. ) WellCare Value WellCare Choice wellCare Sefect WellCare Access

Benefit Overview! (#h40) (H140P0S) HRAOPOS) v
Plan 079 Plan 025 Plan 101 Plan 085

WellCare Monthly Plan Premium (2) GO0 SH00 5 to 51040 %0 10 $530
PGS Option Hot Covered 3] 20% B 20% Ol Mot Covered (4)
MEDICAL COVERAGE Yes Yes Yes Yes
Maximum Out-of-Pocket $3.400 §2500 §3400 Nat Covered
Primary Care Physician/Specialist Office Visit 415 / 835 510 / 535 50 / 50-515 50/ 80

Inpatient Hospitalization

5200 / day {1 - 8B
50 / day (9 - 90}
Unlimited days

$150 / day {1 - 9)
S0 / day (6 - 90}
Unlimited days

50 or 5100 / day {1 - §)
50/ day {6 - 90)
Unlimited days

S0/ day 1 - 90}

Cutpatient Hospital Services (Surgery / Non-Surgery) i $150 7 S150 4100 / 5100 50-675 %0/ 50
PRESCRIPTION DRUG COVERAGE {31-day supply) Yes {3) Yes (5 Yes (9) (7} ves (0 {7)
Deductible 50 50 50 - 5310 50 - $310
Tier | - Generic 53 $3 5¢-53 50 - 53
Tier 2 - Preferred Brand 539 539 S0 - 835 50 - 538
Tier 3 - Non-Preferred Brand 579 575 50 - 580 50 - 578
Tier 4 - Specialty 33% 33% 0% - 15% 0% - 5%

Additional information

You pay 100% for afl drugs in the coverage gap

You pay 100% for all drugs in the coverage gap

Depending on your income level, you pay either
%G to $6.30 or 100% for all drugs in the coverage gap

Depending on your income ievel, you pay either
0 to $6.3C or 100% for all drugs in the coverage gan

EXTRA BENEFITS

{additional services not provided by Medicare) Yes Yes Yes Yes
Routine Dental Exams Mo {6) Mo (6} Ma (6) Yes
Comprehensive Dental Exams Mo No Mo Yes
Routine Hearing Exams Yes Yes Yes Yes
Routine Yision Exams Yes Yes Yes Yes

Transportation

Mot Covered

Mot Covered

S0 / 30 One-way trip every year

50 / 30 One-way trip every year

SilverSneakers fitness Program
{gym membership at selected health clubs}

Mot Covered

B Tra: berefit information provided s nor comprehenshva, Additional infosrraion shoukd be requsited before misking a dacision about your coveraga. See Summery of Benefits and)for conact plan for detals () 1F you dhooee 1o Feve
a Grect bil 1t cod tahe 153 10 theee momths to tke effect. You e responstie for eneing Rl payment of your plan gremim (1) Appfes oy o certain senices. See Surmrary of Benefits and/or coteat plan for detes (4) You

50 / yearly

50/ yearly

Mot Covered
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your plan prestiurm deckecred fivem your Socd Seeusty check o  yeu plan presmin s sustently deducted from your Socl Seaury cheek e you woud rether receive
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