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Your Summary of Benefits

This is a summary of prescription drug benefits covered by Wellcare Value Script (PDP), Wellcare Classic
(PDP), and Wellcare Medicare Rx Value Plus (PDP) from January 1, 2023 to December 31, 2023.

A Prescription Drug Plan (PDP) is one option for individuals who want to enroll in the Medicare Part D
prescription drug coverage, which subsidizes the costs of prescription drugs for enrollees. A prescription
drug plan (PDP) is a stand-alone plan, covering only prescription drugs.

Who can join?

To join one of our plans, you must be entitled to Medicare Part A, and/or be enrolled in Medicare Part B
and live in our service area. To be eligible, the beneficiary must also be a United States citizen or are
lawfully present in the United States.

Our service area includes these states: Maine and New Hampshire.
Which drugs are covered?

Our plans use a formulary. You can see the complete plan formulary (list of Part D prescription drugs) and
any restrictions on our website (www.wellcare.com/PDP). Or, call us and we will send you a copy of the
formulary.

Which pharmacies can I use?

We have a network of pharmacies and you must generally use these pharmacies to fill your prescriptions
for covered Part D drugs.

Some of our network pharmacies have preferred cost-sharing. You may pay less if you use these
pharmacies.

You can see our plans' pharmacy directory at our website (www.wellcare.com/PDP). Or, call us and we
will send you a copy of the pharmacy directory.

How will I determine my drug costs?

Our plans group each medication into one of five or six "tiers." You will need to use your formulary to
locate what tier your drug is on to determine how much it will cost you. The amount you pay depends on
the drug's tier and what stage of the benefit you have reached. Later in this document we discuss the benefit
stages that occur after you meet your deductible, if applicable: Initial Coverage, Coverage Gap, and
Catastrophic Coverage.

For more information, please contact your plan for details.

This document does not list every service, limitation or exclusion. A complete list of services is in the
plan’s Evidence of Coverage. You can find the Evidence of Coverage on our website at www.wellcare.
com/PDP. Or you may call us to ask for a copy at the phone number listed on the back cover.

For coverage and costs of Original Medicare, look in your current “Medicare & You” handbook. You can
access or view it online at https://www.medicare.gov or get a copy by calling 1-800-MEDICARE
(1-800-633-4227). TTY/TDD users should call 1-877-486-2048. Available 24 hours, 7 days a week,
including some federal holidays.



http://www.wellcare.com/PDP
http://www.wellcare.com/PDP
http://www.wellcare.com/PDP
http://www.wellcare.com/PDP
https://www.medicare.gov

Your Summary of Benefits

We must provide information in a way that works for you (in languages other than English, in audio, in
braille, in large print, or other alternate formats, etc.). Please call Member Services if you need plan
information in another format.



Your Summary of Benefits

(Non-Preferred Drugs),
Tier 5 (Specialty Tier),
and Tier 6 (Select
Diabetic Drugs) Part D
prescription drugs. For all
other covered drugs, you
will not have to pay any
deductible and will start
receiving coverage
immediately.

Prescription Drug Wellcare Value Script Wellcare Classic (PDP) Wellcare Medicare Rx

Coverage (PDP) S4802, Plan 075 Value Plus (PDP)
S4802, Plan 136 S4802, Plan 204

Monthly plan $11.10 $29.30 $71.40

premium

Stage 1: Annual Prescription Deductible

Deductible $505 for Tier 3 (Preferred | $505 for all covered Part | This plan has no
Brand Drugs), Tier 4 D prescription drugs. deductible for Part D

covered drugs, this
payment stage doesn’t

apply.

Tier 3, Select Insulin cost
sharing is $35 a month
for a 30-day supply of
each medication during
the deductible, initial
coverage and coverage
gap stages. See your
plan’s Evidence of
Coverage for complete
details.

N/A

N/A
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Prescription Drug
Coverage

Wellcare Value Script

(PDP)

S4802, Plan 136

Wellcare Classic (PDP)
S4802, Plan 075

Wellcare Medicare Rx
Value Plus (PDP)
S4802, Plan 204

Preferred

Standard

Preferred

Standard

Preferred

Standard

Stage 2: Initial Coverage (after you pay your deductible, if applicable)

Gap.

You pay the following until your total yearly drug costs reach $4,660. 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

deductible).

Important Message About What You Pay for Vaccines and Insulin:
Our plan covers most Part D vaccines at no cost to you, even if you have not paid your deductible (if
your plan has a deductible).
You won’t pay more than $35 for a one-month supply of each insulin product covered by our plan, no
matter what cost-sharing tier it is on, even if you have not paid your deductible (if your plan has a

Retail cost-sharing (30-day/90-day supply)

includes generic
drugs and may
include some
brand drugs.)

Preferred Standard Preferred Standard Preferred Standard
Tier 1 $0/$0 $8/%24 $0/80 $4/8%12 $0/80 $10/ 830
(Preferred Generic | copay copay copay copay copay copay
Drugs- includes
preferred generic
drugs and may
include some
brand drugs.)
Tier 2 $5/8$15 $15/ %45 $4/%12 $10/8$30 $4/%12 $20/$60
(Generic Drugs- copay copay copay copay copay copay
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Prescription Drug Wellcare Value Script Wellcare Classic (PDP) Wellcare Medicare Rx

Coverage (PDP) S4802, Plan 075 Value Plus (PDP)
S4802, Plan 136 S4802, Plan 204
Preferred Standard Preferred Standard Preferred Standard

Tier 3 $44 /%132 | $47/%141 | $34/8102 | $40/8$120 | $47 /%141 | $47/ 8141

(Preferred Brand copay copay copay copay copay copay

Drugs- includes

preferred brand

drugs and may

include some

generic drugs.)
Tier 3, Select Insulin cost | N/A Tier 3, Select Insulin cost
sharing is $35 a month sharing is $35 a month
for a 30-day supply of for a 30-day supply of
each medication during each medication during
the deductible, initial the initial coverage and
coverage and coverage coverage gap stages. See
gap stages. See your your plan’s Evidence of
plan’s Evidence of Coverage for complete
Coverage for complete details.
details.

Tier 4 47% / 47% | 50% /50% | 37% /37% | 38%/38% | 50% /50% | 50% / 50%

(Non-Preferred coinsurance | coinsurance | coinsurance | coinsurance | coinsurance | coinsurance

Drugs- includes

non-preferred

brand and

non-preferred

generic drugs.)

Tier 5 25% 25% 25% 25% 33% 33%

(Specialty Tier- coinsurance | coinsurance | coinsurance | coinsurance | coinsurance | coinsurance

includes high cost | /Not / Not / Not / Not / Not / Not

brand and generic Available | Available Available | Available Available | Available

drugs. Drugs in

this tier are not

eligible for

exceptions for

payment at a lower

tier.)

Tier 6 $11/833 $11/833 Not Not $11/833 $11/833

(Select Diabetic copay copay Available / | Available/ | copay copay

Drugs- includes Not Not

some brand drugs Available | Available

commonly used to

treat diabetes.)




Your Summary of Benefits

Prescription Drug
Coverage

Wellcare Value Script

(PDP)

S4802, Plan 136

Wellcare Classic (PDP)
S4802, Plan 075

Wellcare Medicare Rx
Value Plus (PDP)
S4802, Plan 204

Stage 2: Initial Coverage (after you pay your deductible, if applicable) (Continued)

Mail-order cost-sharing (30-day/90-day supply)

Preferred Standard Preferred Standard Preferred Standard
Tier 1 $0 /%0 $8 /824 $0 /%0 $4/812 $0 /%0 $10/$30
(Preferred Generic copay copay copay copay copay copay
Drugs- includes
preferred generic
drugs and may
include some brand
drugs.)
Tier 2 $5/815 $15 /%45 $4 /812 $10/3%30 $4 /810 $20/ %60
(Generic Drugs- copay copay copay copay copay copay
includes generic
drugs and may
include some brand
drugs.)
Tier 3 $44 /8132 | $47 /8141 | $34/%102 | $40/$120 | $47/ $47 /%141
(Preferred Brand copay copay copay copay $117.50 copay
Drugs- includes copay
preferred brand
drugs and may
include some
generic drugs.)

Tier 3, Select Insulin cost | N/A Tier 3, Select Insulin cost

sharing is $35 a month
for a 30-day supply of
each medication during
the deductible, initial
coverage and coverage
gap stages. See your
plan’s Evidence of
Coverage for complete
details.

sharing is $35 a month
for a 30-day supply of
each medication during
the initial coverage and
coverage gap stages. See
your plan’s Evidence of
Coverage for complete
details.
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Prescription Drug Wellcare Value Script Wellcare Classic (PDP) Wellcare Medicare Rx

Coverage (PDP) S4802, Plan 075 Value Plus (PDP)
S4802, Plan 136 S4802, Plan 204
Preferred Standard Preferred Standard Preferred Standard

Tier 4 47% /1 47% | 50% /50% | 37% /37% | 38% /38% | 50% /50% | 50% / 50%

(Non-Preferred coinsurance | coinsurance| coinsurance| coinsurance| coinsurance| coinsurance

Drugs- includes

non-preferred brand

and non-preferred

generic drugs.)

Tier 5 25% 25% 25% 25% 33% 33%

(Specialty Tier- coinsurance | coinsurance| coinsurance| coinsurance| coinsurance| coinsurance

includes high cost / Not / Not / Not / Not / Not / Not

brand and generic Available | Available | Available | Available | Available | Available

drugs. Drugs in this

tier are not eligible

for exceptions for

payment at a lower

tier.)

Tier 6 $11/833 $11/833 Not Not $11/ $11/833

(Select Diabetic copay copay Available / | Available/ | $27.50 copay

DI'llgS- includes Not Not copay

some brand drugs Available | Available

commonly used to

treat diabetes.)

Stage 3: Coverage Gap
After your total drug After your total drug After your total drug
costs (including what our | costs (including what our | costs (including what our
plan has paid and what plan has paid and what plan has paid and what
you have paid) reach you have paid) reach you have paid) reach
$4,660, you will pay no | $4,660, you will pay no | $4,660, you will pay no
more than 25% more than 25% more than 25%
coinsurance for generic coinsurance for generic coinsurance for generic
drugs or 25% drugs or 25% drugs or 25%
coinsurance for brand coinsurance for brand coinsurance for brand
name drugs, for any drug | name drugs, for any drug | name drugs, for any drug
tier during the coverage | tier during the coverage | tier during the coverage
gap. gap. gap.
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retail pharmacy and
through mail order) reach
$7,400, you pay the
greater of:

* 5% coinsurance, or

* $4.15 copay for
generic (including
brand drugs treated
as generic) and
$10.35 copay for all
other drugs.

retail pharmacy and
through mail order) reach
$7,400, you pay the
greater of:

e 5% coinsurance, or

*  $4.15 copay for
generic (including
brand drugs treated
as generic) and
$10.35 copay for all
other drugs.

Prescription Drug Wellcare Value Script Wellcare Classic (PDP) Wellcare Medicare Rx

Coverage (PDP) S4802, Plan 075 Value Plus (PDP)
S4802, Plan 136 S4802, Plan 204
Preferred Standard Preferred Standard Preferred Standard
Tier 3, Select Insulin cost | N/A Tier 3, Select Insulin cost
sharing is $35 a month sharing is $35 a month
for a 30-day supply of for a 30-day supply of
each medication during each medication during
the deductible, initial the initial coverage and
coverage and coverage coverage gap stages. See
gap stages. See your your plan’s Evidence of
plan’s Evidence of Coverage for complete
Coverage for complete details.
details.

Stage 4: Catastrophic Coverage
After your yearly After your yearly After your yearly
out-of-pocket drug costs | out-of-pocket drug costs | out-of-pocket drug costs
(including drugs (including drugs (including drugs
purchased through your | purchased through your | purchased through your

retail pharmacy and
through mail order) reach
$7,400, you pay the
greater of:

* 5% coinsurance, or

*  $4.15 copay for
generic (including
brand drugs treated
as generic) and
$10.35 copay for all
other drugs.

Generic drugs may be covered on tiers other than Tier 1 and Tier 2. Please check this plan’s Formulary to
validate the specific tier on which your drugs are covered.

Cost-sharing may differ based on point-of-service (mail-order, retail, Long Term Care (LTC)), home
infusion, whether the pharmacy is in our preferred or standard network, or whether the prescription is a
short-term (30-day supply) or long term (90-day supply).




Multi-Language Insert

Multi-Language Interpreter Services

Spanish: Contamos con servicios de interpretacion gratuitos para responder cualquier pregunta que pueda
tener sobre nuestro plan de salud o medicamentos. Para obtener un intérprete, lldmenos al 1-888-550-5252
(TTY: 711). Alguien que habla espafiol puede ayudarle. Este es un servicio gratuito.

Chinese Mandarin: FRATHEAL G T 10 1ITEAR S, R ARZ X FRAT RO @ B sk 25 WKl ekt ) . 22
BEZRPEGL, 15TRFT 1-888-550-5252 (U AHLE: 711) o IR NGE Y @GP R E B . X
IR AR .

Chinese Cantonese: Z IR AR ER OZMRF @ A RSB E BRI BRSEEY) =12 7] BE B HU1E(A]
iﬂﬁ?ﬂé}ﬂ%ﬁ%mﬁﬁﬂ&% ' 520 E 1-888-550-5252 (TTY © 711) ° @i ERAMAE R DIEBE - It
F T B RTS o

Tagalog: May mga libre kaming serbisyo ng interpreter para sagutin ang anumang posible ninyong tanong
tungkol sa aming planong pangkalusugan o plano sa gamot. Para kumuha ng interpreter, tawagan lang kami
sa1-888-550-5252 (TTY: 711). May makakatulong sa inyo na nagsasalita ng Tagalog. Isa itong libreng serbisyo.

French: Nous disposons de services d’interprétation gratuits pour répondre a toutes les questions que vous
pouvez avoir sur notre régime d’assurance maladie ou d'assurance médicaments. Pour profiter de ce service,
il suffit de nous appeler au 1-888-550-5252 (TTY: 711). Un interlocuteur francophone pourra vous aider. Ce
service est gratuit.

Vietnamese: Chuing t6i cé dich vu thdng dich mién phi dé tra 16i bt ky cAu hoi ndo vé chuong trinh strc khoe
hodc chuong trinh thubc cla ching t6i. Dé nhan théng dich vién, hdy goi cho ching téi theo sb dién thoai
1-888-550-5252 (TTY: 711). Mot nhan vién ndi tiéng Viét cé thé gilip quy vi. Dich vu nay dugc mién phi.

German: Wir bieten Ihnen einen kostenlosen Dolmetschservice, wenn Sie Fragen zu unseren Gesundheits- oder
Medikamentenpldanen haben. Wenn Sie einen Dolmetscher brauchen, rufen Sie uns unter folgender Telefonnummer an:
1-888-550-5252 (TTY: 711). Ein deutschsprachiger Mitarbeiter wird Ihnen behilflich sein. Dieser Service ist kostenlos.

Korean: JAIS| 714 L= 2|9FE SHL HEFoHAM 20 == ZE 220 EHoV [ ?let 7=
S MH| AT} QUSLEL SHAZFE 26 A2 1-888-550-5252(TTY:711)H 2 2 ThAL0|| 12faH =
YA et=0E FAlste 89AP =88 22 5 JsUHOEL 89 M| A= F22 M SE L L

Russian: Ec/nv y Bac BO3HWKAN KakMe-n1bo BOMPOChI O HallemM NiaHe MeaMLMHCKOro CTPaxoBaHUs nnm
naaHe C NOKPbITUEM NIEKAPCTBEHHbIX MPENapaToB, Bam AOCTYyMHbl HecnaaTHble YCAYrn NepeBoaAYMnKa.
Ecnuv Bam Hy)KeH nepeBoaymK, NPOCTO NO3BOHUTE Ham No Homepy 1-888-550-5252 (tenetain: 711). Bam
OKa*KeT MOMOLLb COTPYAHMK, FOBOPALLMA HA PYCCKOM A3bike. [laHHan ycnyra becnnaTtHa.

Jmanll Ly Lalall ol sall 5 dasall Ao Jsa el 55 28 Al (gl e ladl dlaa 45 )58 dea i ciledd 353 :Arabic
et el of (Say (711 i maill Ciilgll) 1-888-550-5252 »i )1l e Ly Juai¥l (s su Slile Lo (555 aa jia e
o IS Aaaall oda j3siiy Ay pall aaaty



Hindi: TR AT AT 39T Jolld & IR A 37U HRA M Farel &1 Fdg S &b A0, A
e 3 g Fard & | gHIIRAT JaT U & T, €o1-888-550-5252 (TTY-711) O el .
glelal # I1d el dTell Heldeh AU Aag | IE Th AT ddT g

Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi domanda possa avere
in merito al nostro piano farmacologico o sanitario. Per usufruire di un interprete, e sufficiente contattare il
numero 1-888-550-5252 (TTY: 711). Qualcuno la assistera in lingua italiana. E un servizio gratuito.

Portugués: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que possa ter sobre 0 N0sso
plano de saude ou medicacdo. Para obter um intérprete, contacte-nos através do numero 1-888-550-5252 (linha
de atendimento para surdos-mudos: 711). Um falante de portugués podera ajuda-lo. Este servico é gratuito.

French Creole: Nou gen sevis entepret gratis pou reponn nenpot kesyon ou ka genyen sou plan sante oswa
plan medikaman nou an. Pou jwenn yon entepret, jis rele nou nan 1-888-550-5252 (TTY:711). Yon moun ki
pale Kreyol Franse ka ede w. Se yon sévis gratis.

Polish: Oferujemy bezptatne ustugi ttumacza ustnego, ktéry pomoze Panstwu zadac wszelkie pytania, jakie
moga Panstwo mie¢ odnosnie do Panstwa stanu zdrowia lub planu leczenia. Aby skorzystac z ustug ttumacza
ustnego, wystarczy zadzwoni¢ pod numer 1-888-550-5252 (TTY: 711). Osoba mowigca po polsku Panstwu
pomoze. Jest to ustuga bezptatna.

Japanese: ¥ DEBEREOCEFFEIZOVWTCIERMAHDIGEEIE. BHOBERYV—EXR%E
CHRAWEETEY., BRY—EXZFAT HIZ(E, 1-888-550-5252 (TTY : 711) FTHEE
23V, BREOBRFIELENFGLES . ChEEHOY—ERXTY,

Hawaiian: Ho'olako makou i ka lawelawe unuhi manuahi e pane i kau mau ninau e pili i ka makou papa hana olakino
a i ‘ole papa hana laau. E loa'a mai kekahi mea unuhi, e kelepona wale no ia makou 1-888-550-5252(TTY:711). E
kokua ana kekahi kanaka ‘Olelo Hawai'i ia ‘oe. He lawelawe manuahi kéia.

Ilocano: Addaankami kadagiti libre a serbisio ti panagipatarus tapno sungbatan ti aniaman a saludsodmo
maipapan iti plan-mi iti salun-at wenno agas. Tapno maaddaan iti paraipatarus, tawagannakami iti
1-888-550-5252 (TTY: 711). Makatulongto kenka ti maysa nga agsasao iti llocano. Libre daytoy a serbisio.

Samoan: E iai le matou ‘auaunaga faamatala upu e leai se totogi e tali atu ai soo se fesili e uiga i le matou fuafuaga tau
soifua maloloina poo fualaau. Ina ia maua se tagata faamatala upu, vili mai matou i le 1-888-550-5252 -(TTY: 711). O le
a mafai ona fesoasoani atu se tagata e tautala i na'o le Gagana Samoa ia te oe. E fai fua lenei ‘auaunaga.



Pre-Enroliment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules. If
you have any questions, you can call and speak to a Member Services representative at 1-866-859-9084
(TTY: 711). Hours are Monday - Sunday, 8 am - 8 pm (all time zones).

Understanding the Benefits

O The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is important
to review plan coverage, costs, and benefits before you enroll. Visit www.wellcare.com/PDP or call
1-866-859-9084 (TTY: 711) to view a copy of the EOC. Hours are Monday - Sunday, 8 am - 8 pm (all
time zones).

O Review the pharmacy directory to make sure the pharmacy you use for any prescription medicine is in
the network. If the pharmacy is not listed, you will likely have to select a new pharmacy for your
prescriptions.

O Review the formulary to make sure your drugs are covered.

Understanding Important Rules

O In addition to your monthly plan premium, you must continue to pay your Medicare Part B premium.
This premium is normally taken out of your Social Security check each month.

O Benefits, premiums and/or copayments/co-insurance may change on January 1, 2024.


http://www.wellcare.com/PDP

Contact Us

For more information, please contact us:

By phone

Toll-free at 1-866-859-9084 (TTY 711). Your call may be answered by a licensed agent.
Hours of Operation

Monday - Sunday, 8 am - 8 pm (all time zones)

Online www.wellcare.com/PDP

We're with our members every step of the way.

Wellcare is the Medicare brand for Centene Corporation, an HMO, PPO, PFFS, PDP plan with a Medicare
contract and is an approved Part D Sponsor. Our D-SNP plans have a contract with the state Medicaid
program. Enrollment in our plans depends on contract renewal.

"Wellcare" is issued by Wellcare Prescription Insurance, Inc.

Medicare

Prescription Drug Coverage


http://www.wellcare.com/PDP
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