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SECTION I - INTRODUCTION TO SUMMARY OF BENEFITS

The benefit information provided is a summary of what we cover and what you pay. It does not list every service
that we cover or list every limitation or exclusion. To get a complete list of services we cover, call us and ask for
the “Evidence of Coverage.” You can also see the Evidence of Coverage on our website,
https://brighthealthplan.com/medicare-advantage.

You have choices about how to get your Medicare benefits

e One choice is to get your Medicare benefits through Original Medicare (fee-for-service Medicare). Original
Medicare is run directly by the Federal government.

e Another choice is to get your Medicare benefits by joining a Medicare health plan (such as Bright
Advantage Choice (PPO) and Bright Advantage Part B Savings (PPO)).

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Bright Advantage Choice (PPO) and Bright
Advantage Part B Savings (PPO) covers and what you pay.

e |f you want to compare our plan with other Medicare health plans, ask the other plans for their Summary
of Benefits booklets. Or, use the Medicare Plan Finder on https://www.medicare.gov.

e 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 https://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.

Sections in this booklet

Things to Know About Bright Advantage Choice (PPO) and Bright Advantage Part B Savings (PPO)

Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services

Covered Medical and Hospital Benefits
Additional Benefits

Prescription Drug Benefits

Things to Know About Bright Advantage Choice (PPO) and Bright Advantage Part B
Savings (PPO)

Hours of Operation & Contact Information

e From October 1to March 31 we're open 8 am. - 8 p.m. Local Time, 7 days a week, excluding Federal
holidays.

e From April 1to September 30, we're open 8 am. - 8 p.m. Local Time, Monday through Friday, excluding
Federal holidays.

e |f you are a member of this plan, call us at 1-844-221-7736, TTY: 711.
e |f you are not a member of this plan, call us at 1-844-221-7736, TTY: 711.

e Our website: https://brighthealthplan.com/medicare-advantage.




Who can join?

To join Bright Advantage Choice (PPO) and Bright Advantage Part B Savings (PPO) , you must have both
Medicare Part A and Part B, you must live in our service area, and be a United States citizen or lawfully present
in the United States. The service area for Bright Advantage Choice (PPO) includes the following counties in
Florida: Orange, Osceola, Pasco and Seminole.

The service area for Bright Advantage Part B Savings (PPO) includes the following counties in Florida: Orange,
Osceola, Pasco and Seminole.

Which doctors, hospitals, and pharmacies can |l use?

Bright Advantage Choice (PPO) and Bright Advantage Part B Savings (PPO) have a network of doctors,
hospitals, pharmacies, and other providers. If you use the providers that are not in our network, the plan may not
pay for these services.

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs.

You can see our plan's provider and pharmacy directory at our website (https://brighthealthplan.com/medicare-
advantage).

What do we cover?

Like all Medicare health plans, we cover everything that Original Medicare covers - and more. Some of the extra
benefits are outlined in this booklet.

We cover Part D drugs. In addition, we cover Part B drugs including chemotherapy and some drugs administered
by your provider.

e You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our
website, https://brighthealthplan.com/medicare-advantage.

How will | determine my drug costs?

Our plan groups each medication into one of 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: Initial
Coverage, Coverage Gap and Catastrophic Coverage.

If you have any questions about this plan’s benefits or costs, please contact
Bright Health




SECTION Il - SUMMARY OF BENEFITS
Bright Advantage Choice (PPO)

H3281-003

Bright Advantage Part B
Savings (PPO)
H3281-010

MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY FOR

COVERED SERVICES

Monthly Plan | SO SO

Premium

Monthly Part | SO $80

B Premium

Rebate

Deductible Medical Deductible: SO. Medical Deductible: SO.

Maximum Your yearly limit(s) in this plan: Your yearly limit(s) in this plan:
Out-of- e $5,400 for services you receive from in- e $6,700 for services you receive
Pocket

Responsibility

network providers.
e 510,000 for services you receive from in
and out-of-network providers combined.

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

Please note that you will still need to pay your
monthly premiums and cost-sharing for your Part
D prescription drugs.

from in-network providers.

e 510,000 for services you receive
from in and out-of-network
providers combined.

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

Please note that you will still need to pay
your monthly premiums and cost-
sharing for your Part D prescription
drugs.

COVERED MEDICAL AND HOSPITAL BENEFITS

Inpatient
Hospital

In-Network:

Days 1-5: $250 copay per day for each
admission.

Days 6-90: SO copay per day.

Our plan covers an unlimited number of days for
an inpatient hospital stay.

Out-of-Network:

40% coinsurance each day for Medicare-covered
hospital care.

In-Network:

Days 1-6: $295 copay per day for each
admission.

Days 7-90: SO copay per day.

Our plan covers an unlimited number of
days for an inpatient hospital stay.

Out-of-Network:

30% coinsurance each day for
Medicare-covered hospital care.
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May require prior authorization.

May require prior authorization.

Ambulatory
Surgical Center

In-Network:
Ambulatory Surgical Center: $125 copay.
Out-of-Network:

Ambulatory Surgical Center: 40% coinsurance.

May require prior authorization.

In-Network:

Ambulatory Surgical Center: $150
copay.

Out-of-Network:

Ambulatory Surgical Center: 40%
coinsurance.

May require prior authorization.

Outpatient
Hospital

In-Network:
Outpatient hospital: $225 copay.
Out-of-Network:

Outpatient hospital: 40% coinsurance.

May require prior authorization.

In-Network:
Outpatient hospital: $270 copay.
Out-of-Network:

Outpatient hospital: 40% coinsurance.

May require prior authorization.

Doctor's Office
Visits

In-Network:

Primary care physician visit: SO copay.
Specialist visit: $20 copay.
Out-of-Network:

Primary care physician visit: SO copay.
Specialist visit: $20 copay.

May require prior authorization.

In-Network:

Primary care physician visit: SO copay.
Specialist visit: $40 copay.
Out-of-Network:

Primary care physician visit: SO copay.
Specialist visit: $40 copay.

May require prior authorization.

Preventive Care
(eg, flu vaccine,
diabetic
screenings)

In-Network:

You pay nothing for all preventive services
covered under Original Medicare at zero cost
sharing. Any additional preventive services
approved by Medicare during the contract year
will be covered.

Out-of-Network:

40% coinsurance for all preventive services
covered under Original Medicare at zero cost
sharing.

May require prior authorization.

In-Network:

You pay nothing for all preventive
services covered under Original
Medicare at zero cost sharing. Any
additional preventive services approved

by Medicare during the contract year will

be covered.

Out-of-Network:

30% coinsurance for all preventive
services covered under Original
Medicare at zero cost sharing.
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May require prior authorization.

Emergency $90 copay per visit. $90 copay per visit.

Care If you are admitted to the hospital within 24 If you are admitted to the hospital within
hours, you do not have to pay your share of the 24 hours, you do not have to pay your
cost for emergency care. share of the cost for emergency care.
Worldwide Emergency Coverage: S90 copay. Worldwide Emergency Coverage: S90

copay.

Urgently S35 copay per visit. S40 copay per visit.

Needed

Services

Diagnostic In-Network: In-Network:

Services /

Labs/ Imaging

Diagnostic tests and procedures: SO - S100
copay.

Lab services: SO copay.

Diagnostic Radiology Services (such as MRI, CAT
Scan): $25 - $100 copay.

X-rays: SO copay.

Therapeutic radiology services (such as radiation
treatment for cancer): 20% coinsurance.

Out-of-Network:

Diagnostic tests and procedures: 40%
coinsurance.

Lab services: 40% coinsurance.

Diagnostic Radiology Services (such as MRI, CAT
Scan): 40% coinsurance.

X-rays: 40% coinsurance.

Therapeutic radiology services (such as radiation
treatment for cancer): 40% coinsurance.

May require prior authorization.

Diagnostic tests and procedures: SO -
$250 copay.

Lab services: SO copay.

Diagnostic Radiology Services (such as
MRI, CAT Scan): $25 - $250 copay.

X-rays: S5 copay.

Therapeutic radiology services (such as
radiation treatment for cancer): 20%
coinsurance.

Out-of-Network:

Diagnostic tests and procedures: 40%
coinsurance.

Lab services: 40% coinsurance.

Diagnostic Radiology Services (such as
MRI, CAT Scan): 40% coinsurance.

X-rays: 40% coinsurance.

Therapeutic radiology services (such as
radiation treatment for cancer): 40%
coinsurance.

May require prior authorization.
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Hearing In-Network:
Services

issues: SO copay.

SO copay.
Hearing Aid: SO copay.

Out-of-Network:

issues: 40% coinsurance.

40% coinsurance.

Hearing Aid: SO copay.

May require prior authorization.

Exam to diagnose and treat hearing and balance

Routine hearing exam (up to 1 visit(s) every year):

Hearing Aid Allowance: S750 per year.

Exam to diagnose and treat hearing and balance

Routine hearing exam (up to 1 visit(s) every year):

Hearing Aid Allowance: S750 per year.

In-Network:

Exam to diagnose and treat hearing and
balance issues: SO copay.

Routine hearing exam (up to 1 visit(s)
every year): SO copay.

Out-of-Network:

Exam to diagnose and treat hearing and
balance issues: 40% coinsurance.

Routine hearing exam (up to 1 visit(s)
every year): 40% coinsurance.

Dental Services | In-Network:
Medicare Covered: SO copay.

Preventive dental services:

In-Network:

Medicare Covered: SO copay.

Preventive dental services:

e Oral exam (up to 2 visit(s) every year): SO e Oral exam (up to 2 visit(s) every
copay. year): SO copay.

e Cleaning (up to 2 visit(s) every year): SO e Cleaning (up to 2 visit(s) every
copay. year): SO copay.

e Fluoride treatment (up to 1 visit(s) every e Fluoride treatment (up to 1 visit(s)
year): SO copay. every year): SO copay.

e Dental X-rays (up to 2 visit(s)): SO copay. e Dental X-rays (up to 2 visit(s)): SO

copay.

e Annual Dental Benefit Maximum: $1,500
per year. ¢ Annual Dental Benefit Maximum:

Comprehensive dental is included. You pay SO - 31500 per year.

50% for comprehensive dental services.
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Out-of-Network:

Medicare Covered : 40% coinsurance.

Preventive dental services:

e Oral Exams (up to 2 visit(s) every year):
30% coinsurance.

e Cleaning (up to 2 visit(s) every year): 30%
coinsurance.

e Fluoride treatment (up to 1 visit(s) every
year): 30% coinsurance.

e Dental X-rays (up to 2 visit(s)): 30%
coinsurance.

Comprehensive dental is included. You pay 30% -
75% for comprehensive dental services. There is
a $1,500 maximum benefit for all in-network and
out-of-network services combined every year.

May require prior authorization.

Bright Advantage Part B
Savings (PPO)
H3281-010

Out-of-Network:

Medicare Covered : 40% coinsurance.

Preventive dental services:

e Oral Exams (up to 2 visit(s) every
year): 30% coinsurance.

e Cleaning (up to 2 visit(s) every
year): 30% coinsurance.

e Fluoride treatment (up to 1 visit(s)
every year): 30% coinsurance.

e Dental X-rays (up to 2 visit(s)):
30% coinsurance.

We also offer optional supplemental
benefits to enhance your dental benefit
for an additional premium. For details
please see the Optional Supplemental
Benefit Section.
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Vision Services | In-Network:

screening): SO copay.

copay.

surgery: SO copay.

Out-of-Network:

screening): 40% coinsurance.

40% coinsurance.

surgery: 40% coinsurance.

Exam to diagnose and treat diseases and
conditions of the eye (including yearly glaucoma

Routine eye exam (up to 1 visit(s) every year): SO

Eyeglasses or contact lenses after cataract

Contact lenses: SO - S60 copay.
Eyeglasses (frames and lenses): $25 copay.

Eyewear Allowance: $S130 every two years.

Exam to diagnose and treat diseases and
conditions of the eye (including yearly glaucoma

Routine eye exam (up to 1 visit(s) every year):

Eyeglasses or contact lenses after cataract

Contact lenses: SO - S60 copay.
Eyeglasses (frames and lenses): $25 copay.
Eyewear Allowance: $S130 every two years.

May require prior authorization.

In-Network:

Exam to diagnose and treat diseases
and conditions of the eye (including
yearly glaucoma screening): SO copay.

Routine eye exam (up to 1 visit(s) every
year): SO copay.

Eyeglasses or contact lenses after
cataract surgery: SO copay.

Out-of-Network:

Exam to diagnose and treat diseases
and conditions of the eye (including
yearly glaucoma screening): 40%
coinsurance.

Routine eye exam (up to 1 visit(s) every
year): 40% coinsurance.

Eyeglasses or contact lenses after
cataract surgery: 40% coinsurance.

We also offer optional supplemental
benefits to enhance your vision benefit
for an additional premium. For details
please see the Optional Supplemental
Benefit Section.

May require prior authorization.

Mental Health In-Network:
Care

Inpatient Mental Health Care:

admission.

Days 6-90: SO copay per day.

Outpatient group therapy visit: S35 copay.
Individual therapy visit: S40 copay.

Days 1-5: $250 copay per day for each

In-Network:

Outpatient group therapy visit: S35
copay.

Individual therapy visit: S40 copay.
Inpatient Mental Health Care:

Days 1-6: $295 copay per day for each
admission.

Days 7-90: SO copay per day.
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Out-of-Network: Out-of-Network:

Outpatient group therapy visit: 40% coinsurance. | Outpatient group therapy visit: 40%

Individual therapy visit: 40% coinsurance. coinsurance.

Individual therapy visit: 40%

Inpatient Mental Health Care: .
coinsurance.

40% coinsurance each day for Medicare-covered .
. Inpatient Mental Health Care:
hospital care.

30% coinsurance each day for

May require prior authorization. i )
Medicare-covered hospital care.

May require prior authorization.

Skilled Nursing | In-Network: In-Network:
Facility (SNF) Days 1-20: SO copay per day. Days 1-20: SO copay per day.
Days 21-100: $178 copay per day. Days 21-100: $178 copay per day.
Out-of-Network: Out-of-Network:
40% coinsurance each day for days 1-100. 40% coinsurance each day for days 1-
100.

May require prior authorization.
May require prior authorization.

Outpatient In-Network: In-Network:

Rehabilitation Occupational therapy visit: S30 copay. Occupational therapy visit: SO copay.
Physical therapy and speech and language Physical therapy and speech and
therapy visit: S30 copay. language therapy visit: SO copay.
Out-of-Network: Out-of-Network:

Occupational therapy visit: 40% coinsurance. Occupational therapy visit: 40%

Physical therapy and speech and language coinsurance.

therapy visit: 40% coinsurance. Physical therapy and speech and

e
May require prior authorization. language therapy visit: 40% coinsurance.

May require prior authorization.

Ambulance In-Network: In-Network:
Ground Ambulance: $200 copay. Ground Ambulance: $225 copay.
Air Ambulance: $250 copay. Air Ambulance: $225 copay.
Out-of-Network: Out-of-Network:

Ground Ambulance: $200 copay. Ground Ambulance: $225 copay.
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Air Ambulance: $250 copay.

May require prior authorization.

Air Ambulance: $225 copay.

May require prior authorization.

Transportation

SO copay, unlimited trips.
Out-of-Network:

SO copay.

May require prior authorization.

In-Network:
Not Covered.

Out-of-Network:

Not Covered.

Medicare Part B
Drugs

In-Network:

For Part B drugs such as chemotherapy drugs:

20% coinsurance.
Other Part B drugs: 20% coinsurance.

Out-of-Network:

For Part B drugs such as chemotherapy drugs:

40% coinsurance.
Other Part B drugs: 40% coinsurance.

May require prior authorization.

In-Network:

For Part B drugs such as chemotherapy
drugs: 20% coinsurance.

Other Part B drugs: 20% coinsurance.

Out-of-Network:

For Part B drugs such as chemotherapy
drugs: 35% - 40% coinsurance.

Other Part B drugs: 35% - 40%
coinsurance.

May require prior authorization.

ADDITIONAL BENEFITS

Health Club & | In-Network: In-Network:
Fitness SO copay at participating locations. SO copay at participating locations.
Membership Out-of-Network: Out-of-Network:
Not Covered. Not Covered.
Medical In-Network: In-Network:
Equipment and | 20% coinsurance. 20% coinsurance.
Supplies Out-of-Network: Out-of-Network:
40% coinsurance. 40% coinsurance.
May require prior authorization. May require prior authorization.
Over-the- In-Network: In-Network:
Counter (OTC) | SO copay, $75 credit every three months. Not Covered.

Allowance
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Out-of-Network:

Not Covered.

Out-of-Network:

Not Covered.

Podiatry
Services

Covered services
include:

e Diagnosis and
the medical or
surgical
treatment of
injuries and
diseases of
the feet (such
as hammer
toe or heel
spurs).

Routine foot

care for

members with

certain medical

In-Network:
S35 copay.
Out-of-Network:

40% coinsurance.

May require prior authorization.

In-Network:

SO copay.
Out-of-Network:

40% coinsurance.

May require prior authorization.

conditions

affecting the

lower limbs.

Telehealth In-Network: In-Network:

Services S0 copay. S0 copay.
Out-of-Network: Out-of-Network:
Not Covered. Not Covered.

Meal Benefit In-Network: In-Network:

Not Covered.
Out-of-Network:

Not Covered.

Not Covered.
Out-of-Network:

Not Covered.

PRESCRIPTION DRUG BENEFITS

Deductible

Prescription Drug Deductible: SO

Prescription Drug Deductible: $400 for
Tiers 2, 3, 4 and 5.
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Initial Coverage

You pay the following until your total yearly drug
costs reach $4,130. Total yearly drug costs are
the drug costs paid by both you and our Part D

plan.

Standard Retail Cost-Sharing

You pay the following until your total
yearly drug costs reach $4,130. Total
yearly drug costs are the drug costs paid
by both you and our Part D plan.

Standard Retail Cost-Sharing

Tier 30-day supply Tier 30-day supply
Tier 1 (Preferred Tier 1 (Preferred
Generic) SO copay Generic) SO copay
Tier 2 (Generic) S8 copay Tier 2 (Generic) S20 copay
Tier 3 (Preferred Tier 3 (Preferred
Brand) S47 copay Brand) S47 copay
Tier 4 (Non-Preferred Tier 4 (Non-
Drug) $100 copay Preferred Drug) $100 copay

Tier 5 (Specialty Tier)

33% coinsurance

Tier 6 (Select Care

Drugs) SO copay
Tier 90-day supply

Tier 1 (Preferred

Generic) SO copay

Tier 2 (Generic) $16 copay

Tier 3 (Preferred

Brand) $S94 copay

Tier 4 (Non-Preferred

Drug) $200 copay

Tier 5 (Specialty Tier)

Not Applicable

Tier 6 (Select Care

Drugs) SO copay
Standard Mail Order
Tier 30-day supply
Tier 1 (Preferred
Generic) SO copay
Tier 2 (Generic) S8 copay

Tier 5 (Specialty
Tier)

25% coinsurance

Tier 6 (Select

Care Drugs) SO copay
Tier 90-day supply

Tier 1 (Preferred

Generic) SO copay

Tier 2 (Generic) $S40 copay

Tier 3 (Preferred

Brand) S94 copay

Tier 4 (Non-

Preferred Drug) $200 copay

Tier 5 (Specialty
Tier)

Not Applicable

Tier 6 (Select
Care Drugs)

SO copay

Standard Mail Order

Tier 30-day supply
Tier 1 (Preferred
Generic) SO copay
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Tier 3 (Preferred

Brand) S47 copay
Tier 4 (Non-Preferred
Drug) $100 copay

Tier 5 (Specialty Tier) 33% coinsurance

Bright Advantage Part B
Savings (PPO)

H3281-010
Tier 2 (Generic) S20 copay
Tier 3 (Preferred
Brand) S47 copay
Tier 4 (Non-
Preferred Drug) $100 copay

Tier 6 (Select Care

Tier 5 (Specialty

Drugs) SO copay

Cost-sharing may differ based on pharmacy type
or status (mail-order, retail, long term care (LTC),
home infusion), or whether the prescription is
short-term (30-day supply) or long-term (90-day
supply).

Please call us or see the plan’s “Evidence of
Coverage” on our website
(https://brighthealthplan.com/medicare-
advantage) for complete information about your
costs for covered drugs.

Drugs) SO copay Tier) 25% coinsurance
Tier 6 (Select

Tier 90-day supply Care Drugs) SO copay
Tier 1 (Preferred
Generic) SO copay Tier 90-day supply
Tier 2 (Generic) $16 copay Tier 1 (Preferred
Tier 3 (Preferred Generic) SO copay
Brand) $S94 copay Tier 2 (Generic) S40 copay
Tier 4 (Non-Preferred Tier 3 (Preferred
Drug) $200 copay Brand) S94 copay
Tier 5 (Specialty Tier) Not Applicable Tier 4 (Non-
Tier 6 (Select Care Preferred Drug) $200 copay

Tier 5 (Specialty
Tier)

Not Applicable

Tier 6 (Select
Care Drugs)

SO copay

Cost-sharing may differ based on
pharmacy type or status (mail-order,
retail, long term care (LTC), home
infusion), or whether the prescription is
short-term (30-day supply) or long-
term (90-day supply).

Please call us or see the plan’s
“Evidence of Coverage” on our website
(https://brighthealthplan.com/medicare-

advantage) for complete information
about your costs for covered drugs.

Coverage Gap

The coverage gap begins after the total yearly
drug cost (including what our plan has paid and
what you have paid) reaches $4,130.

After you enter the coverage gap, you pay 25% of
the plan's cost for covered brand name drugs and

The coverage gap begins after the total
yearly drug cost (including what our plan
has paid and what you have paid)

reaches $4,130.



https://brighthealthplan.com/medicare
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25% of the plan's cost for covered generic drugs
until your costs total $6,550, which is the end of
the coverage gap.

Our plan covers Tier 6 Select Care Drugs in the
coverage gap.

Standard Retail Cost-Sharing

Tier 30-day supply

Tier 6 (Select Care

Drugs) 30 copay

Bright Advantage Part B
Savings (PPO)
H3281-010

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 $6,550, which is
the end of the coverage gap.

Our plan covers Tier 6 Select Care
Drugs in the coverage gap.

Standard Retail Cost-Sharing

Tier 30-day
supply
Tier 6 (Select
Care Drugs) 50 copay

Catastrophic
Amount

After your yearly out-of-pocket drug costs reach
$6,550, you pay the greater of:

e $3.70 copay for generic (including brand
drugs treated as generic) and a $9.20
copayment for all other drugs, or

e 5% of the cost.

After your yearly out-of-pocket drug
costs reach $6,550, you pay the greater
of:

e $3.70 copay for generic (including
brand drugs treated as generic)
and a $9.20 copayment for all
other drugs, or

e 5% of the cost.
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Comprehensive Dental 002
for $19.00 per month.

Dental

In-network: You pay SO copay to
50% coinsurance for all covered
services.

Out-of-network: You pay 30% to
75% coinsurance for all covered
services. There is a $1,500
maximum benefit for all in-network
and out-of-network covered
services combined every year.

May require prior authorization.

Optional Supplemental Benefits
Bright Advantage Part B Savings (PPO)

H3281-010

Comprehensive Vision 002
for $3.50 per month.

Vision

You pay a $25 copay for basic
lenses. You pay a SO to S60 copay
for contact lenses. You have a $130
allowance every other year for
eyeglasses (lenses and frames) or
contact lenses.

May require prior authorization.

DISCLAIMERS

Bright Health plans are HMOs and PPOs with a Medicare contract. Bright Health's New York D-SNP plan is an
HMO with a Medicare contract and a Coordination of Benefits Agreement with New York State Department of
Health. Our plans are issued through Bright Health Insurance Company or one of its affiliates. Bright Health

Insurance Company is a Colorado Life and Health company that issues indemnity products, including EPOs offered

through Medicare Advantage. An EPQO is an exclusive provider organization plan that may be written on an HMO

license in some states and on a Life and Health license in some states, including Colorado. Enrollment in our plans

depends on contract renewal.




Pre-Enrollment 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 customer service representative at 1-844-221-7736 (TTY 711).

Understanding the Benefits

Review the full list of benefits found in the Evidence of Coverage (EOC), especially for those services for
which you routinely see a doctor. Visit https://brighthealthplan.com/medicare-advantage or 1-844-221-
7736 (TTY 711) to view a copy of the EOC.

Review the provider directory (or ask your doctor) to make sure the doctors you see now are in the
network. If they are not listed, it means you will likely have to select a new doctor.

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.

Understanding Important Rules

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.

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2022.

Our plan allows you to see providers outside of our network (non-contracted providers). However, while
we will pay for covered services provided by a non-contracted provider, the provider must agree to treat
you. Except in an emergency or urgent situation, non-contracted providers may deny care. In addition, you
will pay a higher co-pay for services received by non-contracted providers.

Out-of-network/non-contracted providers are under no obligation to treat Bright Advantage Choice
(PPO) and Bright Advantage Part B Savings (PPO) members, except in emergency situations. Please
call our customer service number or see your Evidence of Coverage for more information.
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Nondiscrimination Notice and Assistance with Communication
Bright Health does not exclude, deny benefits to, or otherwise discriminate against any
individual on the basis of sex, age, race, color, national origin, or disability. “Bright Health”
means Bright Health plans and their affiliates.

Language assistance and alternate formats:

Assistance is available at 1o costto help you communicate with us. The services include,

but are not limited to:

« Interpreters for languages other than English;

« Written information in alternative formats such as large print; and

- Assistance with reading Bright Health websites.

To ask for help with these services, please call 1-844-221-7736.

If you think that we failed to provide language assistance or alternate formats, or you were
discriminated against because of your sex, age, race, color, national origin, or disability,
you can send a complaint to:

Bright Health Civil Rights Coordinator

P.O. Box 853943

Richardson, TX 75085-3943

Phone: 1-844-202-2154

Email: OAG@brighthealthplan.com

You can also file a complaint with the U.S Dept. of Health and Human Services,

the Office of Civil Rights:

- Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

« Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
- Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

« Mail: U.S Dept. of Health and Human Services. 200 Independence Avenue,
SW Room 509F, HHH Building Washington, D.C. 20201

If you need help with your complaint, please call 1-844-202-2154. You must send the
complaint within 60 days of discovering the issue.
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Language Assistance and Alternate Formats
This information is available in other formats like large print. To ask for another format, please call 1-844-221-7736 .

English

Spanish (US)

Chinese (S)

Arabic

Bengali

French

German

Greek

Italian

Japanese

Korean

Polish

Portuguese

Russian

Tagalog

Urdu

ATTENTION: If you speak a language other than English, language assistance services, free
of charge, are available to you. Call (844) 221-7736.

ATENCION: Si no habla inglés, tiene a su disposicion servicios gratuitos de asistencia
lingiiistica. Llame al (844) 221-7736.

R ARG ME S IFIETEE, WA 3k % 0% 15 U B Ik 5515 R 4T HLOE
(844) 221-7736.

(844) 221-7736 &8 1 iS5 () 9o cellal (pa dalia 4y galll acliall Cileadd oy ulady) e 2ad Caaas i 13 ol

AT o St I [T Fote AT (F8 ST FAT IE ORET AT SRTS!
RER ATFASE TRECT AFNT S OFed| (844) 221-7736 TIE I IHA|.

ATTENTION : Si vous parlez une autre langue que 1’anglais, des services d’assistance
linguistique sont mis gratuitement a votre disposition. Appelez (844) 221-7736.

ACHTUNG: Falls Sie eine andere Sprache als Englisch sprechen, steht Ihnen eine kostenfreie
fremdsprachliche Unterstiitzung zur Verfligung. Wihlen Sie die (844) 221-7736.

[TPOZOXH: Av pAdte kKdmolo YAOCTO SOPOPETIKT amd To AyyAKd, TopEXovTal dwpedy
vanpeciec yAwoowng fondetag. Karéote to (844) 221-7736.

ATTENZIONE: se parla una lingua diversa dall’inglese, sono disponibili servizi di assistenza
linguistica gratuiti. Chiami il numero (844) 221-7736.

HEBIREBEUSNDEFREE NGB EE. BHOTEIEY—ERZIFAAVEE
(TFE T, (844)221-7736 ETHBEES &L,

FOlI FODL Ot CHE AU E AISE 32 25 A0 N& NMHIAS 0IS6tA &
USLICH H2t6Hal Al 2(844) 221-77362 2

UWAGA: Jesli nie moéwisz po angielsku, mozesz skorzysta¢ z darmowych ustug
tlumaczeniowych. Zadzwon pod numer (844) 221-7736.

ATENCAO: Se falar um idioma que ndo o inglés, estdo disponiveis servicos gratuitos de
assisténcia de idioma para si. Contacte o numero (844) 221-7736.

BHUMAHME: ecnu Bbl HE TOBOPUTE HA aHINIMMCKOM SI3bIKE, BBl MOYKETE BOCIIOJIB30BATHCS
OeCIUTaTHBIMU yCIIyraMH sI3bIKOBOM moiepkku. [TozBonute mo tenedony (844) 221-7736.

PAALALA: Kung nagsasalita ka ng isang wika bukod sa Ingles, magagamit mo ang mga
serbisyong tulong sa wika nang walang bayad. Tumawag sa (844) 221-7736.

‘o ey e cilaad (S (S by A Sl e on e 0l s SsS e dle S5 A Gl &1 e

S JS L (844) 221-7736



Vietnamese

Navajo

Ambharic

Burmese

Cherokee

Cushite-Oromo

French Creole

Gujarti

Hindi

Hmong

Karen

Kru / Bassa

Kurdish

Laotian

Mon-Khmer

CHU Y: Néu ban ndi mot thur tleng nao khac ngoai tiéng Anh, ban s& duogc cip cac dich vu
hd trg ngdn ngit mién ph1 Goi s0 (844) 221-7736.

SHOOH: Biligéanaa bizaad doo dints’a’go6 ata’ hane’ t’a4ajiikeh hold. Béésh bee hodiilni
(844) 221-7736.

TAANEL: NATINHT Oeh, PP £7% 090,514 Pt Nh& P 18 S e87R .96 A1ANR1T 91T+
eFAf:: (1 (844) 221-7736 LLm-(x::

oa&)aé 395+00%5®moze<f8<733360 mggmmmmsmog?m: o@a@o&w@ﬂm
oooan@mozafaae}{)f}:ooé o%aoeo&ﬁmg ooésmc’%éd]oaén wé ID (ooorgooeé)
moSuE:;oé]ﬂ %go&{pgo%aoeoé?gm? (844) 221-7736 o% (ﬁgaé]a%or]u

I d400L: T SOhoOY b Oho bZ YPb, SOhAc0A DPcOSPo0Y TAL/AT, C
AT'c0d dEGGU HY DAWOT, hA RGO’ TeOLJIAT. Oc0VZ (844) 221-7736.

XIYYEEFFANNOO: Afaan Ingiliziin ala afaan kan biraa kan dubbattu yoo ta’e,
tajaajilliwwan gargaarsa afaanii, kan tolaa, siif ni jiru. Bilbili (844) 221-7736.

ATANSYON: Si ou pale yon lang ki pa Angle, sévis asistans lengistik la gratis, epi li
disponib pou ou. Rele (844) 221-7736.

t2Alol WUW: % AR %) Rctasll e S18 eltnll 6l 9], Al dAHIRL HI2 el
Ul AcA [1:94es GUALU B. (844) 221-7736 UR SIA 3.

€1 & I 3T IS o IHelldl IS 3T HINT dlefd §, ar 39 fov Jgod &
STTST eIl TATU 3UsY &l (844) 221-7736 UX diel H|

UA ZOO SAIB: Yog tias koj hais ib hom lus dhau ntawm lus As Kiv, muaj cov kev pab cuam
txhais lus uas tsis xam nqi dab tsi rau koj tau siv. Thov hu rau (844) 221-7736.

02700:017801: $000313B08:0306T10000900080 $8:5T1000030R N T10110000003D
&s0008p0pd@grond. 08 (844) 221-7736 oo
YI LE: I balé u mpot hop umpe ¢bes Ngissi, bot ba nhola ni kobol mahop bay¢ ha i nyuu yof,

ngui nsaa wogui wo. Sebel Ndap Mahola i nyuu Mbon i nsinga i yé ntilgaga munu i Kat yon i
Mbon. Sébé ni njel singa ini nle (844) 221-7736.

oy 3 5 ol 3 Sl il ) 4l ) 58 38 (CuaSen dd (g 50 4l A8 (5 5 (SCile ) Sl 5 R

RS (844) 221-7736 o ka3 42 (52 sy

WAL mmncmw-ﬁaﬂsmmucwnwﬂaﬂegno wonSalnaudInaugos fieaauwa
g9 Youdwuaalomay. 1o (844) 221-7736.

BUEINGs (e stiHAS uNwm e R M anHAIF U IUNAYS S WM f
IHURAARIE AUISTUGSHAIHAT §i8UL) (844) 221-7736



Nepali

Persian Farsi

Serbo-Croatian

Syriac

Thai

Turkish

Ukrainian

Yiddish

& eI, afe qUTS i ol A8 37 U Sled-ig® YA dursd! AT {1 Yo
AT YT GeTdT JaT SUAS B | (844) 221-7736 HT e T8y
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20,80 il (844) 221-7736 o lesi b

PAZNJA: ako ne govorite engleski, nego neki drugi jezik, na raspolaganju su vam besplatne
usluge jezi¢ne pomoci. Nazovite (844) 221-7736.

(844) 221 7736 ayio \dasp axis L) bhuam) N [aa cfiinnd fhuif gl Liiad Liunsls Ao/ llaskyass Jys

Aamsnu: mnaaldaeauilildaedenar HusnsANNtamEannim
falviunnalaahidad1d3nale 9 GasanunaeaInsdwi (844) 221-7736.

DIKKAT: Ingilizce haricinde bir dil konusuyorsaniz, dil yardim hizmetlerinden iicretsiz
olarak faydalanabilirsiniz. (844) 221-7736 numarali hatt1 arayn.

YBAT'A: K110 BU HE PO3MOBIISIETE aHIIIIHCHKOIO, TO MOYKETE CKOPUCTATUCS OE3KOIITOBHUMHU
MociyraMi MOBHOI MATpUMKH. 3aTenedonyiite 3a Tenedonom (844) 221-7736.

TER IND IWIRIRD WIRT HRIOK PIH PI5 ,IWITR H2777 TRIOW ,WOHAW M TRIDW WTIR IN 7TV VR 2N 0N,

(844) 221-7736 07PN
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