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To Join Our Plan, You Must:

Be eligible for Medicare Parts A and B

Live in Adams, Arapahoe, Denver, or Jefferson County

Medical: What’s Covered and What it Costs

Does not include Medicare Part D drugs. If you are eligible for
Medicare cost-sharing assistance, you are not responsible for
paying any costs toward the maximum out-of-pocket amount
for covered Medicare Part A and Part B services.

Benefits and Premiums You Pay
* Referral required.

T Your provider must obtain prior authorization from our plan.

Monthly Plan Premium $0

You must continue to pay your Medicare Part B premium if

you have one.

Deductible SO

Your Maximum Out-of-Pocket Responsibility $4,900

Inpatient Hospital Coveraget

Our plan covers 90 days per benefit period. A benefit period
begins the day you are admitted as inpatient and ends when
you have not received any inpatient care for 60 days in a row.

e Days 1-5: $250 per day

¢ Days 6-90: SO per day

* Days 91-150: $800 per day for each
“lifetime reserve day” (up to 60 days over
your lifetime)

e Beyond lifetime reserve days: All costs
tPrior authorization is required for all acute
rehabilitation services.

Outpatient Hospital Coverage*

S0 for diagnostic colonoscopy/endoscopy
$275 for other Medicare-covered surgery
services

$205 for other Medicare-covered non-
surgical services

Ambulatory Surgical Center*

S0 for diagnostic colonoscopy/endoscopy
$200 for other Medicare-covered surgical
services

Doctor Office Visits

Primary Care Visit: SO

Specialist Visit*: $15 physician specialist
visit; $35 for minor surgical proceduresin a
specialist’s office.

Preventive Care

S0




Benefits and Premiums

You Pay

* Referral required.
T Your provider must obtain prior authorization from our plan.

Emergency Care

We cover emergency care anywhere in the United States.

If you are admitted to the hospital within 3 days, you pay SO
for the emergency room visit.

$110

Urgently Needed Services

We cover urgently needed care anywhere in the United States.
If you are admitted to the hospital within 3 days, you pay SO
for the urgent care visit.

$40

Diagnostic Services, Lab and Imaging*

e Medicare-covered diagnostic tests and procedures
e X-rays

e Medicare-covered labs

SO for covered diagnostic procedures, tests,
and lab
S35 for X-rays

Diagnostic Radiology

S35 if performed in an office
$160 if performed in an outpatient facility

Therapeutic Radiology

S35 if performed in an office
S60 if performed in an outpatient facility

Hearing Services

e Exam to diagnose and treat hearing and balance issues
e One routine hearing exam every three years

e Hearing aid fitting or evaluation exam

e Hearing aids

SO

Covered up to $1,500 for supplemental
hearing aids (both ears combined) every
three years.

Dental Services (Medicare-Covered)
Medicare covers some dental services that are closely related
to other covered medical services.

$15 for each Medicare-covered medically-
necessary dental service.

Dental Benefits (Extra Benefits offered by DHMP)
Preventive and Comprehensive Dental Coverage

e Cleanings (up to 2 per calendar year)

e Oral exams (up to 2 per calendar year)

e Bitewing x-ray (1 set per calendar year)

e Fluoride treatment (1 treatment per year)

e Fillings (up to 2 services per calendar year)

You pay S0 up to the $2,000 annual
maximum benefit for preventive and dental
services every year.

Vision Services

e Visits to diagnose and treat eye disease and conditions
e Supplemental routine eye exam every year

Annual glaucoma screening for people at risk

Contact lenses and/or eyeglasses (frames and lenses)

S0

Up to $380 for prescription contact lenses
and/or eyeglasses (lenses and frames) every
year.




Benefits and Premiums

You Pay

* Referral required.
T Your provider must obtain prior authorization from our plan.

Inpatient Services in a Psychiatric Hospitalf

Our plan covers up to 90 days for each benefit period and up
to 190 days over your lifetime for inpatient mental health care
in a psychiatric hospital.

e Days 1-5: $250 per day

e Days 6-90: SO per day

e Days 91-150: $800 per day for each
“lifetime reserve day” (up to 60 days over
your lifetime)

¢ Beyond lifetime reserve days: All costs

Outpatient Mental Health Services*
Outpatient group and individual therapy

$20

Skilled Nursing Facility (SNF)

Our plan covers up to 100 days per benefit period. A new
benefit period begins after 60 days with no readmission for the
same condition.

e Days 1-20: SO per day

 Days 21-44: 5188 per day

e Days 45-100: SO per day

e Days 101 and beyond: All costs

Outpatient Rehabilitation*
e Cardiac (Heart)

e Pulmonary (Lung)

e Occupational Therapyt
e Physical Therapyt

e Speech TherapyT

$20 for each cardiac visit

$15 for each pulmonary visit

S35 for each occupational therapy visit

$25 for each physical and speech therapy
visit

TPrior authorization is required starting with
the 31st visit for occupational, physical and
speech therapy services.

Ambulance

$250

If you are admitted to the hospital, you do
not have to pay your share of the cost for
the ambulance services.

TPrior authorization is required for non-
emergent air ambulance services.

Transportation
Unlimited round-trip non-emergent medical transportation to
plan approved health-related locations through Access2Care.

S0

Medicare Part B DrugsT

0-20% of the total cost for Medicare Part B
chemotherapy drugs and other Part B drugs.

0-20% of the total cost, maximum $35 for
Medicare Part B insulin drugs.

tPrior authorization is required for non-
formulary Part B drugs.




Prescription Drug Coverage

Some individuals may be entitled to Extra Help from Medicare to pay for their prescription drug plan costs.
Medicare provides Extra Help to help pay prescriptions for beneficiaries who have limited income and
resources. If you'd like to learn more or need help applying, call our Sales Department at 303-602-2999.

Initial Coverage Stage

e You pay the following cost sharing as seen in the charts below until your yearly drug costs reach $5,030.
Total yearly drug costs are the total drug costs paid by both you and our Part D plan.

Standard Retail Cost-Sharing

Tier

One-month supply

Two-month supply

Three-month supply

Tier 1
Preferred Generic drugs

S0

S0

S0

Tier 2
Generic drugs

$9

$18

$18

Tier 3
Preferred Brand drugs

$35 for insulin drugs and
$47 for all other drugs
on this tier

$70 for insulin drugs and
$94 for all other drugs
on this tier

$105 for insulin drugs
and $141 for all other
drugs on this tier

Tier 4 $35 for insulin drugs and | $70 for insulin drugs and | $105 for insulin drugs
Non-Preferred Brand $95 for all other drugs $190 for all other drugs | and $285 for all other
drugs on this tier on this tier drugs on this tier
Tier 5 Up to S35 for insulin Not covered Not covered
Specialty drugs drugs and 33% of the

total cost for all other

drugs on this tier
Tier 6 S0 SO SO

Select Care drugs




Standard Mail-Order Cost-Sharing

Generic drugs

Tier One-month supply Three-month supply
Tier 1 Not covered SO

Preferred Generic drugs

Tier 2 Not covered SO

Non-Preferred Brand drugs

Tier 3 Not covered $105 for insulin drugs and $141
Preferred Brand drugs for all other drugs on this tier
Tier 4 Not covered $105 for insulin drugs and $285

for all other drugs on this tier

Tier 5

Up to S35 for insulin drugs and

Not covered

33% of the total cost for all other
drugs on this tier
Tier 6 Not covered SO

Specialty drugs

Select Care drugs

You won’t pay more than $35 for a one-month supply or $105 for up to a three-month supply of each covered
insulin product regardless of the cost-sharing tier.

You may get your drugs at network retail pharmacies and mail order pharmacies. If you reside in a long-term
care facility, you pay the same as at a retail pharmacy. You may get your drugs from an out-of-network
pharmacy at the same cost as an in-network pharmacy.

Coverage Gap Stage

The coverage gap stage is a temporary change in the cost for your prescription drugs. The coverage gap begins
after the total yearly drug cost (including what our plan has paid and what you have paid) reaches $5,030.

After you enter the coverage gap, you pay 25% of the plan’s cost for covered brand name drugs and 25% of
the plan’s cost for covered generic drugs until your costs total $8,000, which is the end of the coverage gap.

During this stage, you won’t pay more than $35 for a one-month supply of each covered insulin product.

Catastrophic Coverage Stage

After your yearly out-of-pocket drug costs (including drugs purchased through your retail pharmacy, mail-
order and through home delivery) reach $8,000, the plan pays the full cost for your covered Part D drugs.

For more information, call us at 303-602-2111 or toll-free 1-877-956-2111, call 711 for TTY users, or you can
access our EOC online.



As a member of Elevate Medicare Select (HMQ), you may get your drugs any of the following ways:

e Retail Pharmacy
e Long Term Care (LTC) Pharmacy
e Mail Order

Costs may differ based on the pharmacy type or status (for example, mail order, LTC, home infusion, and days
supply). You can get a 30, 60, 90 or 100-day supply of most medications. See the formulary at
DenverHealthMedicalPlan.org. Contact Health Plan Services at 303-602-2111 or toll-free 1-877-956-2111 if
you have questions about how to fill your prescriptions.

Additional Benefits

Benefits You Pay

* Referral required.
T Your provider must obtain prior authorization from our plan.

Blood Pressure Monitor One blood pressure monitor
This benefit is part of a special supplemental program for the covered up to $135 per lifetime
chronically ill. Not all members qualify. for qualified members

participating in the Controlling
Blood Pressure Program.

Chiropractic Care S20
We cover only manual manipulation of the spine to correct

subluxation.

Denver Parks and Recreation Center Membership o)

We provide an annual membership to the Denver Parks and
Recreation Centers. To enroll, take your Elevate Medicare Select
(HMO) ID card and a valid photo ID to the recreation center of your
choice. Note: this membership does not include the cost to join
classes. You may be required to pay a small fee to sign up for fitness

classes.

Diabetes Supplies and ServicesT SO

* therapeutic shoes and inserts +Trividia Health diabetic testing

e diabetic monitoring supplies supplies and Dexcom continuous
e diabetes self—management training g|ucose monitoring system do not

require authorization. All other
vendors require prior
authorization.
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Additional Benefits

Benefits You Pay

* Referral required.
T Your provider must obtain prior authorization from our plan.

Flex Card: Healthy Food and Over-the-Counter (OTC) Covered up to $600 a year:

We will provide you with quarterly funds that you can use to help pay | ® $75 a quarter for Healthy Food
for covered healthy food and OTC items on a reloadable card. The (for eligible members)

healthy food allowance is a special benefit for the chronicallyilland | ® $75 a quarter for Over-the-
not all members qualify. All members qualify for the OTC health and Counter (OTC)

wellness benefit. Unused funds expire at the end of each quarter or

upon disenroliment. The healthy food benefit is a
Healthy Food Allowance special benefit for the chronically

e A member identified as having one or more chronic illnesses ill and not all members qualify.

(listed in Chapter 4 Section 2.1 of the EOC), will receive quarterly
funds loaded onto your Flex Card for the purchase of eligible
healthy foods.

e Your allowance is available on your reloadable card at the
beginning of each quarter of the plan year (January; April; July
and October).

e Funds must be used at participating retailers for eligible items
only.

e S75 a quarter for Healthy Food

Over-the-Counter Allowance

e You will receive a quarterly funds loaded onto your Flex card for
the purchase of OTC health and wellness products.

e Your allowance is available on your reloadable card at the
beginning of each quarter of the plan year (January, April, July
and October).

e $75 a quarter for Over-the-Counter (OTC)

For more information on eligible items or locations, contact our
Health Plan Services at 303-602-2111 or 1-877-956-2111 (TTY 711).
Our hours of operation are 8 a.m. — 8 p.m., seven days a week.

Call Us for Assistance
Call Health Plan Services at 303-602-2111 or toll-free 1-877-956-2111. TTY users should call 711.
Our hours of operation are 8 a.m. to 8 p.m., seven days a week.

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 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.

Except in emergency situations, if you use the providers that are not in our network, we may not pay for these
services.

Elevate Medicare Advantage is a Medicare-approved HMO plan. Elevate Medicare Advantage depends on
contract renewal.

This document is available in other formats such as Braille, large print, or audio.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our
health or drug plan. To get an interpreter, just call us at 1-877-956-2111. Someone who
speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta
gue pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete,
por favor llame al 1-877-956-2111. Alguien que hable espafol le podra ayudar. Este es un
servicio gratuito.

Chinese Mandarin: Jfi 2 %2k OBIENR S, BEUNIEME A K T HE Y ORI AR 5 ), A RIS 220t
FIRENRSS, T 1-877-956-2111, HAIW b S TIE AN RARARER IR, X0e I s,

Chinese Cantonese: &% (" e sl SEY £r b T 6 ﬁﬁ‘“ﬁﬁ, L FAM R BE I O RIRE IR, AT RNRE
M, ik 1-877-956-2111, FAMEF S0 N SR A R0t ), & &1 h By,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang
mga katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang
makakuha ng tagasaling-wika, tawagan lamang kami sa 1-877-956-2111. Maaari kayong
tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos
guestions relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au
service d'interprétation, il vous suffit de nous appeler au 1-877-956-2111. Un interlocuteur
parlant Francgais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i ¢ dich vu théng dich mién phi dé tra 18i cic cadu hdi vé chuong strc
khoe va chuong trinh thu6c men. Néu qui vi can théng dich vién xin goi 1-877-956-2111 s& co
nhan vién noi ti€éng Viét gilp dd qui vi. Day la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem

Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-877-956-2111.
Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: JA}:= o8 W3 i ok B #3 Ao ga =elux 75 59 Mu 22 AFst
AFUTH TG Anj =5 o] &t W 73} 1-877-956-2111 M0 2 o8 FHAIQ. 70l E 3=
Gt moh =8 AYPYrh o] AnjAE FERE SdFH YT

Russian: Ec/in y BaC BO3HUKHYT BOMNPOCbl OTHOCUTENbHO CTPaxoBoro Win MeaAnkKamMeHTHOro
nnaaHa, Bbl MOXeTe BOCMO0/1b30BaTbCsl HaWwWmMK 6ecniiaTtHbIMK yCnyramu nepeBogunkos. YTobobl
BOCMOJ1b30BaTbCA yC/yramm nepesBoaymka, No3BOHUTE HaM no TenedoHy 1-877-956-2111. Bam
OKaXeT MOoMOLLb COTPYAHUK, KOTOPbIN rOBOPUT NO-pyccku. [laHHaga ycnyra 6ecnnatHas.

e Jsanll Ll 4y 0¥ Jan ol daally leti Al ol e 4l Aplaall () sl an jiall Cilexa 208 L) : Arabic
Aead oda elidelinay Ay pall Gaaty be adl o i ,1-877-956-2111 e Wy Juai¥l (5 g clile Gl (5558 an i
Ailaa



Hindi: g9R 1Y 7 2d] ST GIsTHT & IR H 31790k fhdT T Y29 & 5Td1 ¢4 & iU gHR 9T Jod GHTTYIT darv
30T 8. Ueh GHITSRIT UTod i o U, ¥ €5 1-877-956-2111 W I &, I3 Sgfth 511 @< dleidl € 3Tl Hag
R GHAT ¢. I Ueh g 9T &

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande
sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-877-956-
2111. Un nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio
gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a qualquer
guestdo que tenha acerca do nosso plano de saude ou de medicacao. Para obter um intérprete,
contacte-nos através do nimero 1-877-956-2111. Ira encontrar alguém que fale o idioma
Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sévis enteprét gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan 1-877-
956-2111. Yon moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzystac z
pomocy ttumacza znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-877-956-2111. Ta
ustuga jest bezptatna.

Japanese: 4jit D EEELRER & A L3 T T V12T 5 ZHEMICBE Z T 5720 12, MR
DR —E 22BN T X WFE T, SHERZ SHaic e 51T,
1-877-956-2111.IC BT 723 vv, HAGEZGET A E W LIRWw 2L, Zi3mplot— &
2T,

Form CMS-10802
(Expires 12/31/25)

10



	Multi-Language Insert



