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Our service area includes the United States and Puerto Rico.



3 Summary of Benefits 2026

Let's talk about the Humana Group
Medicare 
Find out more about the Humana Group Medicare PDP – including the services it 
covers –  in this easy-to-use guide.

The benefit information provided is a summary of what we cover and what you pay. It doesn’t  
list every service that we cover or list every limitation or exclusion. For a complete list of  
services we cover, refer to the "Evidence of Coverage."

To be eligible
To join the Humana Group 
Medicare  PDP , you must be entitled 
to Medicare  Part A, be enrolled in 
Medicare Part B,  and live in our 
service area.

Plan name:
Humana Group Medicare PDP 

How to reach us: 
Members should call toll-free 
1-800-747-0008 for questions
(TTY/TDD: 711)

Call Monday – Friday, 7 a.m. – 8 p.m.,  
Central time.

Or visit our website: 
your.Humana.com/peehip
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Deductible
Pharmacy (Part D) deductible This plan does not have a deductible. 

Prescription Drug Benefits
Initial coverage (after you pay your deductible, if applicable) 
You pay the following until your total out-of-pocket drug costs reach $2,100. Once you reach this amount,  
you will enter the Catastrophic Stage.

Tier Standard  
Retail Pharmacy

30-day supply
1 (Generic or Preferred Generic) $6 copay 

2 (Preferred Brand) $40 copay 

3 (Non-Preferred Drug) $60 copay 

4 (Specialty Tier) $60 copay 

90-day supply
1 (Generic or Preferred Generic) $12 copay 

2 (Preferred Brand) $120 copay 

3 (Non-Preferred Drug) $180 copay 

4 (Specialty Tier) N/A 

**Some Prevent  Medication  are covered at 100% for all members.

Important Message About What You Pay for Vaccines – This plan covers most Part D vaccines at no cost 
to you (even if you haven't paid your deductible, if applicable). Call Humana Group Medicare 
Customer Care for more information. 

Important Message About What You Pay for Insulin – You won't pay more than  for a one-month  
supply of each insulin product covered by this plan, no matter what cost-sharing tier it's on. Note: Not all 
tiers may include insulin. Please refer to your Prescription Drug Guide to confirm insulin coverage.

0-day supply
1 (Generic or Preferred Generic) $12 copay 

2 (Preferred Brand) $ 0 copay 

3 (Non-Preferred Drug) $1 0 copay 

4 (Specialty Tier) N/A 
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Catastrophic Coverage
After your total out-of-pocket costs reach $2,100, you pay $0 for plan-covered Part D and plan-covered  
excluded drugs.

ADDITIONAL DRUG COVERAGE
Original Medicare  
excluded drugs

Certain drugs excluded by Original Medicare are covered under this plan. You  
pay the cost share associated with the tier level for certain Cough/Cold, Dental, 
Fertility, Senior Care, Vitamins/Minerals drugs. The amount you pay when you  
fill a prescription for these drugs does not count towards qualifying you for the  
Catastrophic Coverage stage. 
Contact Humana Group Medicare Customer Care at  
for more details.
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Humana is a stand-alone prescription drug plan with a Medicare contract. Enrollment in this Humana plan  
depends on contract renewal.

If you want to know more about the coverage and costs of Original Medicare, look in your current "Medicare  
& You" handbook. View it online at http://www.medicare.gov or get a copy by calling 1-800-MEDICARE  
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

All product names, logos, brands and trademarks are property of their respective owners, and any use does  
not imply endorsement.

your.Humana.com/peehip

You can see this plan's pharmacy directory at 
and we will send you 

one.

You can see this plan's drug formulary at 
and we will send  you one.

Find out more


