


Thank you for trusting Humana with your Medicare and Medicaid plan coverage needs  
for 2025. Inside, you’ll find the Annual Notice of Change. This packet makes it easy to  
compare your Medicare and Medicaid plan plan benefits for 2025 and 2026, side by  
side. It shows you important changes, but keep in mind it does not include a full list of  
all plan benefits.

Humana is committed to offering plans that give you the benefits and services you rely  
on most. Our plans this year are no exception. Many of our members will see the same  
benefits on their plans this year. Some members may see enhanced benefits, too. Plus,  
we’ve made other changes to help make it easier to use your plan and get the care  
you need.

For example, your Dual Eligible Special Needs (D-SNP) plan includes  
dental, vision, hearing and prescription drug coverage. It also offers $0  
preventive care, including mammograms, colonoscopies and bone  
density screenings. 

It’s time to review your Humana Dual Fully Integrated  
H2875-001 (HMO-POS D-SNP) and Humana Healthy  
Horizons in VIRGINIA updates for 2026

Here’s how to make sure you’re ready for 2026:
Please review the plan changes carefully. If you’d like to keep your  
current Humana Dual Fully Integrated H2875-001 (HMO-POS D-SNP)  
and Humana Healthy Horizons in VIRGINIA plans, you don’t need to do  
anything. It will automatically renew on January 1, 2026, and you can  
keep your current Humana member ID card.

If you have questions, you can find more information by logging in to 
www.Humana.com/PlanInformation. 

Beginning October 15, you can go to 
www.Humana.com/PlanInformation or scan the QR code  
to see a full list of your plan’s benefits online in your 2026  
Evidence of Coverage.

Thank you for being a Humana member. We look forward to supporting your best  
health in 2026.

http://www.Humana.com/PlanInformation
http://www.Humana.com/PlanInformation


http://www.Medicare.gov
www.Humana.com/PlanDocuments
https://www.irs.gov/Affordable-Care-Act/Individuals-and-Families
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For PageNumber2

Summary of Important Costs for 2026

Cost 2025 (this year) 2026 (next year)
In-Network Out-of-Network In-Network Out-of-Network

Monthly plan premium $0 or up to $30.70 $0 or up to $23.70

Deductible $0 Not Applicable $0 Not Applicable

Maximum out-of-pocket  
amount

This is the most you'll pay out  
of pocket for covered Part A  
and Part B services. (Go to  
Section 1.2 for details.)

$9,350

You are not  
responsible for  
paying any  
out-of-pocket costs  
toward the  
maximum  
out-of-pocket  
amount for covered  
Part A and Part B  
services.

Not Applicable $9,250

You are not  
responsible for  
paying any  
out-of-pocket costs  
toward the  
maximum  
out-of-pocket  
amount for covered  
Part A and Part B  
services.

Not Applicable

Primary care office visits $0 copayment per  
visit

Not Applicable $0 copayment per  
visit

Not Applicable

Specialist office visits $0 copayment per  
visit

Not Applicable $0 copayment per  
visit

Not Applicable

Inpatient hospital stays 

Includes inpatient acute,  
inpatient rehabilitation,  
long-term care hospitals, and  
other types of inpatient  
hospital services. Inpatient  
hospital care starts the day  
you’re formally admitted to  
the hospital with a doctor’s  
order. The day before you’re  
discharged is your last  
inpatient day.

$0 copayment per  
stay 

Not Applicable $0 copayment per  
stay 

Not Applicable

Part D drug coverage  
deductible
(Go to Section 1.7 for details)

$590 except for covered insulin products  
and most adult Part D vaccines 

$615 except for covered insulin products  
and most adult Part D vaccines
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Cost 2025 (this year) 2026 (next year)
N/A In-Network Out-of-Network In-Network Out-of-Network
Maximum out-of-pocket  
amount

Because our members also get  
help from Virginia Department  
of Medical Assistance Services  
(Medicaid), very few members  
ever reach this out-of-pocket  
maximum. 

You are not responsible for  
paying any out-of-pocket costs  
toward the maximum  
out-of-pocket amount for  
covered Part A and Part B  
services. 

Your costs for covered medical  
services (such as copayments  
and deductibles) count toward  
your maximum out-of-pocket  
amount. Our plan premium and  
your costs for prescription drugs 
don't count toward your  
maximum out-of-pocket  
amount.

$9,350 Not Applicable $9,250

Once you've paid 
$9,250 
out-of-pocket for  
covered Part A and  
Part B services,  
you'll pay nothing  
for your covered  
Part A and Part B  
services for the  
rest of the  
calendar year.

Not Applicable

N/A N/A N/A N/A N/A

Section 1.3 Changes to the Provider Network

Our network of providers has changed for next year. Review the 2026 Provider and Pharmacy Directory 
Humana.com/PlanDocuments to see if your providers (primary care provider, specialists, hospitals, etc.) are in our 
network. Here’s how to get an updated Provider and Pharmacy Directory:

• Visit our website at Humana.com/PlanDocuments.

• Call Member Services at 844-881-4482 (TTY users should call 711) to get current provider information or to 
ask us to mail you a Provider and Pharmacy Directory.

We can make changes to the hospitals, doctors, and specialists (providers) that are part of our plan during the 
year. If a mid-year change in our providers affects you, call Member Services at 844-881-4482 (TTY users should 
call 711) for help. For more information on your rights when a network provider leaves our plan, go to Chapter 3, 
Section 2.3 of your Evidence of Coverage.
Section 1.4 Changes to the Pharmacy Network

Amounts you pay for your prescription drugs may depend on which pharmacy you use. Medicare drug plans have a 
network of pharmacies. In most cases, your prescriptions are covered only if they are filled at one of our network 
pharmacies. 

https://www.Humana.com/PlanDocuments
https://www.Humana.com/PlanDocuments
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Our network of pharmacies has changed for next year. Review the 2026 Provider and Pharmacy Directory 
Humana.com/PlanDocuments to see which pharmacies are in our network. Here’s how to get an updated Provider 
and Pharmacy Directory:

• Visit our website at Humana.com/PlanDocuments .

• Call Member Services at 844-881-4482 (TTY users should call 711) to get current pharmacy information or to 
ask us to mail you a Provider and Pharmacy Directory .

We can make changes to the pharmacies that are part of our plan during the year. If a mid-year change in our 
pharmacies affects you, call Member Services at 844-881-4482 (TTY users should call 711) for help. 

Section 1.5 Changes to Benefits & Costs for Medical Services

The Annual Notice of Changes tells you about changes to your Medicare benefits and costs.

Services received at Rural Health Clinics, Federally Qualified Health Clinics, and Critical Access Hospitals may be 
subject to the Primary Care Physician or Specialist copay or coinsurance, as applicable, for 2026.

This spending allowance and Chronic Condition Care Assistance are special program(s) for members with specific 
health conditions. Qualifying conditions include diabetes mellitus, cardiovascular disorders, chronic and disabling 
mental health conditions, chronic lung disorders, or chronic heart failure, among others. Some plans require at 
least two conditions and other requirements apply. See the plan's Evidence of Coverage for details. If you use this 
program for rent or utilities, Housing and Urban Development (HUD) requires it to be reported as income if you seek 
assistance. Contact your local HUD office if you have questions.

Cost 2025 (this year) 2026 (next year)
N/A In-Network Out-of-Network In-Network Out-of-Network
Special Supplemental 
Benefits for the Chronically 
Ill
• Chronic Condition Care 

Assistance
Chronic Condition 
Care Assistance is 
available to eligible 
members who 
demonstrate a 
need to receive 
additional 
assistance with a 
qualifying medical, 
primarily health 
related, or 
non-primarily 
health related 
expense that 
supports the 
member’s care plan 
goals.
Eligibility will be 
considered for 
members with 

Not Covered Chronic Condition 
Care Assistance is 
available to eligible 
members who 
demonstrate a 
need to receive 
additional 
assistance with a 
qualifying medical, 
primarily health 
related, or 
non-primarily 
health related 
expense that 
supports the 
member’s care plan 
goals.
Eligibility will be 
considered for 
members with 

Not Covered

N/A N/A N/A N/A N/A

https://www.Humana.com/PlanDocuments
https://www.Humana.com/PlanDocuments
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Cost 2025 (this year) 2026 (next year)
N/A In-Network Out-of-Network In-Network Out-of-Network

certain qualifying 
chronic conditions, 
are currently 
participating in care 
management and 
meet the program 
criteria.
Benefits are limited 
to $500 per year 
and are 
coordinated by care 
management.
There is no 
coinsurance, 
copayment, or 
deductible to 
participate.

certain qualifying 
chronic conditions, 
are currently 
participating in care 
management 
services and meet 
the program 
criteria.
Benefits are limited 
to $1,000 per year 
and are 
coordinated by care 
management.
There is no 
coinsurance, 
copayment, or 
deductible to 
participate.

• Humana Healthy Options 
Allowance™

See Value-based 
Insurance Design 
(VBID) Model below 
for Humana 
Healthy Options ™ 
benefits for 2025.

Not Covered $315 monthly 
allowance on a 
prepaid spending 
card.
All plan members 
receive this amount 
to buy approved 
over the counter 
(OTC) health and 
wellness products 
at participating 
retailers or through 
the plan’s approved 
OTC mail order 
vendor.
Plus, members may 
also use this money 
for eligible 
groceries, utilities, 
rent, and more if 
they have certain 
qualifying chronic 
condition(s) and 
meet other 
program criteria.
Any unused 
amount rolls over 
each month and 

Not Covered

N/A N/A N/A N/A N/A



Humana Dual Fully Integrated H2875-001 (HMO-POS D-SNP) Annual Notice of Changes for 2026 14

Cost 2025 (this year) 2026 (next year)
N/A In-Network Out-of-Network In-Network Out-of-Network

expires at the end 
of the plan year or 
upon 
disenrollment, 
whichever occurs 
first.

Value-Based Insurance 
Design (VBID) Model
• Humana Healthy Options 

Allowance™
$225 monthly 
allowance on a 
prepaid card to use 
for essentials you 
need to support 
your health.
This allowance can 
be used to buy 
approved products 
from participating 
retail locations (like 
groceries, 
over-the-counter 
health and wellness 
items, personal 
care items, home 
supplies, etc.) or 
pay for approved 
services (monthly 
living expenses like 
rent, non-medical 
transportation 
costs like a taxi, 
Uber, Lyft, etc.).
Allowance amount 
cannot be 
combined with 
other allowances 
which may be on 
the Card.
Unused funds will 
roll over to the next 
month and expire 
at the end of the 
plan year.

Not Covered See Special 
Supplemental 
Benefits for the 
Chronically Ill 
above for Humana 
Healthy Option ™ 
benefits for 2026.

Not Covered

Dental services
N/A N/A N/A N/A N/A
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Cost 2025 (this year) 2026 (next year)
N/A In-Network Out-of-Network In-Network Out-of-Network
• Supplemental dental 

benefits:
DENE85
Plan covers up to 
$4,000 allowance 
every year for 
non-Medicare 
covered preventive 
and comprehensive 
dental services.
You are responsible 
for any amount 
above the dental 
coverage limit.
Any amount 
unused at the end 
of the year will 
expire.
Your benefit can be 
used for most 
dental treatments 
such as:
Preventive dental 
services, such as 
exams, routine 
cleanings, etc.
Basic dental 
services, such as 
fillings, extractions, 
etc.
Major dental 
services, such as 
periodontal scaling, 
crowns, dentures, 
root canals, bridges 
etc.
Frequency limits 
may apply.
Note: The 
allowance cannot 
be used on fluoride, 
cosmetic services 
and implants.

DENE85
Plan covers up to 
$4,000 allowance 
every year for 
non-Medicare 
covered preventive 
and comprehensive 
dental services.
You are responsible 
for any amount 
above the dental 
coverage limit.
Any amount 
unused at the end 
of the year will 
expire.
Your benefit can be 
used for most 
dental treatments 
such as:
Preventive dental 
services, such as 
exams, routine 
cleanings, etc.
Basic dental 
services, such as 
fillings, extractions, 
etc.
Major dental 
services, such as 
periodontal scaling, 
crowns, dentures, 
root canals, bridges 
etc.
Frequency limits 
may apply.
Note: The 
allowance cannot 
be used on fluoride, 
cosmetic services 
and implants.
Benefits received 
out-of-network are 
subject to any 
in-network benefit 
maximums, 

DEN447
Plan covers up to 
$3,000 allowance 
every year for 
non-Medicare 
covered preventive 
and comprehensive 
dental services.
You are responsible 
for any amount 
above the dental 
coverage limit.
Any amount 
unused at the end 
of the year will 
expire.
Your benefit can be 
used for most 
dental treatments 
such as:
Preventive dental 
services, such as 
exams, routine 
cleanings, etc.
Basic dental 
services, such as 
fillings, extractions, 
etc.
Major dental 
services, such as 
periodontal scaling, 
crowns, dentures, 
root canals, bridges, 
etc.
Note: The 
allowance cannot 
be used on fluoride, 
cosmetic services 
and implants.

DEN447
Plan covers up to 
$3,000 allowance 
every year for 
non-Medicare 
covered preventive 
and comprehensive 
dental services.
You are responsible 
for any amount 
above the dental 
coverage limit.
Any amount 
unused at the end 
of the year will 
expire.
Your benefit can be 
used for most 
dental treatments 
such as:
Preventive dental 
services, such as 
exams, routine 
cleanings, etc.
Basic dental 
services, such as 
fillings, extractions, 
etc.
Major dental 
services, such as 
periodontal scaling, 
crowns, dentures, 
root canals, bridges, 
etc.
Note: The 
allowance cannot 
be used on fluoride, 
cosmetic services 
and implants.
Benefits received 
out-of-network are 
subject to any 
in-network benefit 
maximums, 
limitations, and/or 
exclusions.

N/A N/A N/A N/A N/A
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Cost 2025 (this year) 2026 (next year)
N/A In-Network Out-of-Network In-Network Out-of-Network

limitations, and/or 
exclusions.

HMO travel benefit Members can 
receive in-network 
benefits when 
services are 
received from a 
participating HMO 
National Network 
provider during 
their travels to 
other states and 
Puerto Rico.

Not Covered Members may 
receive in-network 
benefits when 
services are 
received from a 
participating HMO 
National Network 
provider when 
traveling to other 
states.

Not Covered

Meal Program - Humana 
Well Dine®

$0 copayment for 
Humana Well 
Dine® meal 
program.
After your inpatient 
stay in either a 
hospital or a 
nursing facility, you 
may be eligible to 
receive 2 home 
delivered meals per 
day for 7 days (up 
to 14 meals).
Meals must be 
requested within 30 
days of discharge 
from your inpatient 
stay.
Limited to 4 times 
per year.

The in-network 
provider must be 
used for this 
service.
If you choose to 
utilize another 
provider, you are 
responsible for all 
charges.

$0 copayment for 
Humana Well 
Dine® meal 
program.
After your inpatient 
stay in either a 
hospital or a 
nursing facility, you 
may be eligible to 
receive 2 home 
delivered meals per 
day for 7 days (up 
to 14 meals).
Meals must be 
requested within 30 
days of discharge 
from your inpatient 
stay.
Limited to 4 times 
per year.
$0 copayment for 
Humana Well 
Dine® meal 
program.
Receive 2 meals per 
day for 10 days.
Up to 20 meals 
delivered to 
member's home to 
assist in 
establishing a diet 
needed for diabetes 
mellitus with 
physician approval.

The in-network 
provider must be 
used for this 
service.
If you choose to 
utilize another 
provider, you are 
responsible for all 
charges.The 
in-network provider 
must be used for 
this service.
If you choose to 
utilize another 
provider, you are 
responsible for all 
charges.The 
in-network provider 
must be used for 
this service.
If you choose to 
utilize another 
provider, you are 
responsible for all 
charges.

N/A N/A N/A N/A N/A
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Cost 2025 (this year) 2026 (next year)
N/A In-Network Out-of-Network In-Network Out-of-Network

$0 copayment for 
Humana Well 
Dine® meal 
program.
Receive 2 meals per 
day for 10 days.
Up to 20 meals 
delivered to 
member's home to 
assist in 
establishing a diet 
needed for chronic 
heart failure with 
physician approval.

Vision care
• Routine vision services: VIS701

$0 copayment for 
routine exam up to 
1 per year.
$400 maximum 
benefit coverage 
amount per year for 
contact lenses or 
eyeglasses-lenses 
and frames, fitting 
for 
eyeglasses-lenses 
and frames.
OR
$450 maximum 
benefit coverage 
amount per year at 
PLUS Provider for 
contact lenses or 
eyeglasses-lenses 
and frames, fitting 
for 
eyeglasses-lenses 
and frames.
Eyeglass lens 
options may be 
available with the 
maximum benefit 
coverage amount 
up to 1 pair per 
year.

Not Covered VIS706
$0 copayment for 
routine exam up to 
1 per year.
$450 maximum 
benefit coverage 
amount per year for 
contact lenses or 
eyeglasses-lenses 
and frames, fitting 
for 
eyeglasses-lenses 
and frames.
Eyeglass lens 
options may be 
available with the 
maximum benefit 
coverage amount 
up to 1 pair per 
year.
Maximum benefit 
coverage amount is 
limited to one time 
use per year.

Not Covered

N/A N/A N/A N/A N/A
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Cost 2025 (this year) 2026 (next year)
N/A In-Network Out-of-Network In-Network Out-of-Network

Maximum benefit 
coverage amount is 
limited to one time 
use per year.

• Medically Necessary 
Contacts

$0 copayment Not Covered Included as part of 
the VIS706 
allowance listed 
above.

Not Covered

N/A N/A N/A N/A N/A

Section 1.6 Changes to Part D Drug Coverage

Changes to Our Drug List

Our list of covered drugs is called a Formulary or Drug List. A copy of our Drug List is provided electronically. The 
Drug List includes many—but not all—of the drugs that we’ll cover next year. If you don’t see your drug on this list, 
it might still be covered. You can get the complete Drug List by calling Member Services at 844-881-4482 (TTY 
users should call 711) or visiting our website (Humana.com/PlanDocuments).

We made changes to our Drug List, which could include removing or adding drugs, changing the restrictions that 
apply to our coverage for certain drugs or moving them to a different cost-sharing tier. Review the Drug List to 
make sure your drugs will be covered next year and to see if there will be any restrictions, or if your drug 
has been moved to a different cost-sharing tier.

Most of the changes in the Drug List are new for the beginning of each year. However, we might make other 
changes that are allowed by Medicare rules that will affect you during the calendar year. We update our online 
Drug List at least monthly to provide the most up-to-date list of drugs. If we make a change that will affect your 
access to a drug you're taking, we'll send you a notice about the change.

If you're affected by a change in drug coverage at the beginning of the year or during the year, please review 
Chapter 9 of your Evidence of Coverage and talk to your prescriber to find out your options, such as asking for a 
temporary supply, applying for an exception, and/or working to find a new drug. Call Member Services at 
844-881-4482 (TTY users should call 711) for more information. 

Section 1.7 Changes to Prescription Drug Benefits & Costs

Do you get Extra Help to pay for your drug coverage costs?

If you are in a program that helps pay for your drugs (Extra Help), the information about costs for Part D Drugs 
does not apply to you. We sent you a separate material, called the Evidence of Coverage Rider for People Who Get 
Extra Help Paying for Prescription Drugs , which tells you about your drug costs. If you get Extra Help and don’t get 
this material by September 30, call Member Services at 844-881-4482 (TTY users should call 711) and ask for the 
LIS Rider.

http://www.Humana.com/PlanDocuments
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Drug Payment Stages

There are 3 drug payment stages: the Yearly Deductible Stage, the Initial Coverage Stage, and the Catastrophic 
Coverage Stage. The Coverage Gap Stage and the Coverage Gap Discount Program will no longer exist in the Part D 
benefit.

• Stage 1: Yearly Deductible
You start in this payment stage each calendar year. During this stage, you pay the full cost of your Part D 
drugs until you’ve reached the yearly deductible.

• Stage 2: Initial Coverage
Once you pay the yearly deductible, you move to the Initial Coverage Stage. In this stage, our plan pays its 
share of the cost of your drugs, and you pay your share of the cost. You generally stay in this stage until your 
year-to-date Out-of-Pocket costs reach $2,100 Out-of-Pocket threshold.

• Stage 3: Catastrophic Coverage
This is the third and final drug payment stage. In this stage, you pay nothing for your covered Part D drugs. 
You generally stay in this stage for the rest of the calendar year.

The Coverage Gap Discount Program has been replaced by the Manufacturer Discount Program. Under the 
Manufacturer Discount Program, drug manufacturers pay a portion of the plan’s full cost for covered Part D brand 
name drugs and biologics during the Initial Coverage Stage and the Catastrophic Coverage Stage. Discounts paid 
by manufacturers under the Manufacturer Discount Program don't count toward out-of-pocket costs.

The table shows your cost per prescription during this stage.

Drug Costs in Stage 1: Yearly Deductible

Stage 2025 (this year) 2026 (next year)
Yearly Deductible If you receive Extra Help, your 

deductible is $0.

During this stage, you pay $0 for all 
plan-covered Part D drugs.

If you do not receive Extra Help, the 
deductible is $590.

If you receive Extra Help, your 
deductible is $0. Refer to your LIS 
Rider insert for your cost sharing 
amounts.

If you do not receive Extra Help, the 
deductible is $615.

During this stage, you pay $0 cost 
sharing for drugs on Tier 1, $0 cost 
sharing for drugs on Tier 2 and the 
full cost of drugs on Tier 3, Tier 4, and 
Tier 5 until you've reached the yearly 
deductible.

N/ N/A N/A
Drug Costs in Stage 2: Initial Coverage

For drugs on Tier 1 – Preferred Generic, your cost-sharing in the Initial Coverage Stage is changing from coinsurance 
to a copayment. Go to the following table for the changes from 2025 to 2026.

For drugs on Tier 2 – Generic, your cost-sharing in the Initial Coverage Stage is changing from coinsurance to a 
copayment. Go to the following table for the changes from 2025 to 2026.

We changed the tier for some of the drugs on our Drug List. To see if your drugs will be in a different tier, look them 
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up on the Drug List.

Not all tiers may include insulin. Please refer to your Prescription Drug List to confirm insulin coverage. 
The table shows your cost per prescription for a one-month supply filled at a network pharmacy with standard cost 
sharing.
Most adult Part D vaccines are covered at no cost to you. For more information about the costs of vaccines, or 
information about the costs for a long-term supply; or for mail-order prescriptions, go to Chapter 6 of your Evidence 
of Coverage.

Once you’ve paid $2,100 out of pocket for covered Part D drugs, you’ll move to the next stage (the Catastrophic 
Coverage Stage).

2025 (this year) 2026 (next year)
Tier 1: Preferred Generic: All plan-covered Part D drugs:

You pay 25% per prescription except 
for each covered insulin product, you 
will pay $35 per month supply. 

You pay $0 per month supply at a 
retail pharmacy.
You pay 0% per month supply of 
each covered insulin product at a 
retail pharmacy on this tier. Your cost 
for a one-month mail-order 
prescription is $10. You pay 25% up 
to $10 per month supply of each 
covered insulin product for a 
mail-order prescription on this tier.

Tier 2: Generic: All plan-covered Part D drugs:
You pay 25% per prescription except 
for each covered insulin product, you 
will pay $35 per month supply. 

You pay $0 per month supply at a 
retail pharmacy.
You pay 0% per month supply of 
each covered insulin product at a 
retail pharmacy on this tier.
Your cost for a one-month mail-order 
prescription is $20. You pay 25% up 
to $20 per month supply of each 
covered insulin product for a 
mail-order prescription on this tier.

Tier 3: Preferred Brand: All plan-covered Part D drugs:
You pay 25% per prescription except 
for each covered insulin product, you 
will pay $35 per month supply. 

You pay 25% per month supply at a 
retail pharmacy.
You pay 25% up to $35 per month 
supply of each covered insulin 
product at a retail pharmacy on this 
tier.
Your cost for a one-month mail-order 
prescription is 25%. You pay 25% up 
to $35 per month supply of each 
covered insulin product for a 
mail-order prescription on this tier.

N/A N/A N/A
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2025 (this year) 2026 (next year)
Tier 4: Non-Preferred Drug: All plan-covered Part D drugs:

You pay 25% per prescription except 
for each covered insulin product, you 
will pay $35 per month supply. 

You pay 25% of the total cost per 
month supply at a retail pharmacy.
You pay 25% up to $35 per month 
supply of each covered insulin 
product at a retail pharmacy on this 
tier. Your cost for a one-month 
mail-order prescription is 25%. You 
pay 25% up to $35 per month supply 
of each covered insulin product for a 
mail-order prescription on this tier.

Tier 5: Specialty Tier: All plan-covered Part D drugs:
You pay 25% per prescription except 
for each covered insulin product, you 
will pay $35 per month supply. 

You pay 25% of the total cost per 
month supply at a retail pharmacy.
You pay 25% up to $35 per month 
supply of each covered insulin 
product at a retail pharmacy on this 
tier.
Your cost for a one-month mail-order 
prescription is 25%. You pay 25% up 
to $35 per month supply of each 
covered insulin product for a 
mail-order prescription on this tier.

N/A N/A N/A
Changes to your VBID Part D Benefit

Elimination of cost sharing for all Medicare Part D Drugs as part of the $0 Rx Copay Benefit is no longer covered. 

Changes to the Catastrophic Coverage Stage

If you reach the Catastrophic Coverage Stage, you pay nothing for your covered Part D drugs.

For specific information about your costs in the Catastrophic Coverage Stage, go to Chapter 6, Section 6, in your 
Evidence of Coverage.

SECTION 2 Administrative Changes
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Humana Inc.
Privacy Office 003/10911
101 E. Main Street
Louisville, KY 40202

* This right applies only to our Massachusetts residents in accordance with state regulations.
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Notice of Non-Discrimination

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate or exclude  
people because of their race, color, religion, gender, gender identity, sex, sexual orientation, age, disability,  
national origin, military status, veteran status, genetic information, ancestry, ethnicity, marital status, language,  
health status, or need for health services.
Humana Inc.:

• Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to  
communicate effectively with us, such as: 
– Qualified sign language interpreters
– Written information in other formats (large print, audio, accessible electronic formats, other formats).

• Provides free language assistance services to people whose primary language is not English, which may include:
– Qualified interpreters
– Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids, or language assistance services contact 
877-320-1235 (TTY: 711). Hours of operation: 8 a.m. - 8 p.m., Eastern time. If you believe that Humana Inc. has  
not provided these services or discriminated on the basis of race, color, religion, gender, gender identity, sex, sexual  
orientation, age, disability, national origin, military status, veteran status, genetic information, ancestry, ethnicity,  
marital status, language, health status, or need for health services, you can file a grievance in person or by mail or  
email with Humana Inc. Non-Discrimination Coordinator at P.O. Box 14618, Lexington, KY 40512-4618, 
877-320-1235 (TTY: 711), or accessibility@humana.com. If you need help filing a grievance, Humana Inc.  
Non-Discrimination Coordinator can help you.

You can also file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,  
electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

• U.S. Department of Health and Human Services, 200 Independence Avenue, S.W., Room 509F, HHH Building  
Washington, D.C. 20201. 800-368-1019, 800-537-7697 (TDD).

This notice is available at www.humana.com/legal/non-discrimination-disclosure. 
GHHNDN2026HUM 

California members:
You can also file a civil rights complaint with the California Dept. of Health Care Services, Office of Civil rights by  
calling 916-440-7370 (TTY: 711), emailing Civilrights@dhcs.ca.gov, or by mail at: Deputy Director, Office of Civil  
Rights, Department of Health Care Services, P.O. Box 997413, MS 0009, Sacramento, CA 95899-7413. Complaint  
forms available at: http://www.dhcs.ca.gov/Pages/Language_Access.aspx.

mailto:accessibility@humana.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.humana.com/legal/non-discrimination-disclosure
mailto:Civilrights@dhcs.ca.gov
http://www.dhcs.ca.gov/Pages/Language_Access.aspx
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