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Our service area includes specific counties within the United States, Puerto Rico and all other
major U.S. territories.



é Let's talk about the Humana Group
Medicare Advantage PPO Plan.

Find out more about the Humana Group Medicare Advantage PPO plan - 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 Humana Group Medicare Advantage PPO plan
To join the Humana Group Medicare has a network of dqctors, hqspitols, and other
Advantage PPO plan, you must be providers. For more information, please call
entitled to Medicare Part A, be Humana Group Medicare Customer Care.

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

A healthy partnership
Plan name: Get more from this plan — with extra
: services and resources provided by

Humana Group Medicare Advantage Humana!

PPO plan

How to reach us:
Members should call toll-free
1-800-555-7997 for questions
(TTY/TDD: 711)

Call Monday - Friday, 8 a.m. - 9 p.m.,
Eastern time.

Or visit our website:
https://your.Humana.com/sof
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Monthly Premium, Deductible and Limits

PLAN COSTS

Monthly premium For information concerning the actual premiums you will pay, please
You must keep paying your contact your employer group benefits plan administrator.

Medicare Part B premium.

Medical deductible $350 per year for some combined in- and out-of-network services
Medical Maximum out-of-pocket In-Network Maximum Out-of-Pocket

responsibility $1,000 out-of-pocket limit for Medicare-covered services. The

The most you pay for copays, following services do not apply to the maximum out-of-pocket: Part D
coinsurance and other costs for Pharmacy; Dental Services (Routine); Fitness Program; Health

medical services for the year. Education Services; Hearing Services (Routine); Meal Benefit; Podiatry

Services (Routine); Post-Discharge Personal Home Care; Post-Discharge
Transportation Services; Smoking Cessation (Additional); Uniform
Flexibility Non-Emergency Medical Transportation; Uniform Flexibility
Virtual Cardiac Recovery Program; Vision Services (Routine); Wigs
(medically necessary) and the Plan Premium do not apply to the
in-network maximum out-of-pocket.

If you reach the limit on out-of-pocket costs, we will pay the full cost
for the rest of the year on covered hospital and medical services.

Combined In and Out-of-Network Maximum Out-of-Pocket

$1,000 out-of-pocket limit for Medicare-covered services.

In-Network Exclusions: Part D Pharmacy; Dental Services (Routine);
Fitness Program; Health Education Services; Hearing Services (Routine);
Meal Benefit; Podiatry Services (Routine); Post-Discharge Personal
Home Care; Post-Discharge Transportation Services; Smoking
Cessation (Additional); Uniform Flexibility Non-Emergency Medical
Transportation; Uniform Flexibility Virtual Cardiac Recovery Program;
Vision Services (Routine); Wigs (medically necessary) and the Plan
Premium do not apply to the combined maximum out-of-pocket.
Out-of-Network Exclusions: Part D Pharmacy, Dental Services (Routine);
Fitness Program; Hearing Services (Routine); Meal Benefit; Podiatry
Services (Routine); Post-Discharge Personal Home Care; Post-Discharge
Transportation Services; Uniform Flexibility Non-Emergency Medical
Transportation; Uniform Flexibility Virtual Cardiac Recovery Program;
Vision Services (Routine); Wigs (medically necessary); Worldwide
Coverage and the Plan Premium do not apply to the combined
maximum out-of-pocket.

Your limit for services received from in-network providers will count
toward this limit.

If you reach the limit on out-of-pocket costs, we will pay the full cost
for the rest of the year on covered hospital and medical services.

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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(> Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK
ACUTE INPATIENT HOSPITAL CARE

This plan covers an unlimited $100 per admit $100 per admit
number of days for an inpatient

hospital stay. Except in an

emergency, your doctor must tell

the plan that you are going to be

admitted to the hospital.

OUTPATIENT HOSPITAL COVERAGE

Diagnostic colonoscopy $0 copay $0 copay
Diagnostic mammography $5 copay $5 copay
Observation services $0 copay $0 copay
Surgery services $0 copay $0 copay
AMBULATORY SURGICAL CENTER

Diagnostic colonoscopy $0 copay $0 copay
Surgery services $0 copay $0 copay
DOCTOR OFFICE VISITS

Primary care provider (PCP) $5 copay $5 copay
Specialists $10 copay $10 copay

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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? Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK

PREVENTIVE CARE

This plan covers all Medicare

preventative services including:

+ Abdominal aortic aneurysm
screening

+ Alcohol misuse screening &
counseling

+ Annual wellness visit

+ Bone mass measurement

+ Breast cancer screening

+ Cardiovascular disease
behavioral therapy

+ Cardiovascular disease
screening

+ Cervical and vaginal cancer
screening

+ Colorectal cancer screening

+ Depression screening

+ Diabetes self-management
training

+ Diabetes screening

+ Glaucoma screening

+ Hepatitis C screening

+ HIV screening

+ Kidney disease education
services

+ Lung cancer screening

+ Medical nutrition therapy

+ Obesity screening and therapy

+ Physical exams (routine)

+ Prostate cancer screening
exam

+ Smoking and tobacco use
cessation

+ STI screening and counseling

* "Welcome to Medicare"
preventative visit

Covered at no cost Covered at no cost

*  Immunizations

+ Medicare diabetes prevention

program (MDPP)

Any additional preventative
services approved by Medicare

during the contract year will be

covered.

Covered at no cost Covered at no cost

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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? Covered Medical Benefits

IN-NETWORK

OUT-OF-NETWORK

EMERGENCY CARE

Emergency room

If you are admitted to the
hospital within 24 hours for the
same condition, you do not have
to pay your share of the cost for
emergency care. See the
"Inpatient Hospital Care" section
of this booklet for other costs.

$65 copay for Medicare-covered
emergency room visit(s)

$65 copay for Medicare-covered
emergency room visit(s)

Urgently needed services

* Primary care provider (PCP) $5 copay $5 copay

+ Specialist’s office $10 copay $10 copay

+ Urgent care center $10 copay $10 copay

Urgently needed services are care

provided to treat a

non-emergency, unforeseen

medical illness, injury or condition

that requires immediate medical

attention.

DIAGNOSTIC SERVICES, LABS AND IMAGING

Advanced imaging services

(MRI, MRA, PET and CT Scan)

« Primary care provider (PCP) $5 copay $5 copay

+ Specialist’s office $10 copay $10 copay

* Freestanding radiological $10 copay $10 copay
facility

+ Outpatient Hospital $10 copay $10 copay

Diagnostic mammography

* Primary care provider (PCP) $5 copay $5 copay

+ Specialist’s office $10 copay $10 copay

* Freestanding radiological $5 copay $5 copay
facility

+ Outpatient Hospital $5 copay $5 copay

Diagnostic procedures and tests

« Primary care provider (PCP) $5 copay $5 copay

+ Specialist’s office $10 copay $10 copay

+ Urgent care center $10 copay $10 copay

* Freestanding radiological $5 copay $5 copay
facility

+ Outpatient Hospital $5 copay $5 copay

EKG screening

« Primary care provider (PCP) $0 copay $0 copay

+ Specialist’s office $0 copay $0 copay

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list

of items and services that may be subject to prior authorization: Humana.com/PAL.
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? Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK
+ Freestanding radiological $0 copay $0 copay
facility
+ Outpatient Hospital $0 copay $0 copay
Lab services
* Primary care provider (PCP) $0 copay $0 copay
+ Specialist’s office $0 copay $0 copay
+ Urgent care center $0 copay $0 copay
+ Freestanding laboratory $5 copay $5 copay
+ Outpatient Hospital $5 copay $5 copay
Nuclear medicine services
* Freestanding radiological $5 copay $5 copay
facility
+ Outpatient Hospital $10 copay $10 copay
Outpatient x-rays
* Primary care provider (PCP) $5 copay $5 copay
+ Specialist’s office $10 copay $10 copay
+ Urgent care center $10 copay $10 copay
* Freestanding radiological $5 copay $5 copay
facility
+ Outpatient Hospital $5 copay $5 copay
Radiation therapy
+ Specialist’s office $10 copay $10 copay
* Freestanding radiological $10 copay $10 copay
facility
+ Outpatient Hospital $10 copay $10 copay
@ HEARING SERVICES
Medicare-covered hearing: $10 copay $10 copay

diagnostic hearing and balance

exams

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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? Covered Medical Benefits

IN-NETWORK

OUT-OF-NETWORK

Routine hearing

$0 copay for routine hearing
exams up to 1 per year (includes
hearing aid fitting).

$0 copay for follow-up provider
visits up to 3 per year.

$500 maximum benefit coverage
amount for each hearing aid(s)
(all types) up to 1 per ear every 3
years.

Note: Includes 3 years of batteries
per non-rechargeable aid (up to
60 cells per ear, per year) and 3
year warranty.

Three follow-up provider visits
during first year following hearing
aid purchase, with the original
provider.

95% of the cost for routine
hearing exams up to 1 per year.
95% of the cost for follow-up
provider visits up to 3 per year.
95% of the cost for each
prescription hearing aid up to 1
per ear every 3 years.

Member is required to pay the full
cost at the time of service when
utilizing an out-of-network
provider.

To receive reimbursement from
Humana for eligible
items/services, the member must
submit required documentation.
Reimbursement will be limited to
up to 5% of the allowed amount
on eligible items/services.
Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.

W DENTAL SERVICES

Medicare-covered dental

$10 copay

$10 copay

Routine dental

0% of the cost for comprehensive
oral evaluation or periodontal
exam up to 1 every 3 years.

0% of the cost for panoramic film
or diagnostic x-rays up to 1 every
5 years.

0% of the cost for bitewing x-rays
up to 1 set(s) per year.

0% of the cost for emergency
diagnostic exam, intraoral x-rays
up to 1 per year.

0% of the cost for fluoride
treatment, periodic oral exam,
prophylaxis (cleaning) up to 2 per
year.

0% of the cost for periodontal
maintenance up to 4 per year.
0% of the cost for necessary
anesthesia (inhalation of nitrous
oxide/analgesia, anxiolysis) with

0% of the cost for comprehensive
oral evaluation or periodontal
exam up to 1 every 3 years.

0% of the cost for panoramic film
or diagnostic x-rays up to 1 every
5 years.

0% of the cost for bitewing x-rays
up to 1 set(s) per year.

0% of the cost for emergency
diagnostic exam, intraoral x-rays
up to 1 per year.

0% of the cost for fluoride
treatment, periodic oral exam,
prophylaxis (cleaning) up to 2 per
year.

0% of the cost for periodontal
maintenance up to 4 per year.
0% of the cost for necessary
anesthesia (inhalation of nitrous
oxide/analgesia, anxiolysis) with

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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@R Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK
covered service up to as needed  covered service up to as needed
with covered codes per year. with covered codes per year.

$500 combined maximum benefit $500 combined maximum benefit
coverage amount per year forall  coverage amount per year for all
preventive and comprehensive preventive and comprehensive
benefits. benefits.
Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.

Limitations and exclusions may apply. Please see your Evidence of Coverage (EOC) for additional details.
Submitted claims are subject to a review process which may include a clinical review and dental history to
approve coverage. Dental benefits under this plan may not cover all ADA procedure codes. Any services
received that are not listed will not be covered by the plan and will be the member's responsibility. The
member is responsible for any amount above the dental coverage limit. Benefits are offered on a calendar
year basis. Any amount unused at the end of the year will expire. Information regarding each plan is
available at Humana.com/sb.

In-network dentists have agreed to provide covered services at contracted rates (per the in-network fee
schedules, or INFS). If a member visits a participating network dentist, the member cannot be billed for
charges that exceed the negotiated fee schedule (but any applicable coinsurance payment still applies).
Visiting an in-network provider may result in significant savings.

Out-of-network dentists have not agreed to provide services at contracted fees. The out-of-network
provider may bill the member for more than what the plan pays, even for services listed with no member
cost share. Members are responsible for this difference between Humana’s reimbursement and the
out-of-network provider’s charges. This is known as balance billing. Benefits received out-of-network are
subject to any in-network benefit maximums, limitations and/or exclusions. Please see below for provider
locator instructions. Network providers agree to bill us directly. If a provider who is not in our network is not
willing to bill us directly, you may have to pay upfront and submit a request for reimbursement. The
coinsurance level will apply to the average negotiated in-network fee schedule (INFS)/usual-customary and
reasonable fees in your area. See Chapter 2 Payment Requests Contact Information or visit Humana.com
for information on requesting reimbursement.

The Mandatory Supplemental Dental benefits are provided through the HumanaDental. Contact Customer
Service to locate a provider.

(© VISION SERVICES

Medicare-covered vision $10 copay $10 copay
services
Medicare-covered diabeticeye  $0 copay $0 copay

exam (1 per year)

Medicare-covered glaucoma $0 copay $0 copay
screening (1 per year)

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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? Covered Medical Benefits

IN-NETWORK

OUT-OF-NETWORK

Medicare-covered eyewear
(post-cataract)

$10 copay

$10 copay

Routine vision

EyeMed is the In-Network
provider for the routine vision
benefit. Contact Customer Service
to locate a provider.

$0 copay for routine exam
(includes refraction) up to 1 per
year.

$0 copay for routine exam
(includes refraction) up to 1 per
year.

$175 combined maximum benefit
coverage amount per year for
routine exam (includes refraction).
Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.

MENTAL HEALTH SERVICES

Inpatient

The inpatient hospital care limit
applies to inpatient mental
services provided in a general
hospital or a psychiatric facility.
Except in an emergency, your
doctor must tell the plan that you
are going to be admitted to the
hospital.

190 day lifetime limit in a
psychiatric facility.

$100 per admit

$100 per admit

Partial Hospitalization $0 copay $0 copay
Intensive Outpatient Services $0 copay $0 copay
Outpatient group and individual

therapy visits

« Primary care provider (PCP) $5 copay $5 copay
+ Specialist’s office $10 copay $10 copay
« Urgent care $10 copay $10 copay
+ Outpatient Hospital $10 copay $10 copay

SKILLED NURSING FACILITY (SNF)

This plan covers up to 100 days in
a SNF.

No 3-day hospital stay is
required.
Plan pays SO after 100 days.

$0 copay per day for days 1-20

$0 copay per day for days 1-20

$25 copay per day for days 21-40  $25 copay per day for days 21-40
$0 copay per day for days 41-100  $0 copay per day for days 41-100

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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? Covered Medical Benefits

IN-NETWORK

OUT-OF-NETWORK

AMBULANCE

Per date of service regardless of
the number of trips. Limited to
Medicare-covered transportation.

$0 copay

$0 copay

TRANSPORTATION

Uniformity Flexibility
Non-Emergency Medical
Transportation

$0 copay for plan approved

location up to unlimited one-way
trip(s) per year by car, rideshare
services, van, wheelchair access
vehicle for members with a
Chronic Kidney Disease (CKD), End
Stage Renal Disease (ESRD), or

Cancer Diagnosis.

This benefit is not to exceed 50

miles per trip.

95% coinsurance for plan
approved location by car,
rideshare services, van, wheelchair
access vehicle for members with a
Chronic Kidney Disease (CKD), End
Stage Renal Disease (ESRD), or
Cancer Diagnosis.

This benefit is not to exceed 50
miles per trip.

Member is required to pay the full
cost at the time of service when
utilizing an out-of-network
provider. To receive
reimbursement from Humana for
eligible items/services, the
member must submit required
documentation. Reimbursement
will be limited to up to 5% of the
allowed amount on eligible
items/services.

Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.

MEDICARE PART B PRESCRIPTION DRUGS

Chemotherapy drugs

+ Specialist’s office $0 copay $0 copay
+ Outpatient Hospital $0 copay $0 copay
Medicare Part B covered drugs

* Primary care provider (PCP) $0 copay $0 copay
+ Specialist’s office $0 copay $0 copay
+ Outpatient Hospital $0 copay $0 copay

« Pharmacy

0% of the cost

0% of the cost

Medicare Part B insulin drugs

« Primary care provider (PCP)
 Specialist’s office

$0 copay
$0 copay

$0 copay
$0 copay

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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? Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK
+ Outpatient Hospital $0 copay $0 copay
« Pharmacy 0% of the cost 0% of the cost
ACUPUNCTURE SERVICES
Medicare-covered acupuncture  $10 copay for acupuncture for $10 copay for acupuncture for
visit(s) for chronic low back pain chronic low back pain visits up to  chronic low back pain visits up to
20 combined in and out of 20 combined in and out of
network visit(s) per year. network visit(s) per year.
Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.
ALLERGY
Allergy shots & serum
* Primary care provider (PCP) $5 copay $5 copay
+ Specialist’s office $10 copay $10 copay
CHIROPRACTIC SERVICES
Medicare-covered chiropractic ~ $10 copay $10 copay
visit(s)

DIABETES SERVICES AND SUPPLIES
Continuous glucose monitor

(CGM)

+ Durable medical equipment $10 copay $10 copay
provider

+ Pharmacy $10 copay $10 copay

+ Preferred Pharmacy $0 copay Not Covered

Diabetes management training

« Primary care provider (PCP) $0 copay $0 copay

+ Specialist’s office $0 copay $0 copay

« Outpatient hospital $0 copay $0 copay

Diabetes monitoring supplies

+ Durable medical equipment $10 copay $10 copay
provider

+ Pharmacy $0 copay $0 copay

+ Preferred diabetic supplier $0 copay Not Covered

Diabetes screening

« Primary care provider (PCP) $0 copay $0 copay

+ Specialist’s office $0 copay $0 copay

Diabetic shoes and inserts

+ Prosthetics provider $10 copay $10 copay

+ Durable medical equipment $10 copay $10 copay
provider

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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? Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK

FOOT CARE (PODIATRY)

Medicare-covered foot care $10 copay $10 copay

Routine foot care $10 copay for routine podiatry $10 copay for routine podiatry
visits up to 6 combined in and out visits up to 6 combined in and out
of network visit(s) per year. of network visit(s) per year.

Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.

HOME HEALTH CARE

$0 copay $0 copay

HOSPICE
You must get care from a Medicare-certified hospice. You must consult with this plan before you select
hospice.

MEDICAL EQUIPMENT/SUPPLIES
Durable medical equipment

+ Durable medical equipment $10 copay $10 copay
provider
+ Pharmacy $10 copay $10 copay

Medical supplies
(includes but not limited to:
catheters, IV set-up and

supplies)

+ Medical supply provider $2 copay $2 copay

+ Pharmacy $2 copay $2 copay

Prosthetics (artificial limbs or

braces)

+ Prosthetics provider $10 copay $10 copay

WIGS (medically necessary)

Wigs $0 copay for medically necessary  $0 copay for medically necessary
wigs. wigs.

Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.

OUTPATIENT SUBSTANCE ABUSE

Outpatient group and individual
substance abuse treatment

visits
* Primary care provider (PCP) $5 copay $5 copay
+ Specialist’s office $10 copay $10 copay

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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? Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK
« Urgent care $10 copay $10 copay
+ Outpatient hospital $10 copay $10 copay
REHABILITATION SERVICES
Audiology Therapy
+ Specialist’s office $5 copay $5 copay
« Comprehensive outpatient $5 copay $5 copay
rehab facility
+ Outpatient hospital $5 copay $5 copay
Cardiac rehabilitation
+ Specialist’s office $5 copay $5 copay
+ Outpatient hospital $5 copay $5 copay
Occupational therapy
+ Specialist’s office $5 copay $5 copay
« Comprehensive outpatient $5 copay $5 copay
rehab facility
+ Outpatient hospital $5 copay $5 copay
Physical therapy
+ Specialist’s office $5 copay $5 copay
« Comprehensive outpatient $5 copay $5 copay
rehab facility
+ Outpatient hospital $5 copay $5 copay
Pulmonary rehabilitation
+ Specialist’s office $5 copay $5 copay
« Comprehensive outpatient $5 copay $5 copay
rehab facility
+ Outpatient hospital $5 copay $5 copay
Speech therapy
+ Specialist’s office $5 copay $5 copay
« Comprehensive outpatient $5 copay $5 copay
rehab facility
+ Outpatient hospital $5 copay $5 copay
RENAL DIALYSIS
Renal dialysis services
+ Dialysis center $0 copay $0 copay
+ Outpatient hospital $0 copay $0 copay
Kidney disease education
services
« Primary care provider (PCP) $0 copay $0 copay
+ Specialist’s office $0 copay $0 copay
+ Outpatient hospital $0 copay $0 copay

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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? Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK
HUMANA IN-NETWORK TELEHEALTH VENDORS, i.e. MDLive (in addition to Original Medicare)
Primary care provider (PCP) $0 copay Not Covered
Specialist $10 copay Not Covered
Urgent care services $0 copay Not Covered
Substance abuse or behavioral ~ $0 copay Not Covered

health services

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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(» Additional Benefits

IN-NETWORK

OUT-OF-NETWORK

FITNESS AND WELLNESS

Live a healthier, more active life $0 copay
through fitness and social

connection at participating

SilverSneakers® locations and

online.

95% coinsurance for
out-of-network fitness centers.
Member is required to pay the full
cost at the time of service when
utilizing an out-of-network
provider. To receive
reimbursement fromm Humana for
eligible items/services, the
member must submit required
documentation. Reimbursement
will be limited to up to 5% of the
allowed amount on eligible
items/services.

Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.

HEALTH EDUCATION SERVICES

Personal Health Coaching is an $0 copay
interactive inbound and outreach
on-line and telephonic wellness
coaching for Medicare
participants who elect to
participate, for wellness
improvement, including weight
management, nutrition, exercise,
back care, blood pressure
management, and blood sugar
management.

Not Applicable

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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G Additional Benefits

IN-NETWORK

OUT-OF-NETWORK

POST-DISCHARGE SERVICES

« Assistance from a qualified aid  $0 copay per discharge event
to help perform activities of following each inpatient or skilled
daily living within the home. nursing facility stay.

Minimum of 4 hours per day,
up to a maximum of 8 hours.
Types of assistance include
bathing, dressing, toileting,
walking, eating and preparing
meals.

+ 2 meals per day for 14 days,
up to 28 meals delivered to
your door.

« Transportation up to 12
one-way trips to plan
approved locations by
rideshare services, car, van or
wheelchair accessible vehicle.

+ In-network services must be
scheduled by approved
vendors, scheduled within 30
days of discharge event and
utilized within 60 days of
discharge.

95% coinsurance for
out-of-network post-discharge
services. Member is required to
pay the full cost at the time of
service when utilizing an
out-of-network provider. To
receive reimbursement from
Humana for eligible
items/services, the member must
submit required documentation.
Reimbursement will be limited to
up to 5% of the allowed amount
on eligible items/services.
Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.

SMOKING CESSATION (ADDITIONAL)

A comprehensive smoking $0 copay

cessation program available
online, email and phone. Personal
coaches assist via establishing
goals and providing articles and
resources to aid in the effort to
quit smoking.

Not Applicable

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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G Additional Benefits

IN-NETWORK

OUT-OF-NETWORK

UNIFORMITY FLEXIBILITY VIRTUAL CARDIAC RECOVERY

Delivered via telehealth, virtual
cardiac recovery program
provides up to 36 covered
sessions to support recovery and
reduce the risk of hospital
readmission.

$0 copay

95% coinsurance for cardiac
recovery services provided via
telehealth under virtual
supervision by a physician or
qualified practitioner. Member is
required to pay the full cost at the
time of service when utilizing an
out-of-network provider. To
receive reimbursement from
Humana for eligible
items/services, the member must
submit required documentation.
Reimbursement will be limited to
up to 5% of the allowed amount
on eligible items/services.
Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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Notice of Availability - Auxiliary Aids and Services Notice

English: Free language, auxiliary aid, and alternate format services are available. Call 877-320-1235
TTY: 711).
§\°‘7CT [AmLaric]P‘I? 727 R)F 99 (DERLT AE RITGER PCOYT PATO ANAAFTI® N5 A N
877-320-1235 (TTY: 711) AL LMD

877-320-1235 i1 e Josil Lo Jindl gl 5 L8l saelunall s 2l Cilari 53 455 ;[Arabic] 4w el

(711 padd iigl)

Cwbpbu [Armenian]: Lwuwubh Gu wudbwp |Ggywlw, wowlygdwyu b wipuwnpwupwiht
duwywihh dwnwnipinibtin: Quugqwbwnb’p 877-320-1235 (TTY' 711) Abnwunuwlwdwnpny:

Basd) [Bassa]: Wudu-xwiniin-mu-za-za kiia, hwodd-fana-nyd,, k& nyo-b3-po-ka bé bé wa nyuesé widi
pge-péedo ko Da 877-320-1235 (TTY: 711).

AT [Bengali]: RAMgce o1, WEHE Txrwet, a3 [eg [RAnet S (g3t Soreta | Fi FF4 877-
320-1235 (TTY: 711) 7901

BRI [Simplified Chinese]: I PBHRBANES. HINSE U NEMEMAIRS . BB
877-320-1235 (IFfEL4: 711)
EF2 X [Traditional Chinese] : FMIAJIEH L ERNES ~ HENREUSREMEIORAARTS o SFE

877-320-1235 (BE[E=4R : 711) o
Kreyol Ayisyen [Haitian Creole]: Gen sévis lengwistik gratis, €d oksilye, ak 16t foma seévis ki disponib.
Rele 877-320-1235 (TTY: 711).
Hrvatski [Croatian]: Dostupne su besplatne jeziéne usluge, usluge dodatne pomoci i alternativnog
formata. Nazovite 877-320-1235 (TTY: 711).

(TTY: 711) 877-320-1235 L .ol (s i 5o Bila gla a5 Lilial gla S G ol e - [Farsi] lé

A% sl

Francais [French]: Des services gratuits d’assistance linguistique, d’aide auxiliaire et de format
alternatif sont disponibles. Appelez le 877-320-1235 (ATS : 711).

Deutsch [German]: Es stehen kostenlose unterstiitzende Hilfs- und Sprachdienste sowie alternative
Dokumentformate zur Verfugung. Telefon: 877-320-1235 (TTY: 711).

EAANvika [Greek]: AlaTiBevtal dwpedv YAWOOIKEG UTTNPETIEG, BONBruATa KAl UTTNPETIEG O€
EVaANQKTIKEG TTPOCRACINEG HoPPEC. KaAéoTe oTo 877-320-1235 (TTY: 711).

xRl [Gujarati] : Hscl G, ASIUS ASR i ds(As sl Acuil Guded 8, 877-320-1235 (TTY: 711)
uR sie 53U,

AYPNN X1 .0"917N D'UNNIS] 0*VORVI TV "ITAN ,DIANN 'NIN'Y (D1'NA D'AT N7R 0'NN'Y [Hebrew] n'ay
(TTY: 711) 877-320-1235 oon"?
fgdl [Hindi]: fRrg[ees o1, G981 Hag 3R depfetier URT TaTY U<y &1 877-320-1235 (TTY:711)
TR Shict hil
Hmoob [Hmong]: Muaj kev pab txhais lus, pab kom hnov suab, thiab Iwm tus qauv pab cuam.
Hu 877-320-1235 (TTY: 711).
Bekee [Igbo]: Asusu n’efu, enyemaka nkwaru, na oru usoro ndi 0zo di. Kpoo 877-320-1235
(TTY: 711).
GHHNOA2026HUM_0526



Italiano [Italian]: Sono disponibili servizi gratuiti di supporto linguistico, assistenza ausiliaria e formati
alternativi. Chiamare il numero 877-320-1235 (TTY: 711).

HAEE [Japanese. S ET—E X, @BIXET—EX. KB —EXEERNTIHIBWR

\TE T, 877-320-1235 (TTY: 711) T CHBEECET L

menigi [Khmer]s ilunagigaman igw 84 iwnAymspRIHtiguMBIAmSs giunisiiue 877-320-
1235 (TTY: 711) 4

t=0{ [Korean]: F= 210], 2 X|& 3! thAl| @4 MH|AE O|8SHY £ UASLICE 877-320-1235
(TTY: 711) HOZ 2O|S}AIA|Q.

wigad [Lao]: BOSmuwnan, suznsugosilie ta: suwuumdendudigeetu. In

877-320-1235 (TTY: 711).

Diné [Navajo]: Saad bee anad’alwo’, bee haz’aanii, dé6 naaltsoos t'aa ajiti’igii bee ak’e’elyaaigii t'aa
jiik’eh holg. 877-320-1235 (TTY: 711) bich’} hodiilnih.

Autett [Nepali]: f:g[eeh a1 da1, GgrIe: At ¥ A erarnT dargs Sucrsy &+ | 877-320-1235

(TTY: 711) 1 &l T |

Polski [Polish]: Dostepne sg bezptatne ustugi jezykowe, pomocnicze i alternatywne formaty. Zadzwon
pod numer 877-320-1235 (TTY: 711).

Portugués [Brazilian Portuguese]: Estao disponiveis servigos gratuitos de ajuda linguistica auxiliar
e outros formatos alternativos. Ligue 877-320-1235 (TTY: 711).

Ut [Punjabi]: He3 3, Aafea AafesT, »3 feasfud eare Ree useyd I&1 877-320-1235
(TTY: 711) ‘3 IV 3|

Pycckui [Russian]: Npegocraensiotcs 6ecnnatHble yenyrm si3biIkOBOW NOAAEPKKM,
BCNomoraTernbHble CpeacTBa n matepuansl B anbTepHaTUBHbIX oopMartax. 3BOHUTE MO HOMepY
877-320-1235 (TTY: 711).

Espafiol [Spanish]: Los servicios gratuitos de asistencia linguistica, ayuda auxiliar y servicios en otro
formato estan disponibles. Llame al 877-320-1235 (TTY: 711).

Tagalog [Tagalog]: Magagamit ang mga libreng serbisyong pangwika, serbisyo o device na
pantulong, at kapalit na format. Tumawag sa 877-320-1235 (TTY: 711).

SLOILD [Tamil]: QlomLf),, 2 St ClUMRHLES6T LMMILD LTMM| eUlg6UERLOLILIEF CFeneuss6iT
@ 6v6usLNES HlenLs&l6oTm6ur. 877-320-1235 (TTY: 711) 6T650T6M6T0T S EMLPESHELD.

Benth [Telugu]: ee8 s, JSFOHE Sogded, SoB8asw HeEgH20H évm&eg DSeN e90523°enS® tferd).
877-320-1235 (TTY: 711) 8 5°5 530530&
-877-320-1235 (TTY: 711) JS .y it Sladd (S Suajld Jaliie ) ealaad g slas ¢l e [Urdu]: o))

Tiéng Viét [Vietnamese]: C6 san mién phi cac dich vu ngén nglr, hé tro phu tro va dinh dang thay
thé. Hay goi 877-320-1235 (TTY: 711).

Oyinbé [Yoruba]: Awon isé atiléhin iranldwdé édé, ati ona kika miran wa larowoto 16féé.
Pe 877-320-1235 (TTY: 711).

This notice is available at https://www.humana.com/legal/multi-language-support.



@ Find out more

You can see this plan's provider directory at https://your.Humana.com/sof or

call us at the number listed at the beginning of this booklet and we will send you
one.

Humana is a Medicare Advantage PPO plan with a Medicare contract. Enrollment in this Humana plan
depends on contract renewal.

If you want to compare this plan with other Medicare health plans, you can call your employer or union
sponsoring this plan to find out if you have other options through them.

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.

HUITI(]n(J® https://your.Humana.com/sof
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