 

What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 

Outpatient diagnostic tests and therapeutic services and 
supplies (con’t) 

 

 

 

 

10% coinsurance for 
Medicare-covered 

supplies 

$0 copay for each 
Medicare-covered 
clinical/diagnostic 

lab test 

$0 copay per 
Medicare-covered 

pint of blood 

10% coinsurance for 
Medicare-covered 

supplies 

$0 copay for each 
Medicare-covered 
clinical/diagnostic 

lab test 

 $0 copay per 
Medicare-covered 

pint of blood 

Vision care 

Covered services include: 

Outpatient physician services for the diagnosis and 
treatment of diseases and injuries of the eye, including 
treatment for age-related macular degeneration. 

For people who are at high risk of glaucoma, such as 
people with a family history of glaucoma, people with 
diabetes and African-Americans who are age 50 and 
older: glaucoma screening once per year. 

An eye exam to check for diabetic retinopathy once every 
12 months. 

One pair of eyeglasses or contact lenses after each 
cataract surgery that includes insertion of an intraocular 
lens. (If you have two separate cataract operations, you 
cannot reserve the benefit after the first surgery and 
purchase two eyeglasses after the second surgery.) 
Corrective lenses/frames (and replacements) needed after 
a cataract removal without a lens implant.

$5 copay for visits 
to an in-network 

primary care 
physician for 

Medicare-covered 
exams to diagnose 

and treat diseases of 
the eye 

$20 copay for visits 
to an in-network 

specialist for 
Medicare-covered 
exams to diagnose 

and treat diseases of 
the eye 

$0 copay for 
Medicare-covered 

glaucoma screening 

$5 copay for 
glasses/contacts 

following 
Medicare-covered 
cataract surgery 

$5 copay for visits 
to an out-of­

network primary 
care physician for 
Medicare-covered 
exams to diagnose 

and treat diseases of 
the eye 

$20 copay for visits 
to an out-of­

network specialist
for Medicare­

covered exams to 
diagnose and treat 
diseases of the eye 

$0 copay for 
Medicare-covered 

glaucoma screening 

$5 copay for 
glasses/contacts 

following 
Medicare-covered 
cataract surgery 
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Covvered servvices 
Whhat you m 

covere 
must pay fo 

ed services 
or these 
s 

Impportant infoormation In-NNetwork Out-off-Network 

Pre eventive se ervices and d screenin ng tests 

You will seee  this apple nn ext to prevee ntive servic es throughouut this chart. . For all prevv entive servi ces that are 
covee red at no coo st under Orii ginal Medicc are, we also  cover the se ervice at no c cost to you i n-network. H However, if 
you are treated oo r monitoredd  for an existt ing medical condition orr  an addition nal non-prevee ntive servicc e, during 
the vv isit when yoo u receive thh e preventivee  service, a cc opay or coin nsurance ma ay apply for that care recc eived. In 
addii tion, if an off fice visit is billed for thee  existing m edical condi ition or an add ditional nonn -preventive e service 
recee ived, the appp licable in-nn etwork primm ary care phyy sician or in--network spee cialist copaa y or coinsurr ance will 
appll y. 

Abdomina l aortic ane urysm screee ning 

A onn e-time scre ening ultrasoo und for peoo ple at risk. TT he plan only l 
covee rs this screee ning if you get a referraa l for it as a rr esult of you ur 
“Wee lcome to MMedicare” preeventive visi t. 

$0 copay for 
Medicc are-covered d 

scc reening 

$0 cc opay for 
Medicaa re-covered 

scrr eening 

Bone mass measuremee nts 

For qualified indd ividuals (gee nerally, thiss  means peopp le at risk of f 
losinn g bone mass s or at risk oo f osteoporoo sis), the folll owing 
servv ices are cov ered every 22 4 months, oo r more frequu ently if 
medd ically necess sary: procedd ures to idenn tify bone maa ss, detect 
bonee  loss, or dett ermine bonee  quality, incc luding a phh ysician's 
interr pretation off  the results. 

$0 copay for 
Medicc are-covered d 

bo one mass 
meaa surement  

$0 cc opay for 
Medicaa re-covered 

bon ne mass 
meassurement  
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Whhat you mm ust pay foo r these 
Covvered servvices 

coveree d services s 
Impportant infoormation In-NNetwork Out-off-Network 

  

  

  

  

  



 

 Colorectal cancer scree ening and cc olorectal see rvices 

For people 50 ann d older, thee  following aa re covered: 

Flexible sigmoidoscoo py (or screee ning bariumm  enema as aa n 
alternativv e) every 488  months 

Fecal oc cult blood tee st, every 122  months 

For people at higg h risk of coo lorectal cann cer, we covee r: 

Screeninn g colonoscoo py (or screee ning bariumm  enema as a an 
alternativv e) every 244  months 

For people not aa t high risk oo f colorectal cancer, we cc over: 

Screeninn g colonoscoo py every 100  years, but nn ot within 48 8 
months oo f a screeninn g sigmoidoss copy 

Coloo rectal servi ces 

Includes the biopsy aa nd removall  of any groww th during thh e 
procedurr e, in the evee nt the procee dure goes b eyond a 
screeningg exam 

$0 copay for 
Medicc are-covered d 

screee nings and 
ss ervices 

$0 cc opay for 
Medicaa re-covered 

scree nings and 
see rvices  

HIV screenn ing 

For people who ask for an HH IV screeninn g test or whh o are at 
incree ased risk foo r HIV infecc tion, we covv er: 

 One scrr eening examm  every 12 mm onths 

For women whoo  are pregnann t, we cover : 

Up to thh ree screeninn g exams durr ing a pregnn ancy 

$0 copay for 
Medicc are-covered d 

scc reening  

$0 cc opay for 
Medicaa re-covered 

scrreening  

YY0071_14_177730_I 08/116/2013 2014 STD LPPO Plan 5P 



a

u

r

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

Whhat you mm ust pay foo r these 
Covvered servvices 

coveree d services s 
Impportant infoormation In-NNetwork Out-off-Network 

  

  

  

  

Screening for sexuallyy  transmittee d infectionss  (STIs) and d 
counn seling to p revent STIs s 

We cover sexua lly transmittt ed infectionn  (STI) scree nings for 
chlaa mydia, gonoo rrhea, syphii lis, and Hepp atitis B. Th ese screeninn gs 
are cc overed for pp regnant woo men and forr  certain peoo ple who are at 
incree ased risk foo r an STI whh en the tests are ordered by a primary y 
caree  provider. WW e cover the se tests oncee  every 12 mm onths or at 
certaa in times du ring pregnann cy. 

We also cover uu p to 2 indivii dual 20 to 33 0 minute, faa ce-to-face 
high h-intensity bee havioral coo unseling sess sions each yy ear for 
sexuu ally active aa dults at incrr eased risk ff or STIs. Wee  will only 
covee r these counn seling sessii ons as a pre ventive servv ice if they aa re 
provv ided by a prr imary care pp rovider andd  take place in a primary y 
caree  setting, succh as a docto r’s office. 

$0 copay for 
Medicc are-covered d 

ss ervices 

$0 cc opay for 
Medicaa re-covered 

see rvices  

Medicare PP art B immm unizations 

Covv ered servicee s include: 

Pneumonn ia vaccine 

Flu shotss , including H1N1, oncee  a year in thh e fall or 
winter 

Hepatitiss  B vaccine ii f you are at high or intee rmediate ris sk 
of gettin g Hepatitis B B 

Other vaa ccines if youu  are at risk and they mee et Medicare e 
Part B coo verage rulee s 

If P art D presc ription dru g coverage ii s included with your 
med dical plan, ww e also covee r some vaccc ines under our 
outpp atient press cription drugu  benefit, ff or examplee  the Shingl les 
vaccc ine. Pleasee  refer to yo our outpatiee nt prescrip tion drug 
benee fits. 

$0 copay for 
Medicc are-covered d 

immm unizations 

$0 cc opay for 
Medicaa re-covered 

immuunizations 
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  

  

Breast can cer screeningn  (mammogo rams) 

Covv ered servicee s include: 

One basee line mammm ogram betww een the agess  of 35 and 3 39 

One scree ening mammm ogram evee ry 12 monthh s for women n 
age 40 ann d older 

Clinical breast examm s once everyy  24 months 

$0 copay for 
Medicc are-covered d 
scree ening exams 

$0 cc opay for 
Medicaa re-covered 
screen ning exams 

Covv ered servicee s include: 

Cervical ann d vaginal cc ancer screee ning 

For all ww omen, Pap tests and pee lvic exams aa re covered 
once ev ery 24 montt hs. 

If you arr e at high riss k of cervicaa l cancer or hh ave had an 
abnormaa l Pap test ann d are of chii ldbearing agg e, 1 Pap tesst 
every 122 months. 

$0 copay for 
Medicc are-covered d 
scree ening exams 

$0 cc opay for 
Medicaa re-covered 
screenn ing exams 

For men age 50 and older, thh e followingg  are coveredd  once every y
12 mm onths: 

Prostate caa ncer screenn ing exams 

Digital r ectal exam 

Prostate Specific Ann tigen (PSA))  test 

$0 copay for 
Medicc are-covered d 
scree ening exams 

$0 cc opay for 
Medicaa re-covered 
screenning exams 

Whhat you mm ust pay foo r these 
Covvered servvices 

coveree d services s 
Impportant infoormation In-NNetwork Out-off-Network 
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Cardiovascc ular diseass e risk redu ction visit (tt herapy for r 
cardd iovascular disease) 

We cover one vii sit per year with your prr imary care doctor to he elp 
lowee r your risk for cardiovaa scular disea se. During thh is visit, youu r 
doctt or may disc uss aspirin uu se (if appro priate), checc k your bloo od 
pres ssure, and givve you tips tt o make suree  you’re eatinn g well. 

$0 copay for 
Medicc are-covered d 

visits 

$0 cc opay for 
Medicaa re-covered 

vv isits 

Cardiovascc ular diseass e testing 

Blooo d tests for tt he detectionn  of cardiovaa scular diseaa se (or 
abnoo rmalities ass sociated witt h an elevatee d risk of carr diovascular r
dise ase) once evv ery 5 years (60 months)) . 

$0 copay for 
Medicc are-covered d 

tests 

$0 cc opay for 
Medicaa re-covered 

tests 

“Welcome to Medicarre” preventii ve visit 

The plan covers  a one-time “Welcome t o Medicare””  preventive 
visitt . The visit inn cludes a revv iew of yourr  health, meaa surements oo f 
heigg ht, weight, bb ody mass inn dex, blood pressure as ww ell as 
educc ation and coo unseling abb out the prevv entive servii ces you nee d 
(incll uding certaii n screening s and shots) , and referraa ls for other 
caree  if needed. 

Impp ortant: We cover the “WW elcome to Medicare” pp reventive 
visitt  only withinn  the first 12 months youu  have Medicc are Part B. 
Whe en you makee  your appoinn tment, let yy our doctor’ss  office know w 
you would like tt o schedule yy our “Welcoo me to Medii care” 
prev ventive visit. 

$0 copay for 
Medicc are-covered d 

exam 

$0 cc opay for 
Medicaa re-covered 

eexam 

Whhat you mm ust pay foo r these 
Covvered servvices 

coveree d services s 
Impportant infoormation In-NNetwork Out-off-Network 
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Whhat you mm ust pay foo r these 
Covvered servvices 

coveree d services s 
Impportant infoormation In-NNetwork Out-off-Network 

Annual wee llness visit 

If yoo u’ve had Paa rt B for longg er than 12 mm onths, youu  can get an 
annuu al wellness visit to devee lop or updaa te a personaa lized 
prev vention plan based on yoo ur current hh ealth and riss k factors. 
Thiss  is covered once every 11 2 months. 

Notee : Your firstt  annual welll ness visit caa n’t take pla ce within 
12 mm onths of yoo ur “Welcomm e to Medicaa re” preventii ve visit. 
Howw ever, you dd on’t need too  have had a “Welcome tt o Medicare” ” 
visitt  to be coverr ed for annuaa l wellness vv isits after yoo u’ve had Paa rt 
B foo r 12 monthss. 

$0 copay for 
Medicc are-covered d 

visits 

$0 cc opay for 
Medicaa re-covered 

vv isits 

Depressionn  screening 

We cover one scc reening for depression pp er year. Th e screening 
muss t be done in a primary c are setting thh at can provv ide follow-uup 
treatt ment and reeferrals. 

$0 copay for 
Medicc are-covered d 

scc reening  

$0 cc opay for 
Medicaa re-covered 

scrr eening  

Diabetes scc reening 

We cover this scc reening (incc ludes fastinn g glucose tee sts) if you 
havee  any of the following ri sk factors: hh igh blood prr essure 
(hypp ertension), hh istory of abb normal cho lesterol and triglyceride 
levee ls (dyslipidee mia), obesitt y, or a histoo ry of high b lood sugar 
(glu ucose). Tests may also bee  covered if yy ou meet othh er 
requ uirements, likk e being ovee rweight andd  having a faa mily history y 
of diabetes. i 

Basee d on the ress ults of thesee  tests, you mm ay be eligibb le for up to o 2 
diabb etes screeninngs every 122  months. 

$0 copay for 
Medicc are-covered d 
diabett es screening g 
includd ing fasting 

plasmaa  glucose testt s 

$0 cc opay for 
Medicaa re-covered 
diabetee s screening 
includd ing fasting 

plasma gg lucose tests s

Obesity scrr eening andd  therapy too  promote suu stained 
weig ght loss 

If yoo u have a boo dy mass indd ex of 30 or mm ore, we coo ver intensivv e 
counn seling to hee lp you lose weight. Thiss  counselingg  is covered ii f 
you get it in a prr imary care ss etting, wherr e it can be cc oordinated 
with h your comprr ehensive prr evention plaa n. Talk to yy our primary y 
caree  doctor or prr actitioner too  find out moo re. 

$0 copay for 
Medicc are-covered d 

ss ervices 

$0 cc opay for 
Medicaa re-covered 

seervices 
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Screening and counsell ing to reduu ce alcohol mm isuse 
We cover one all cohol misuss e screening for adults ww ith Medicarr e 
(incll uding pregnn ant women))  who misus e alcohol, buu t aren’t 
alcoo hol dependee nt. 

If yoo u screen poo sitive for alcc ohol misusee , you can g et up to four r 
brieff  face-to-facc e counselingg  sessions pee r year (if yoo u’re 
comm petent and aa lert during cc ounseling) pp rovided byy  a qualified 
prim mary care docctor or practt itioner in a pp rimary caree  setting. 

$0 copay for 
Medicc are-covered d 

ss ervices 

$0 cc opay for 
Medicaa re-covered 

see rvices 

Medical nuu trition therr apy 

Thiss  benefit is fofo r people wii th diabetes, renal (kidnee y) disease 
(butt  not on dialyy sis), or afterr  a kidney trr ansplant whh en referred b by 
yourr  doctor. 

We cover three hh ours of onee -on-one couu nseling servv ices during 
yourr  first year thh at you receii ve medical nutrition thee rapy service es 
undee r Medicare (this includee s our plan, any other MM edicare 
Advv antage plan,,  or Originall  Medicare), and two houu rs each yeaa r 
afterr  that. If youu r condition, treatment, oo r diagnosis changes, yo u 
may y be able to rr eceive moree  hours of tree atment withh  a physiciann ’s 
referr ral. A physii cian must pp rescribe thess e services aa nd renew 
theirr  referral yeaa rly if your tt reatment is needed into another plan n 
yearr . 

$0 copp ay for each h 
Medicc are-covered d 

visit 

$0 cop pay for each 
Medicaa re-covered 

visit 

Smoking aa nd tobacco use cessatioo n (counselii ng to quit 
smoo king) 

If yoo u use tobacc co, but do n ot have signn s or symptomm s of 
toba acco-related disease: Wee  cover 2 couu nseling quitt  attempts 
with hin a 12 monn th period. EE ach counsel ing attempt includes up to 
4 fac ce-to-face vii sits. 

If yoo u use tobacc co and havee  been diagnoosed with a tt obacco­
relatt ed disease oo r are taking  medicine thh at may be a ffected by 
toba acco: We covv er cessationn  counselingg  services. WW e cover 2 
counn seling quit attempts witt hin a 12 moonth period. EE ach 
counn seling attemm pt includes  up to 4 facee -to-face visii ts. These 
visitt s must be orr dered by yoo ur doctor ann d provided by a qualifiee d 
doctt or or other MM edicare-recc ognized praa ctitioner. 

$0 copp ay for each h 
Medicc are-covered d 

visit 

$0 cop pay for each 
Medicaare-covered 

visit 

Whhat you mm ust pay foo r these 
Covvered servvices 

coveree d services s 
Impportant infoormation In-NNetwork Out-off-Network 
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What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 

 

 

 

 

 

Other services 
Services to treat outpatient kidney disease and conditions  

Covered services include: 

Kidney disease education services to teach kidney care 
and help members make informed decisions about their 
care. For members with stage IV chronic kidney disease 
when referred by their doctor, we cover up to six sessions 
of kidney disease education services per lifetime. 

Outpatient dialysis treatments (including dialysis 
treatments when temporarily out of the service area) 

Home dialysis or certain home support services (such as, 
when necessary, visits by trained dialysis workers to 
check on your home dialysis, to help in emergencies and 
check your dialysis equipment and water supply) 

Self-dialysis training (includes training for you and 
anyone helping you with your home dialysis treatments) 

Home dialysis equipment and supplies 

Certain drugs for dialysis are covered under your Medicare Part B 
drug benefit. For information about coverage for Part B Drugs, 
please go to the section below, “Medicare Part B prescription 
drugs.” 

No prior 
authorization is 

required, however 
notice is requested 

for all members 
initiating dialysis 

treatment. 

$0 copay for each 
Medicare-covered 
kidney education 

session 

$5 copay for 
Medicare-covered 

outpatient or 
physician office 

dialysis 

$0 copay for 
Medicare-covered 
home dialysis or 

home support 
services 

$5 copay for 
Medicare-covered 

self-dialysis 
training 

10% coinsurance 
for Medicare-
covered home 

dialysis equipment 
and supplies 

No prior 
authorization is 

required, however 
notice is requested 

for all members 
initiating dialysis 

treatment. 

$0 copay for each
Medicare-covered 
kidney education 

session 

$5 copay for 
Medicare-covered 

outpatient or
physician office

dialysis 

$0 copay for 
Medicare-covered 
home dialysis or 

home support 
services 

$5 copay for 
Medicare-covered 

self-dialysis 
training 

10% coinsurance 
for Medicare-
covered home 

dialysis equipment 
and supplies 

Y0071_14_17730_I 08/16/2013 2014 STD LPPO Plan 5P 



 

 

  

 

  

  

 
 

 

 

 

  

 

 

 

  

 

 
 

  

 

  

 
 
 

 
 
 
 

 
 

  

 

  

 
 

What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 
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Medicare Part B prescription drugs, covered under your 
medical plan (Part B drugs) 

These drugs are covered under Part B of Original Medicare. 
Members of our plan receive coverage for these drugs through 
our plan. 

Covered drugs include: 

“Drugs” includes substances that are naturally present in 
the body, such as blood clotting factors.  

Drugs that usually are not self-administered by the patient 
and are injected or infused while receiving physician, 
hospital outpatient, or ambulatory surgical center services 

Drugs you take using durable medical equipment (such 
as nebulizers) that was authorized by the plan 

Clotting factors you give yourself by injection if you 
have hemophilia 

Immunosuppressive drugs, if you were enrolled in 
Medicare Part A at the time of the organ transplant 

Injectable osteoporosis drugs, if you are homebound, 
have a bone fracture that a doctor certifies was related to 
post-menopausal osteoporosis and cannot self-
administer the drug 

Antigens 

Certain oral anti-cancer drugs and anti-nausea drugs 

Certain drugs for home dialysis, including heparin, the 
antidote for heparin when medically necessary, topical 
anesthetics and erythropoisis-stimulating agents (such as 
Erythropoietin (Epogen), Procrit or Epoetin Alfa and 
Darboetin Alfa (Aranesp) 

Intravenous Immune Globulin for the home treatment of 
primary immune deficiency diseases  

If Part D prescription drug coverage is included with your 
medical plan, please refer to your Evidence of Coverage for 
information on your Part D prescription drug benefits. 

Prior authorization 
may be required for 
certain injectable/ 
infusible drugs. 

20% coinsurance 
for Medicare-
covered Part B 

drugs 

20% coinsurance 
for Medicare-

covered Part B drug 
administration 

20% coinsurance 
for Medicare-
covered Part B 

chemotherapy drugs  

20% coinsurance 
for Medicare-
covered Part B 

chemotherapy drug 
administration 

Prior authorization 
is requested for 

certain injectable/ 
infusible drugs. 

20% coinsurance 
for Medicare-
covered Part B 

drugs 

20% coinsurance 
for Medicare-

covered Part B drug 
administration 

20% coinsurance 
for Medicare-
covered Part B 

chemotherapy drugs 

20% coinsurance 
for Medicare-
covered Part B 

chemotherapy drug 
administration 



 

 

  

 

 

 

 

 
 
 

 

 

  

 

 

 

 
 
 

 

 

  

 

 
 
 
 

 

 

 

 

What you must pay for these
Covered services 

covered services 
Important information In-Network Out-of-Network 

Additional benefits 

 

 

Hearing services 

Routine hearing exams  

Routine hearing exams are limited to a $50 maximum benefit per 
year combined in-network and out-of-network. Routine hearing 
exams are limited to one per year combined in-network and out­
of-network. 

$0 copay for routine 
hearing exams 

After plan paid 
benefits for routine 
hearing exams, you 
are responsible for 
the remaining cost. 

$0 copay for routine 
hearing exams 

After plan paid 
benefits for routine 
hearing exams, you 
are responsible for 
the remaining cost. 

Routine vision care 

Routine vision exams 

Routine vision exams are limited to a $50 maximum benefit per 
year combined in-network and out-of-network. Routine vision 
exams are limited to one per year combined in-network and out-
of-network. 

$0 copay for 
routine  

vision exams 

After plan paid 
benefits for routine 
vision exams, you 
are responsible for 
the remaining cost.

$0 copay for 
routine vision 

exams 

After plan paid 
benefits for routine 
vision exams, you 
are responsible for 
the remaining cost. 

Routine foot care 

Up to four covered visits per year. Routine foot care includes the 
cutting or removal of corns and calluses, the trimming, cutting, 
clipping or debriding of nails and other hygienic and preventive 
maintenance care. 

$5 copay for each 
visit to an in-

network primary 
care physician for 
routine foot care 

$20 copay for each 
visit to an in-

network specialist 
for routine foot care 

After plan paid 
benefits for routine 
foot exams, you are 
responsible for the 

remaining cost. 

$5 copay for each 
visit to an out-of­
network primary 
care physician for 
routine foot care 

$20 copay for each 
visit to an out-of­
network specialist 

for routine foot care 

After plan paid 
benefits for routine 
foot exams, you are 
responsible for the 

remaining cost. 
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Whhat you mm ust pay foo r these 

Covvered servvices 
coveree d services s 

Impportant infoormation In-NNetwork Out-off-Network 

  

  

  

  

Health andd  wellness edd ucation prr ograms 

Silv verSneakers ® 

Youu  can enroll ii n this fitnes s program prr ovided by 
Silv erSneakers, an independd ent compann y. 

As a a member, yoo u can particc ipate in the  SilverSneakk ers® Fitness s 
Progg ram or Silv erSneakers®®  Steps at noo  additional cost. The 
Silv erSneakers FF itness Progg ram, design ed exclusivee ly for 
Medd icare-eligib le individua ls, offers phyysical activi ty, health 
educc ation and soo cial events.  With the Sii lverSneakerr s premier 
fitnee ss center nee twork, you’ ll have a comm plimentaryy  membershii p 
with h access to a variety of p articipating fitness centee rs throughoo ut 
the cc ountry. Mann y sites offee r amenities such as: 

Fitness ee quipment, trr eadmills ann d free weighh ts 

The signn ature Silver Sneakers Fitt ness Prograa m classes, 
designedd  specificallyy  for older add ults and tauu ght by 
certified instructors 

Additionn al signaturee  classes, succ h as YogaStt retch, 
SilverSpp lash®, Cardd ioFit and WW eightCircuitt , available aa t 
select locc ations 

A designn ated staff mm ember to hee lp you alongg  the way. 

The SilverSneakk ers Fitness Program is nn ot a gym mm embership, 
but aa  specializedd  program dee signed specc ifically for ss eniors. Gym m 
memm berships orr  other fitness s programs tt hat do not mm eet the 
Silv erSneakers FF itness Progg ram criteria are exclude d. 

Conn tact Customm er Service fofo r more infoo rmation on this program m, 
or v isit www.Sill verSneakerss .com. 

$0 coopay for the SilverSneakk ers fitness 
bb enefit 
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What you must pay for these
covered services 

Important information In-Network Out-of-Network 

 

 

 

Covered services 
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Foreign travel emergency and urgently needed care 

Emergency or urgently needed care services while traveling 
outside the United States during a temporary absence of less than 
six months. Outpatient copay is waived if member is admitted to 
hospital within 72 hours for the same condition. 

Emergency outpatient care 

Urgently needed care 

Inpatient care (60 days per lifetime) 

This coverage is worldwide and is limited to what is allowed 
under the Medicare fee schedule for the services 
performed/received in the United States. 

$50 copay for emergency care  

$20 copay for urgently needed care 

$100 copay per admission for emergency 
inpatient care 

Medicare-approved clinical research studies 

A clinical research study is a way that doctors and scientists test 
new types of medical care, like how well a new cancer drug 
works. They test new medical care procedures or drugs by asking 
for volunteers to help with the study. 

If you participate in a Medicare-approved study, Original 
Medicare pays the doctors and other providers for the covered 
services you receive as part of the study. 

Although not required, we ask that you notify us if you 
participate in a Medicare-approved research study. 

After Original Medicare has paid its share 
of the Medicare-approved study, this plan 

will pay the difference between what 
Medicare has paid and this plan’s cost-

sharing for like services. 

Any remaining plan cost-sharing you are 
responsible for will accrue toward this 

plan’s out-of-pocket maximum. 

Annual out-of-pocket maximum 

All copays, coinsurance and deductibles listed in this benefit 
chart are accrued toward the medical plan out-of-pocket 
maximum with the exception of foreign travel emergency and 
urgently needed care copay or coinsurance amounts. Part D 
Prescription drug deductibles and copays do not apply to the 
medical plan out-of-pocket maximum. 

$3,400 
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