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To Join Our Plan, You Must:

e Be eligible for Medicare Parts A and B
e Live in Adams, Arapahoe, Denver, or Jefferson County

e Have full Medicaid or Qualified Medicare Beneficiary (QMB) benefits

Medical: What’s Covered and What it Costs

$0 cost-sharing is based on your continued enrollment in Medicaid or Qualified Medicare Beneficiary
(QMB).

T Your provider must obtain prior authorization from our plan.

Benefits and Premiums You Pay

Monthly Plan Premium $0
You must continue to pay your Medicare Part B premium
if you have one.

Deductible $0
Your Maximum Out-of-Pocket Responsibility $9,250
As long as Medicaid continues to pay your Medicare
deductible, coinsurance, and copayments, you will not
have a maximum out-of-pocket responsibility.
Inpatient Hospital Coveraget $0 copay
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

T Prior authorization is required for all
long-term acute care hospitalizations

60 days in a row. (LTACH) and acute rehabilitation.
Outpatient Hospital Coverage $0 copay
Ambulatory Surgical Center $0 copay

Doctor Office Visits $0 copay per visit
Preventive Care $0 copay
Emergency Care $0 copay

We cover emergency care anywhere in the United States.

Urgently Needed Services $0 copay

We cover urgently needed care anywhere in the United

States.

Diagnostic Services, Lab and Imaging $0 copay

e Medicare-covered diagnostic tests and procedures

e X-rays

e Medicare-covered labs



Benefits and Premiums You Pay

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

$0 copay

Covered up to $1,500 maximum plan
coverage amount every 3 years (for both
ears combined) for prescription hearing
aids.

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

$0 copay for each Medicare-covered
medically necessary dental service.

Dental Benefits (Extra Benefits offered by DHMP)
Preventive and Comprehensive Dental Coverage
Cleanings (up to 2 per calendar year)

Oral exams (up to 2 per calendar year)

Bitewing x-ray (1 set of 4 per calendar year)

Fluoride treatment (1 treatment per year)

Fillings (up to 1 per tooth per calendar year)

See your EOC for additional dental covered services.

You pay a $0 copay for covered services
up to the $2,000 annual maximum
benefit for diagnostic, preventive, and
comprehensive dental services every
year.

Vision Services

¢ Visits to diagnose and treat eye disease and
conditions

e Supplemental routine eye exam every year

¢ Annual glaucoma screening for people at risk

e Contact lenses and/or eyeglasses (frames and lenses)

$0 copay for one routine eye exam every
year.

Up to $300 for prescription contact
lenses and/or eyeglasses (lenses and
frames) every year.

Inpatient Services in a Psychiatric Hospital

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.

$0 copay

Outpatient Mental Health Services
Outpatient group and individual therapy

$0 copay

Skilled Nursing Facility (SNF) T

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.

$0 copay

Outpatient Rehabilitationt
e Cardiac (Heart)
Pulmonary (Lung)
Occupational Therapyt
Physical Therapyt
Speech Therapyt

$0 copay



Benefits and Premiums You Pay
Ambulancet $0 copay

T Prior authorization is required only for
non-emergency Medicare air ambulance

services.
Transportation $0 copay up to the benefit limit through
24 one-way rides to plan approved health-related MTM.

locations.
Medicare Part B Drugst

$0 copay for Medicare Part B
chemotherapy drugs and other Part B
drugs.

$0 copay for Medicare Part B insulin
drugs.

T Authorization may be required for
some Part B drugs.

Prescription Drug Coverage

Individuals who are entitled to Medicaid benefits also get 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.

Initial Coverage Stage

e Generic Drugs (including brand drugs treated as generic) either:
$0 copay; or
$1.60 copay; or
$5.10 copay
e For all other drugs, either:
$0 copay; or
$4.90 copay; or
$12.65

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 $2,100, 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 Choice (HMO D-SNP), you may get your drugs any of the following
ways:

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

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.

$0 cost-sharing is based on your continued enrollment in Medicaid or Qualified Medicare Beneficiary

(QMB).

T Your provider must obtain prior authorization from our plan.

Additional Benefits

Benefits

Chiropractic Care $0 copay
We cover only manual manipulation of the spine to correct

subluxation.

Diabetes Supplies and Servicest $0 copay

e therapeutic shoes and inserts
e diabetic monitoring supplies
e diabetes self-management training

T TrividiaHealth diabetic testing
supplies and Dexcom and
certain FreeStyle Libre
continuous glucose monitoring
systems do not require prior
authorization. All other vendors
require authorization.

FlexCard
Over-the-Counter (OTC) and Healthy Food*

All new members will receive a reloadable card that holds an
allowance for the purchase of eligible OTC health and wellness
products, healthy food if eligible, and other rewards as
applicable.

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

Over-the-Counter Allowance

e Unused funds expire at the end of each quarter or upon
disenrollment.

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

Healthy Food* Allowance
e A member identified as having one or more chronic
illnesses will begin to receive monthly funds loaded onto
the FlexCard for the purchase of eligible healthy foods.

e Unused funds expire at the end of each month or upon
disenrollment.

You will receive:

e $35 per quarter for eligible
OTC items

e 375 per month for eligible
Healthy Food* items

*This benefit is for those who
qualify under Special
Supplemental Benefits for the
Chronically Il (SSBCI). See
eligibility details at the end of
this table.
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Additional Benefits

Benefits You Pay

¢ Member allowance is available on your reloadable card
at the beginning of each month.

For more information on eligible items or locations, visit
DenverHealthMedicalPlan.org or 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.

Meal Benefit $0 copay
14 meals are offered for each Inpatient or Skilled Nursing
Facility (SNF) admission (after discharge through Project Angel
Heart).

Smartphone with Unlimited Data Plan* $0 for eligible members
One smartphone with an unlimited data plan is covered through
Thrive Mobile.

*This benefit is for those who
qualify under Special
Supplemental Benefits for the
Chronically 1l (SSBCI). See
eligibility details at the end of
this table.

Eligible members are covered for a no-cost smartphone and no
monthly bill (unlimited text, talk, and data).

*This benefit is part of a special supplemental program for the chronically ill. Not all members qualify.
Other eligibility and coverage criteria apply. Eligible conditions include chronic alcohol use disorder
and other substance use disorders (SUDs), autoimmune disorders, cancer, cardiovascular disorders,
chronic heart failure, dementia, diabetes mellitus, overweight/obesity/metabolic syndrome, chronic
gastrointestinal disease, chronic kidney disease (CKD), severe hematologic disorders, HIV/AIDS,
chronic lung disorders, chronic and disabling mental health conditions, neurologic disorders, stroke,
post-organ transplantation, immunodeficiency and immunosuppressive disorders, conditions
associated with cognitive impairment, conditions with functional challenges, chronic conditions that
impair vision/hearing (deafness)/taste/touch/smell, and conditions that require continued therapy
services in order for individuals to maintain or retain functioning.

Summary of Medicaid-Covered Benefits

The benefits listed below are covered by Medicaid and Medicare. For each benefit listed, you can see
what Medicaid covers and what our plan covers. If you have questions about your Medicaid eligibility
and what benefits you are entitled to, call Health First Colorado — Colorado’s Medicaid Program at 1-
800-221-3943. TTY users should call 711.

For more information such as limits, exclusions, and prior authorization rules under fee-for-service
Medicaid, you can review the full list at HealthFirstColorado.com/benefits-services.
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There may be additional copay exclusions for children under the age of 19 and pregnant women. If
this may apply to you, you can review the full list of benefits at HealthFirstColorado.com/benefits-

services.

$0 copay cost-sharing is based on your continued enrollment in Medicaid or Qualified Medicare
Beneficiary (QMB). See your Elevate Medicaid Choice or Health First Colorado (Colorado Medicaid)
handbook for referral and prior authorization rules.

T Your provider must obtain prior authorization from our plan.

Elevate Medicare

Benefit Category Medicaid Choice (HMO D-SNP)
$0 $0

Ambulancet copay copay

Colorectal Cancer Screening | $0 copay $0 copay

Dental Services

$0 copay for cleanings, fillings,
root canals, crowns and partial
dentures.

No annual dental limit.

You pay $0 copay for covered
services up to $2,000, the
annual maximum benefit for
preventive and comprehensive
dental services every year.

Diabetes Supplies and $0 copay $0 copay
Servicest
e Diabetes therapeutic shoes
or inserts
e Diabetic supplies
e Diabetes self-management
training
Diagnostic Tests, Lab $0 copay $0 copay
Services and Radiology
Services
Durable Medical Equipment | ¢o copay $0 copay
(DME) t
Including oxygen
Emergency Care $0 copay under Elevate $0 copay

Medicaid Choice and Health
First Colorado (Colorado
Medicaid), if determined to be
an emergency.

$8 per visit if not an emergency
under Health First Colorado
(Colorado Medicaid).
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Benefit Category

Hearing Services

e [Exam to diagnose and treat
hearing and balance issues

¢ Routine hearing exams

e Hearing aid fitting or
evaluation exam

e Hearing aids

Medicaid

$0 copay

One set of hearing aids every
3-5 years.

Elevate Medicare
Choice (HMO D-SNP)

$0 copay for Medicare-covered
diagnostic hearing exams.

You are covered up to $1,500
maximum plan coverage
amount every 3 years (for both
ears combined) for prescription
hearing aids.

Home Health Caret $0 copay $0 copay

Hospice $0 copay Covered by Original Medicare.

Immunizations $0 copay $0 copay

Inpatient Hospital Coveraget | $0 copay No deductible.
$0 copay

Inpatient Services in a $0 copay No deductible.

Psychiatric Hospital $0 copay

Mammograms $0 copay $0 copay

Outpatient Mental Health $0 copay $0 copay

Outpatient Rehabilitation $0 copay $0 copay

e Cardiac (Heart)

e Pulmonary (Lung)

e Physical Therapyt

e Occupational Therapyt

e Speech Therapyt

Outpatient Services/Surgery | gq copay $0 copay

Outpatient Substance Abuse | $0 copay $0 copay

Pap Smears $0 copay $0 copay

Podiatry Services $0 copay $0 copay

Prescription Drugs

$0 copay under Elevate
Medicaid Choice for drugs on
the formulary.

$0 copay under Health First
Colorado (Colorado Medicaid).

No deductible

e Generic Drugs (including
brand drugs treated as
generic) either:
$0 copay; or
$1.60 copay; or
$5.10 copay

e For all other drugs, either:
$0 copay; or
$4.90 copay; or
$12.65

Preventive Care

$0 copay

$0 copay



Elevate Medicare

Benefit Cat r Medicali .
enefit Category edicaid Choice (HMO D-SNP)

Primary Care $0 copay $0 copay

Prostate Cancer Screening $0 copay $0 copay

Exams

Prosthetic Devicest $0 copay $0 copay

Renal Dialysis $0 copay $0 copay

Skilled Nursing Facility (SNF) | $0 copay $0 copay

T

Specialty Care $0 copay $0 copay

Transportation to Medical $0 copay $0 copay for 24 one-way trips

Visits to health-related plan approved
locations.

Urgently Needed Services $0 copay $0 copay

Vision Services

$0 copay for eye exams and
eyeglasses every other year
under Elevate Medicaid
Choice.

$0 for eye exams under Health
First Colorado (Colorado
Medicaid). Eyeglass coverage
only following surgery. No
coverage for contact lenses
unless medically necessary.

$0 copay for up to one routine
eye exam every year.

Up to $300 for prescription
contact lenses and/or
eyeglasses (lenses and
frames) every year.

X-Rays

$0 copay

Call Us for Assistance

$0 copay

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.

This document is available for free in Spanish and other formats such as Braille, large print, or audio.

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-
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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. The plan also has a written agreement with Health First Colorado —
Colorado’s Medicaid Program to coordinate your Medicaid benefits.



Notice of Availability

English: ATTENTION: If you speak English, free language assistance services are available to
you. Appropriate auxiliary aids and services to provide information in accessible formats are also
available free of charge. Call 1-800-700-8140 (TTY 711) or speak to your provider.

Spanish/Espafiol: ATENCION: Si habla espariol, tiene a su disposicién servicios gratuitos de
asistencia linglistica. También se ofrecen sin costo herramientas y servicios auxiliares
adecuados para brindar informacién en formatos accesibles. Llame al 1-800-700-8140 (TTY 711)
o hable con su proveedor.

Chinese Mandarin/fi&H3C: v ER: WEREMRHMARFS S, /T RPEE S hEIRS, sk
150 MBS AR S, SREC RS RS NS B 15TR4T 1-800-700-8140 (TTY 711) Ekibk R A4
i,

Chinese Cantonese/E . IE  MREFERAERIN , IR BESESHERE , L%
BERSEENHBRIEMRE , BEEEEENENR. B3 1-800-700-8140 (TTY 711) SB#E
TR EE,

Tagalog/Paalala: Kung nagsasalita ka hg Tagalog, magagamit mo ang mga libreng
serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na
tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format.
Tumawag sa 1-800-700-8140 (TTY 711) o makipag-usap sa iyong provider.

French/Francais: INFORMATION : Si vous parlez Francgais, des services gratuits d'assistance
linguistique vous sont proposés. Des aides et des services auxiliaires adaptés pour fournir des
informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-
800-700-8140 (TTY 711) ou parlez-en a votre prestataire.

Vietnamese/Viét: LUU Y: Néu ban néi tiéng Viét, ching tdi cung cap mién phi cac dich vu hd
tro ngén ngdr. Cac hd trer dich vu phu hop dé cung cép thdng tin theo cac dinh dang dé tiép
can clng dwoc cung cép mién phi. Vui long goi theo s6 1-800-700-8140 (Nguoii khuyét tat
711) ho&c trao dbi véi ngwdi cung cép dich vu cta ban.

German/Deutsch: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur Verfiigung. AuBerdem kdnnen Sie kostenfrei entsprechende
Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten in
Anspruch nehmen. Rufen Sie 1-800-700-8140 (TTY 711) an oder sprechen Sie mit lhrem
Anbieter.

Korean/et=0{: F2|: [ot=0{]& AI&5StAl= 82 R =& Q0 X[ MH|AE 0| 8514 =+
AELICL OB 7Hs3t YAo2 MR E HEste HES Bx 7|7 L MH[AE 2R
NSELICH 1-800-700-8140 (TTY 711) HOZ H3IstAHLE AHA XS A0
Z 2SI 2.
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Russian/PYCCKUWU: BHVMAHWE: Ecnn Bbl rOBOPUTE Ha PYCCKUI, BaM JOCTYMHbLI BecrnnaTtHble
ycnyru si3blkoBon nogaepxkn. CooTBeTCTBYOLME BCNIOMOraTenbHble CpeacTBa 1 ycrnyru no
npeaocTaBneHnto MHopMaLumm B AOCTYMNHbIX hopmaTtax Takke npegocraBnstoTcs 6ecnnatHo.
Mo3BoHuTe No TenedgoHy 1-800-700-8140 (TTY 711) nnun obpatntecb K CBOEMY NOCTaBLLMKY

ycnyr.

Hindi/ i@ : e 2 =fs SMUZET siera 8, a7 3TTeh forw f9:9[e 19T AT HaTu 3qsd gidl 81 qas
YTt § SR TE F 3 00 SO ST e SReart off 9/ 3ueredr #1 1-800-700-8140
(TTY 711) IR &I < AT 9 T&TdT F a7 HLl.

Polish/Polski: UWAGA: Osoby mowigce po polsku mogg skorzystac¢ z bezptatnej pomocy
jezykowej. Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg
réwniez dostepne bezptatnie. Zadzwon pod numer 1-800-700-8140 (TTY 711) lub
porozmawiaj ze swoim dostawca.

4oyl Arabic

Guwnlin Olods-g Busline Jlug 4895 WS . adlrall Dgalll Buslnall Glads Sl b giilud cdpyall dalll oo oS 13] 1duds
pdde ] ass o (TTY 711) 1-800-700-8140 e3)1 e Juadl Bloms L] Jgao gl S ol ciloglanll 930
LM daus!

Italian/Italiano: ATTENZIONE: Se parla italiano, sono disponibili servizi gratuiti di assistenza
linguistica. Sono inoltre disponibili supporti adeguati e servizi gratuiti per fornire informazioni in
formati accessibili. Chiami 1-800-700-8140 (TTY 711) o consulti il suo fornitore di servizi.

Portuguese/Portugués: ATENCAO: Se fala portugués, sdo-lhe disponibilizados servicos
de assisténcia linguistica sem custos. Sdo também disponibilizados, sem custos, aparelhos
e servicos auxiliares adequados para prestar informacdes em formatos acessiveis. Ligue 1-
800-700-8140 (TTY 711) ou fale com o seu prestador de servicos.

French Creole/Kreyol Ayisyen: ATANSYON: Si ou pale Kreyol Ayisyen, sevis asistans
lengwistik yo disponib pou ou sou sit sa. Ed ak sévis oksilyé adapte yo ki ap pémét ou
resevwa enfomasyon yo nan foma aksesib yo, yo founi yo tou gratis. Pou jwenn sevis sa,
rele 1-800-700-8140 (TTY 711) oswa kontakte founisé ou an.

Japanese/BAREE: (I BAREFFEINDIEES. BHOEBEXZEY—EXREZZMAWVETES . 72
T (EINFATEDISBEIN) BREATREHRLFRE T S5-ODBEULHEMZEPH—EX
HERTTRAWEEFET, 1-800-700-8140(TTY711) FTHEBIEFESW F1E. CHHADE X
FIZTHEIZAL,



