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Our service area includes the following county/counties in Minnesota: Aitkin, Anoka, Becker,
Beltrami, Benton, Big Stone, Blue Earth, Brown, Carlton, Carver, Cass, Clay, Clearwater, Crow
Wing, Dakota, Dodge, Faribault, Fillmore, Freeborn, Goodhue, Grant, Hennepin, Houston,
Hubbard, Isanti, Itasca, Kanabec, Kittson, Lac qui Parle, Lake, Lake of the Woods, Le Sueur,
Lincoln, Lyon, Mahnomen, Marshall, Martin, McLeod, Meeker, Mille Lacs, Morrison, Mower,
Nicollet, Nobles, Norman, Olmsted, Otter Tail, Pennington, Pine, Pipestone, Polk, Ramsey, Red
Lake, Renville, Rice, Rock, Roseau, Scott, Sibley, St. Louis, Steele, Todd, Wabasha, Wadena,
Waseca, Washington, Watonwan, Wilkin, Winona, Wright

North Dakota: Burleigh, Cass, Grand Forks, Morton, Richland, Stutsman

South Dakota: Minnehaha, Pennington.






Monthly Premium, Deductible and Limits

PLAN COSTS
Monthly plan premium $38
You must keep paying your If you receive premium assistance, your plan
Medicare Part B premium. premium may be reduced.
Medical deductible $203* combined Part B deductible

Services not covered by Original Medicare, Part A services (IP, Skilled
“You pay the same amount as Nursing and Home Health), Medicare covered Preventive services,
you would with Original Medicare. ~ Ambulance and Emergency Room services, Urgently Needed Services
In 2021, the amounts are as at Urgent Care Centers, and COVID-19 Tests and Treatment do not
listed. These amounts may apply to the in-network and out-of-network Part B deductible.
changein 2022.
Pharmacy (Part D) deductible $350 for Tier 3, Tier 4, Tier 5
Maximum out-of-pocket $6,700 in-network
responsibility $10,000 combined in- and out-of-network

The most you pay for copays,
coinsurance and other costs for
medical services for the year.

@2 Covered Medical and Hospital Benefits

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

$454 copay per day for days 1-4  $454 copay per day for days 1-4
$0 copay per day for days 5-90 $0 copay per day for days 5-90
Your plan covers an unlimited

number of days for an inpatient

stay.
OUTPATIENT HOSPITAL COVERAGE
0utpqt-ient surggry at 20% of the cost 20% of the cost
outpatient hospital
Outpatient surgery at 20% of the cost 20% of the cost
ambulatory surgical center
DOCTOR OFFICE VISITS
Primary care provider (PCP) $20 copay 20% of the cost
Specialists $50 copay 20% of the cost

You do not need a referral to receive covered services from plan providers. Certain procedures, services and drugs
may need advance approval from your plan. This is called a "prior authorization" or "preauthorization." Please
contact your PCP or refer to the Evidence of Coverage (EOC) for services that require a prior authorization from the
plan.
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(@ Covered Medical and Hospital Benefits (cont,)

IN-NETWORK OUT-OF-NETWORK
PREVENTIVE CARE

Our plan covers many preventive §g copay or 20% of the cost,

services at no cost when you see  jonending on the service and
an in-network provider including: \nere service is provided

« Abdominal aortic aneurysm

screening Any additional preventive services
+ Alcohol misuse counseling approved by Medicare during the
« Bone mass measurement contract year will be covered.
* Breast cancer screening

(mammogram)

+ Cardiovascular disease
(behavioral therapy)

+ Cardiovascular screenings

+ Cervical and vaginal cancer
screening

+ Colorectal cancer screenings
(colonoscopy, fecal occult
blood test, flexible
sigmoidoscopy)

+ Depression screening

+ Diabetes screenings

+ HIV screening

+ Medical nutrition therapy
services

+ Obesity screening and
counseling

+ Prostate cancer screenings
(PSA)

« Sexually transmitted infections
screening and counseling

+ Tobacco use cessation
counseling (counseling for
people with no sign of
tobacco-related disease)

+ Vaccines, including flu shots,
hepatitis B shots,
pneumococcal shots

+ "Welcome to Medicare"
preventive visit (one-time)

« Annual Wellness Visit

+ Lung cancer screening

+ Routine physical exam

+ Medicare diabetes prevention
program

You do not need a referral to receive covered services from plan providers. Certain procedures, services and drugs
may need advance approval from your plan. This is called a "prior authorization" or "preauthorization." Please
contact your PCP or refer to the Evidence of Coverage (EOC) for services that require a prior authorization from the
plan.
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4 Covered Medical and Hospital Benefits (cont)
IN-NETWORK OUT-OF-NETWORK

000¢6091¢SH

Any additional preventive services
approved by Medicare during the
contract year will be covered.

EMERGENCY CARE

Emergency room $90 copay $90 copay
If you are admitted to the

hospital within 24 hours, you do

not have to pay your share of the

cost for the emergency care.

Urgently needed services 20% of the cost at an urgent care  20% of the cost at an urgent care
Urgently needed services are center center

provided to treat a

non-emergency, unforeseen

medical illness, injury or condition

that requires immediate medical

attention.

OUTPATIENT CARE AND DIAGNOSTIC SERVICES, LABS AND IMAGING
Cost share may vary depending on the service and where service is provided

Diagnostic mammography $50 copay or 20% of the cost 20% of the cost

Diagnostic radiology $20 to $70 copay or 20% of the ~ 20% of the cost
cost

Lab services $0 copay or 20% of the cost 20% of the cost

Diagnostic tests and procedures  ¢q 1o $50 copay or 20% of the 20% of the cost
cost

Outpatient X-rays $20 to $50 copay or 20% of the ~ 20% of the cost
cost

Radiation therapy 20% of the cost 20% of the cost

HEARING SERVICES

Medicare-covered hearing $50 copay 20% of the cost

DENTAL SERVICES

Additional dental benefits are available with a separate monthly premium. Please see the "Optional
Supplemental Benefits" page for details.

Medicare-covered dental $50 copay 20% of the cost
VISION SERVICES

Additional vision benefits are available with a separate monthly premium. Please see the "Optional
Supplemental Benefits" page for details.

Medicare-covered vision $50 copay 20% of the cost
services

You do not need a referral to receive covered services from plan providers. Certain procedures, services and drugs
may need advance approval from your plan. This is called a "prior authorization" or "preauthorization." Please
contact your PCP or refer to the Evidence of Coverage (EOC) for services that require a prior authorization from the
plan.

2022 -8- Summary of Benefits



@ Covered Medical and Hospital Benefits (cont.)

IN-NETWORK OUT-OF-NETWORK
Medicare-covered diabetic eye $0 copay 20% of the cost
exam
Medicare-covered glaucoma $0 copay 20% of the cost
screening
Medicare-covered eyewear $0 copay 20% of the cost

(post-cataract)
MENTAL HEALTH SERVICES

Inpatient

Your plan covers up to 190 days
in a lifetime for inpatient mental
health care in a psychiatric
hospital

$405 copay per day for days 1-4
$0 copay per day for days 5-90

$405 copay per day for days 1-4
$0 copay per day for days 5-90

Outpatient group and individual
therapy visits

Cost share may vary depending
on where service is provided.

SKILLED NURSING FACILITY (SNF)

Your plan covers up to 100 days
in a SNF

PHYSICAL THERAPY

AMBULANCE

Ambulance (ground)

19% to 20% of the cost

$0 copay per day for days 1-20
$188 copay per day for days
21-100

20% of the cost

$290 copay per date of service

20% of the cost

$0 copay per day for days 1-20
$188 copay per day for days
21-100

20% of the cost

$290 copay per date of service

Ambulance (air)
TRANSPORTATION

20% of the cost

Not covered

(9 Prescription Drug Benefits

20% of the cost

Not covered

MEDICARE PART B DRUGS
Chemotherapy drugs

20% of the cost

20% of the cost

Other Part B drugs

20% of the cost

20% of the cost

You do not need a referral to receive covered services from plan providers. Certain procedures, services and drugs
may need advance approval from your plan. This is called a "prior authorization" or "preauthorization." Please
contact your PCP or refer to the Evidence of Coverage (EOC) for services that require a prior authorization from the

plan.
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PRESCRIPTION DRUGS

If you don't receive Extra Help for your drugs, you'll pay the following:

Deductible This plan has a $350 deductible for Tier 3, Tier 4, Tier 5 drugs. You pay the full cost of these
drugs until you reach $350. Then, you only pay your cost-share. There is no deductible for Select Insulins
as part of the Insulin Savings Program. During this stage, you will pay no more than $35 for a one-month
(up to a 30-day) supply for Select Insulins. See the Additional Drug Coverage section of this document for
additional details.

Initial coverage (after you pay your deductible, if applicable)

You pay the following until your total yearly drug costs reach $4,430. Total yearly drug costs are the total
drug costs paid by both you and our plan. Once you reach this amount, you will enter the Coverage Gap.
As part of the Insulin Savings Program, you will pay no more than $35 for a one-month (up to a 30-day)
supply for Select Insulins in the initial coverage stage. See the Additional Drug Coverage section of this
document for specific details.

Preferred cost-sharing

Pharmacy options Retail Mail order

To find the preferred cost-share retail | Humana Pharmacy®

Elhcrmocies near you, go to
umana.com/pharmacyfinder

30-day supply 90-day supply 30-day supply 90-day supply

Tier 1: Preferred Generic  |S4 $12 S4 SO
Tier 2: Generic S15 $45 S15 SO
Tier 3: Preferred Brand S47 $141 S47 $131
Tier 4: Non-Preferred 50% 50% 50% 50%
Drug

Tier 5: Specialty Tier 27% N/A 27% N/A
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Standard cost-sharing
Pharmacy options Retail Mail order
All other network retail pharmacies. Walmart Mail, PillPack
30-day supply 90-day supply 30-day supply 90-day supply
Tier 1: Preferred Generic  [S10 $30 $10 S30
Tier 2: Generic S20 $60 $20 S60
Tier 3: Preferred Brand S47 $141 S47 $141
Tier 4: Non-Preferred 50% 50% 50% 50%
Drug
Tier 5: Specialty Tier 27% N/A 27% N/A

Generic drugs may be covered on tiers other than Tier 1 and Tier 2 so please check this plan's Humana
Drug Guide to validate the specific tier on which your drugs are covered.

Other pharmacies are available in our network.

Specialty drugs are limited to a 30-day supply.

If you receive Extra Help for your drugs, you'll pay the following:
Deductible You may pay $0 or $99 depending on your level of Extra Help (for Tier 3, Tier 4, Tier 5). If your

deductible is $99, you pay the full cost of these drugs until you reach $99. Then, you only pay your

cost-share.

Pharmacy cost-sharing

For generic drugs (including

brand drugs treated as
generic), either:

30-day supply

$0 copay; or
$1.35 copay; or
$3.95 copay ; or

90-day supply

$0 copay; or
$1.35 copay; or
$3.95 copay ; or

15% of the cost 15% of the cost
For all other drugs, either: $0 copay; or $0 copay; or

$4 copay; or $4 copay; or

$9.85 copay ; or $9.85 copay ; or

15% of the cost 15% of the cost

ADDITIONAL DRUG COVERAGE

000¢6091¢SH

This plan participates in the Insulin Savings Program which provides affordable, predictable copayments
on Select Insulins through the first three drug payment stages (Deductible (if applicable), Initial Coverage
and Coverage Gap) of the Part D benefit. The Insulin Savings Program does not apply to the Catastrophic
Coverage stage. To find out which drugs are Select Insulins, please check this plan's Humana Drug Guide.
You can identify Select Insulins by the "ISP" indicator in the Drug Guide. You are not eligible for this
program if you receive Extra Help.
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Catastrophic Coverage

After your yearly out-of-pocket drug costs (including drugs purchased through your retail pharmacy and

through mail order) reach $7,050, you pay the greater of:
* 5% of the cost, or

« $3.95 copay for generic (including brand drugs treated as generic) and a $9.85 copayment for all other

drugs

(2 Additional Benefits

IN-NETWORK OUT-OF-NETWORK
Medicare-covered foot care $50 copay 20% of the cost
(podiatry)
Medicare-covered chiropractic 20% of the cost 20% of the cost
services
MEDICAL EQUIPMENT/SUPPLIES
Durable medical equipment (like 209 of the cost 20% of the cost
wheelchairs or oxygen)
Medical Supplies 20% of the cost 20% of the cost
Prosthetics (artificial limbs or 20% of the cost 20% of the cost
braces)
Diabetic monitoring supplies $0 copay or 10% to 20% of the ~ 20% of the cost
Cost share may vary dependingon cost
where service is provided.
REHABILITATION SERVICES
Occupational and speech 20% of the cost 20% of the cost
therapy
Cardiac rehabilitation 20% of the cost 20% of the cost
Pulmonary rehabilitation 20% of the cost 20% of the cost
TELEHEALTH SERVICES (in addition to Original Medicare)
Primary care provider (PCP) $0 copay Not Covered
Specialist $50 copay Not Covered
Urgent care services $0 copay Not Covered

Substance abuse or behavioral $0 copay
health services

Not Covered

2022 -13 -

Summary of Benefits

000¢6091¢SH






ja

Optional Supplemental Benefits

Customize your coverage for an extra monthly premium when you enroll. You can
choose from the following to help create your Medicare plan.

MyOption Platinum Dental DEN887

$ 3 6.90 Offers coverage for preventive, basic, and major services at both
in-network (HumanaDental Medicare network) and out-of-network
dentists. These extra benefits have an additional monthly premium.

MyOption Plus DEN843 & VIS759
$ 2 8."‘0 Includes benefits for preventive and basic dental services at both

in-network (HumanaDental Medicare network) and out-of-network
dentists as well as vision benefits. These benefits have an additional
monthly premium.

Humana MyOption optional supplemental benefits (OSB) are only available to members of certain Humana Medicare
Advantage (MA) plans. Members of Humana plans that offer OSBs may enroll in OSBs throughout the year. Benefits
may change on January 1 each year. Enrollees must use network providers for specific OSBs when stated in the
Evidence of Coverage (EOC); otherwise, covered services may be received from non-network providers at a higher
cost. Enrollees must continue to pay the Medicare Part B premium, their Humana plan premium and the OSB

premium.
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My Options, My Choice

Adding Benefits to Your Plan

You’re unique and have unique needs. That's why Humana offers optional supplemental benefits (OSB). For
an extra monthly premium you can customize your Humana Medicare Advantage plan.

The information in this booklet will tell you about the benefits you can add to your plan. You can add
these extra benefits when you sign up for your Medicare Advantage plan. You can also add these
benefits after Medicare open enrollment ends on December 7 by contacting your agent or calling OSB
sales at 1-888-413-7026. OSB sales is available from 8 a.m. - 8 p.m. local time, seven days a week

October 1 - March 31, and Monday through Friday April 1 - September 30.

MyOption*" Platinum Dental (DEN887)

The MyOption®" Platinum Dental benefit helps you plan for your dental care. This benefit has no deductible
and pays the full cost for two routine exams per year with an in-network provider.

Here's how the benefit works:

Monthly Premium

$36.90

Maximum Benefit

Humana pays up to $2,000 per calendar year

Out-Of- T
8 In-Network* Benefit Limitations Per
Covered Dental Services Network**
You Pay You Pay Calendar Year
Preventive and Diagnostic Dental Services
Periodic oral exam 0% 50% )
. ' WO per year
Emergency diagnostic exam 0% 50%
i 0% 50%
Periodontal exam > > One procedure every
Comprehensive oral evaluation 0% 50% three years
Dental prophylaxis (cleanings) 0% 50% Two per year
Fluoride treatment 0% 50% Two per year
Bitewing X-ray 0% 50% One set per year
Intraoral X-ray 0% 50% One per year
Panoramic or diagnostic X-ray 0% 50% One per year
0% 50%

Periodontal maintenance

Four per year
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OPTIONAL SUPPLEMENTAL BENEFITS (continued)

Out-Of- T
8 In-Network* Benefit Limitations Per
Covered Dental Services Network**
You Pay You Pay Calendar Year
Basic Dental Services (Minor Restorative)
Amolgom restorations (silver 50% 559,
fillings)
] ] ] Two per year
Composite resin restorations 50% 559,
(white fillings)
Extroct!ons (pulling teeth), simple 50% 559, Unlimited per year
or surgical
Recementation - Crown 50% 55% One procedure every five years
Recementation - Bridge 50% 55% One procedure every five years
Emergency treatment for pain 50% 55% Two per year
Anesthesia 0% 50% Unlimited per calendar year

Major Dental Services (Endodontics, Periodontics, and Oral Surgery)

Root canal treatment 70% 75% One per year

Crowns 70% 75% Two per year
Periodontal scaling and root 70% 75% One procedure for each quadrant
planing (deep cleaning) per year

Scaling - generalized inflammation 70% 75% One procedure per year
Complete dentures (including 70% 75% One upper and/or one lower
routine post-delivery care) complete denture every five years
Partial dentures (including routine 70% 75% One upper and/or one lower
post-delivery care) partial denture every five years
Denture adjustments (not covered

within six months of initial 70% 75% One per year
placement)

Denture reline (not allowed on 70% 75%

spare dentures) One per year

Denture rebase (not covered if

within six months of initial 70% 75% One procedure per year

placement)

Denture repair 70% 75% One procedure per year

Tissue conditioning 70% 75% One procedure per year
70% 75% One procedure every

Occlusal adjustments
three years

Oral surgery 70% 75% Two per year
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OPTIONAL SUPPLEMENTAL BENEFITS (continued)

Out-Of- T
. In-Network* Benefit Limitations Per
Covered Dental Services Network**
You Pay You Pay Calendar Year
Basic Dental Services (Minor Restorative)
Amalgam restorations (silver 50% 550,
fillings)
] ] ] Two per year

Composite resin restorations 50% 559,

(white fillings)

Extractions (pulling teeth), 50% 559,

simple or surgical Two per year

Recementation - Crown or Bridge 50% 55% One per year
Emergency treatment for pain 50% 55% Two per year
Out-Of-
Covered Vision Benefits LI e S Network*** Benefit Limitations
You Pay Y
ou Pay
Routine exam $40 allowance Any amount over | Any amount over One per year
$40*** $40
$290 (combined in and
out-of-network) benefit toward
the purchase and fitting of
eyeglasses and pair of lenses or
contact lenses.
Eyeglass lens options may be
available with the maximum
benefit. Coverage amount is Any amount over | Any amount over
limited to one time use per year. $290 retail price | $290 retail price One per year

Contact lenses will include
conventional or disposable.

The benefit can only be used one
time per plan year. Any remaining
benefit dollars do not "roll over" to
a future purchase.

Refraction is only covered when billed as part of the routine vision exam.

Covered dental and vision services are subject to conditions, limitations, exclusions, and maximumes. Please
see your Evidence of Coverage for details.

*Network dentists have agreed to provide services at a negotiated rate. If you see a network dentist, you
cannot be billed more than that rate.
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