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About Elderplan

Elderplan is a proud participating agency of MJHS Health System.
Both Elderplan and MJHS are not-for-profit organizations that share
the same core values of compassion, dignity and respect.

Elderplan has a rich history of caring for at-risk New Yorkers of

all backgrounds. That's why we understand that gaps in access

to quality health care are still all too often a factor. Consistent

with our values, we are leading the way to great care by being
committed to health equity, to closing these gaps in care, and
ensuring that all our members have access to high-quality programs
and services.

In addition, an advantage to our members of Elderplan/HomeFirst
being a participating agency of MJHS, is that the health system also
includes: MJHS Home Care, MJHS Hospice and Palliative Care, as
well as MJHS Menorah Centers for Rehabilitation and Nursing Care.
So, should you require access to additional support over time, and
choose to receive services from MJHS, the Elderplan team can work
together with their colleagues from across the system to better
coordinate your care.
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Plan Overview "

A health plan designed for You'll also have the support of a
Medicare beneficiaries who dedicated Care Manager, enjoy a
also have Medicaid, that covers gym membership to stay active,
medical, hospital, and prescription earn rewards through our Wellness
drugs—all in one simple plan. Incentive Program, and have

You can see any dentist or access to our award-winning
specialist in or out-of-network Member-to-Member program.

and take advantage of amonthly = Elderplan. Leading the way to
OTC benefit. In addition, you'll also great care.

receive a Flex card to help cover

out-of-pocket expenses for dental,

vision, hearing, and fitness services.

This plan includes comprehensive
dental coverage—with a larger
network of providers through our
dental partner DentaQuest—so
you can get the care you need
more easily.



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Contents

Section I: Introduction to Summary of Benefits ... 7
® Elderplan Contact Information

® Who Can Join?

® Useful Information About Medicare

® Information About Elderplan for Medicaid Beneficiaries

Section Il: Summary of Benefits ... 16
® Monthly Premium, Deductible, And Maximum Out-Of-Pocket Costs
® Medicare-Covered Benefits

e Supplemental Preventive and Comprehensive Dental

® Prescription Drug Benefits

® Other Covered Benefits

Section Ill: Summary of Medicaid Benefits Not Covered by Elderplan....130
® Medicaid Benefits



Summary of Benefits — Elderplan for Medicaid Beneficiaries

(HMO-POS D-SNP) 2027

Benefits at a Glance

<&, Freedom to choose any specialist
or dentist in and out-of-network

W Supplemental Preventive Dental and
Supplemental Comprehensive Dental

( %g 24/7 Access to Care with Teladoc®

SO

%”@ Flex Card#

$ 375 every year

+| Over-the-Counter (OTC) Benefits

SZOO every month

-
—
-

home-delivered meals. **

Traditional OTC plus now including payments toward
rent/mortgage, utilities, Internet, certain grocery items,
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*If you do not receive Medicare cost-sharing assistance under
Medicaid:

*  You pay $37.90 monthly for the plan premium.
* You pay 20% coinsurance for Primary Care.
«  You pay 20% coinsurance for Specialist Care.

**Eligibility is determined by whether you have a chronic condition
associated with the SSBCI benefit (expanded OTC). Examples include,
but are not limited to, Cardiovascular Disorders, Diabetes, Arthritis,
Chronic Kidney Disease, Chronic Respiratory Disease (e.g., COPD).
There are other eligible conditions not listed. Standards may vary for
this benefit.

tFlex Card benefit offers $375 allowance to use in 20270n
out-of-pocket expenses for dental, vision, hearing, and/or
fitness services.
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Section I: Introduction to Summary
of Benefits

Elderplan is an HMO plan with Medicare and Medicaid contracts.
Enrollment in Elderplan depends on contract renewal. Anyone entitled
to Medicare Parts A and B may apply. Enrolled members must continue
to pay their Medicare Part B premium if not otherwise paid for under
Medicaid.

This booklet gives you 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, see the 2027
Elderplan for Medicaid Beneficiaries (HMO-POS D-SNP) Evidence of
Coverage. A copy of the Evidence of Coverage is located on our website
at www.elderplan.org.
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Elderplan Contact Information

Elderplan for Medicaid Beneficiaries hours of operation

e From October 1 to March 31, you can call us 7 days a week
from 8 a.m. to 8 p.m. Eastern Time.

e From April 1 to September 30, you can call us Monday through
Friday from 8 a.m. to 8 p.m. Eastern Time.

Elderplan for Medicaid Beneficiaries phone numbers and
website

e |f you are a member of this plan, call toll-free
1-800-353-3765. (TTY users should call 711.) Hours are
8 a.m. to 8 p.m., 7 days a week.

e |f you are not a member of this plan, call toll-free
1-866-695-8101. (TTY users should call 711.) Hours are
8 a.m. to 8 p.m., 7 days a week.

e Our website: www.elderplan.org.

This document is available for free in Spanish and Chinese.
Please contact our Member Services number at 1-800-353-3765
for additional information. (TTY users should call 711.) Hours are
8 a.m. to 8 p.m., 7 days a week. This information is also available
in different formats, including Braille or other alternate formats.
Please call Member Services at the number listed above if you
need plan information in another format or language.

@
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Who Can Join?

To join Elderplan For
Medicaid Beneficiaries
(HMO-POS D-SNP), you must
be entitled to Medicare Part
A, be enrolled in Medicare
Part B and New York State’s
Medicaid program and live in
our service area.

Our service area includes the
following counties in New
York: Bronx, Kings, Nassau,
New York, Putnam, Queens,
Richmond and Westchester.

People who qualify for
Medicare and Medicaid

are known as dual-eligible
beneficiaries. You must be
eligible for Medicaid coverage
and meet the enrollment
eligibility requirements for
Elderplan for Medicaid
Beneficiaries. The kind of
Medicaid benefits you receive

are determined by New York
State and may vary based
upon your income and
resources. With the assistance
of Medicaid, some dual-eligible
beneficiaries do not have

to pay for certain Medicare
costs. As an Elderplan for
Medicaid Beneficiaries member
who qualifies for Medicaid
coverage, additional benefits
may be available to you from
Medicaid.
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Useful Information About Medicare

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. Visit the
Medicare website
(www.medicare.gov).

e Another choice is to get
your Medicare benefits by
joining a Medicare health
plan (such as Elderplan
For Medicaid Beneficiaries
(HMO-POS D-SNP)).

Tips for Comparing your
Medicare Choices

This Summary of Benefits
booklet gives you a summary
of what Elderplan For
Medicaid Beneficiaries

(HMO-POS D-SNP) covers and

what you pay.

©

¢ You can compare Elderplan

for Medicaid Beneficiaries
and Original Medicare using
this Summary of Benefits.
The charts in this booklet

list some important health
benefits. For each benefit,
you can see what our plan
covers. Our members
receive all of the benefits that
Original Medicare offers. The
Medicaid section includes
information about services
that you may receive from
Medicaid. The covered
benefits may change from
year to year.

}Q}\<<<<<
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e |f you want to know more e |f you want to compare our
about the coverage and plan with other Medicare
costs of Original Medicare, health plans, ask the other
look in your current plans for their Summary of
“Medicare & You” handbook.  Benefits booklets. Or, use
View it online at the Medicare Plan Finder on

https://www.medicare.gov/ www.medicare.gov/
Pubs/pdf/10050-medicare- plan-compare.
and-you.pdf 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.

-

-

.“% .
 §— —

i -
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Information About

Elderplan for Medicaid Beneficiaries

Special eligibility
requirements for our plan

Our plan is designed to meet
the needs of people who
receive certain Medicaid
benefits. (Medicaid is a joint
federal and state government
program that helps with
medical costs for certain
people with limited incomes
and resources.) To be eligible
for our plan you must be:
eligible for both Medicare
and Medicaid, or eligible

for Medicare and Medicare
cost-sharing assistance under
Medicaid. Additionally, you:

¢ Must have Medicare Part A
and Medicare Part B.

¢ Must reside in the plan’s
service area: Bronx, Kings,
Nassau, New York, Putham,
Queens, Richmond and
Westchester counties.

e Must be a United States
citizen or lawfully present in
the United States.

e Must meet the special
eligibility requirements
described below.

The kind of Medicaid benefits

you receive are determined

by New York State and may
vary based upon your income
and resources. With the
assistance of Medicaid, some
dual-eligible beneficiaries do
not have to pay for certain

Medicare costs. The Medicaid

benefit categories and types of

assistance served by our plan
are listed below:

¢ Full Benefit Dual Eligible
(FBDE): Helps pay Medicare
Part A and Part B premiums,
and other cost-sharing (like
deductibles, coinsurance
and copayments). These
individuals are also eligible
for full Medicaid benefits.

¢ Qualified Medicare
Beneficiary Plus (QMB+):
Helps pay Medicare Part A
and Part B premiums, and

B
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other cost-sharing (like
deductibles, coinsurance

and copayments). These
individuals are also eligible for
full Medicaid benefits.

Please note: If you lose your
eligibility but can reasonably
be expected to regain eligibility
within three (3) months,

then you are still eligible

for membership in our plan
(Chapter 4, Section 2.1 of your
Evidence of Coverage booklet
tells you about coverage and
cost-sharing during a period of
deemed continued eligibility.)

Which Doctors, Hospitals and
Pharmacies can | use?

Elderplan For Medicaid
Beneficiaries (HMO-POS D-SNP)
has a network of doctors,
hospitals, pharmacies and other
providers. Our plan allows you

to see In-Network and Out-of-
Network providers based on

our expansive benefit offering.
Our plan covers services and
benefits from any of our network
providers listed in our Provider
and Pharmacy Directory. Our
plan also includes point-of-
service coverage for certain
services and benefits from any
Medicare-certified provider who
has not opted out of Medicare.

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
www.elderplan.org, or call
us and we will send you a
copy of the Provider and
Pharmacy Directory.

®
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What do we cover?

Like all Medicare health plans,
we cover everything that Original
Medicare covers—and more.

e Members get all of the
benefits covered by Original
Medicare.

e Members also get more than
what is covered by Original
Medicare. Some of the extra
benefits are outlined in this
booklet.

¢ \We cover Part D drugs. In
addition, we cover Part B
drugs such as chemotherapy
and some drugs administered
by your provider.

You can see the complete

plan formulary (list of Part D
prescription drugs) and any
restrictions on our website,
www.elderplan.org or call us
and we will send you a copy of
the formulary.

How will | determine my
drug costs?

Most of our members in
Elderplan for Medicaid
Beneficiaries get “Extra Help”
with their prescription drug
costs. If you receive “Extra
Help,” your deductible and
cost share amount will depend
on the level of “Extra Help”
you receive. As a member

of our plan, you will receive

a separate insert, called the
“Evidence of Coverage Rider
for People Who Get Extra
Help Paying for Prescription
Drugs” (also known as the
“Low Income Subsidy Rider”
or “LIS Rider”), which tells you
about your drug coverage.
Please refer to the “LIS Rider”
for information about your
deductible and cost share
amounts.

©
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If you do not receive “Extra e The Social Security Office
Help,” you are responsible for at 1-800-772-1213 between
your Part D drug costs. 8 a.m. and 7 p.m., Monday

through Friday. TTY users
should call 1-800-325-0778
(applications); or

If you have questions about
Extra Help, call:

e 1-800-MEDICARE
(1-800-633-4227). TTY users ° New York State Department

should call 1-877-486-2048, of Health (Social Services)
24 hours a day, 7 days a HRA Medicaid Helpline at
week: ’ 1-888-692-6116 between

9 a.m. and 5 p.m., Monday
through Friday. TTY users
should call 711.
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Section II: Summary of Benefits

The following are the health care costs for Elderplan for Medicaid
Beneficiaries (HMO-POS D-SNP). If you meet the eligibility
requirements to be in this plan, Medicaid may help pay any health
care expenses you may have.

Elderplan For Medicaid Beneficiaries (HMO-POS D-SNP)

You must continue to pay your
Part B Premium (unless your Part
B Premium is paid for you by
Monthly Premium SOor Medicaid or another third party.)
(Part D Premium) 83790 Ifyou are eligible for Medicare
_cost-sharing assistance under
Medicaid, you pay $0 for your
_plan premium.
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Elderplan For Medicaid Beneficiaries (HMO-POS D-SNP)

. If you are eligible for Medicare

. cost-sharing assistance under

. Medicaid, you pay S0 for your

. Part B Deductible. This plan

- has deductibles for Inpatient

; - Hospital Services and Inpatient
. Psychiatric Services.

Part B Deductible SO or $283 These are 2026 cost-sharing

| amounts and may change for

. 2027. Elderplan for Medicaid

Beneficiaries (HMO-POS

- D-SNP) will provide updated

rates at www.elderplan.org as

soon as they are released.

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay SO.
17
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Elderplan For Medicaid Beneficiaries (HMO-POS D-SNP)

 Like all Medicare health plans,
“our plan protects you by
having yearly limits on your
out-of-pocket costs for medical
“and hospital care.
If you reach the limit on your
_in-network and out-of-network
combined out-of-pocket costs,
you keep getting covered
5 hospital and medical services
1$9,850 “and we will pay the full cost for
Combined Maximum In-Network the rest of the year. |
Out-of-Pocket and Out- Plgase note that you will
- of-Network  still need to pay your plan
Combined  premium, and any cost-sharing
é for your Part D prescription
drugs.
If you are eligible for Medicare
cost-sharing assistance
under Medicaid, you are not
responsible for paying any out-
of-pocket costs toward the
_ combined maximum out-of-
pocket amount for covered Part
A and Part B services.
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Medicare-covered Benefits

Health Need Covered

éYour Cost Share

| - What You
Should Know

A per admission
~deductible i applled
~once during the
_defined benefit
period. |
In 2026 the amounts

or Problem Beneflt
You need Inpatient

Hospital
hospital care

SerV|ces

period are $0* or:
1$1,736 deductible.
Days 1-60: $0

for each benefit

Authorization
_is required.

_copayment per day.
Days 61-90: $434
_copayment per day.
Days 91 and beyond:
1$868 copayment per
lifetime reserve day.

*If you are eligible for Medicare
you pay $O.

cost-sharing assistance under Medicaid,

©
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Medicare-covered Benefits

Health Need Covered éYour Cost Share What You
or Problem ' Benefit - Should Know
‘Beyond lifetime |
reserve days: you
_pay all costs. These
are 2026 cost-
sharing amounts
: -and may change
Youneed :_rlmpat!enlt for 2027. Elderplan
hospital care ospita for Medicaid
: - Services L
(continued) (continued) ;Benefluarles
(HMO-POS

'D-SNP) will provide
_updated rates at
‘www.elderplan.org
“as soon as they are
released.

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.

&
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Medicare-covered Benefits

Health Need Covered
“or Problem Benefit

%Your Cost Share el

Outpatient O% or 20%

Hospital e .
" _coinsurance.
- Services |
Youneed
hospital care
(COMBIUE)
Ambulatory
Surgical 0% or 20%
Center _coinsurance.*
(ASQ) '

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.
21
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Medicare-covered Benefits

Health Need Covered What You
Should Know

This benefit is also
Primary Care 0% or 20% available through
ary _coinsurance for each: Telehealth. Please
- Providers A

Visit. ~call your current

 provider for details.

éYour Cost Share

In-Network: This benefit is
0% or 20% also available
_coinsurance for  in-network
Special éeach visit.* through
PRl ?Out-of-Network: Telehealth. Please
You want to 0% or 20% call your current
see a doctor _coinsurance for provider for
_each visit.* details.

In-Network:
0% or 20%

- Nurse .
: . coinsurance for

. Practitioners o - Authorization
-each visit. ,

- and - only required for
. . Out-of-Network: . .

- Physician | - in-home visits.

0% or 20%
_coinsurance for
each visit.*

Assistants

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.
@
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Medicare-covered Benefits

Health Need Covered What You
Should Know

Preventive care
services may
$0 copayment. be covered by
5 Medicare during

the benefit year.

éYour Cost Share

..................................................................................................................

_+ Abdominal aortic aneurysm screenings
_+ Alcohol misuse screenings & counseling
_+ Bone mass measurements

-« Cardiovascular disease screenings

- Cardiovascular disease (behavioral
Youwant to Preventive thera.upy) : :
see a doctor -+ Cervical & vaginal cancer screenings
(continued) Care Colorectal cancer screenings
- Blood-based biomarker tests

- Colonoscopies

- Computed tomography (CT)

~ colonography

- Fecal occult blood tests

- Flexible sigmoidoscopies

- Multi-target stool DNA tests

» Counseling to prevent tobacco
use & tobacco-caused disease

~ + Depression screenings
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Medicare-covered Benefits

Health Need Covered What You
Should Know

~ « Diabetes screenings
~ « Diabetes self-management training
~ + Glaucoma screenings
~ *+ Hepatitis B shots
~ + Hepatitis B virus (HBV) infection
~ screenings
~ « Hepatitis C virus screenings
~ + HIV screenings
~ + Lung cancer screenings
~ +Mammograms (screening)
~ + Medical nutrition therapy services
y : ~ +Medicare Diabetes Prevention Program
ouwantto Preventive . .
-+ Obesity behavioral therapy
see adoctor : Care ; 2 . ,
. . + One-time “Welcome to Medicare
(continued)  (continued) L
. preventive visit
' ~ + Pre-exposure prophylaxis (PrEP)
~ for HIV prevention
~ + Prostate cancer screenings
~ + Sexually transmitted infections
~ screenings & counseling
~ + Shots:
- COVID-19 vaccines
- Flu shots
- Hepatitis B shots
~ - Pneumococcal shots
+ Yearly “Wellness" Visit

éYour Cost Share
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Medicare-covered Benefits

Health Need Covered
or Problem Benefit

What You
Should Know

_+ Diabetes self-

éYour Cost Share

Youwantto Preventive ~ management
0% or 20% ~ Mmandg
see a doctor  Care - . ~ training
) . _coinsurance.
(continued) - (continued) -+ Glaucoma
| | ~ Screenings

Ifyou are
“admitted to the
hospital within 24

0% or 20%
Emergency  coinsurance

Care (up to 511.5? . hours there is no

for each visit.
YouNeed ... Costshare
Emergency This benefit is also
Care ' avai

0% or 20% “available through

. Telehealth. Please
Urgent Care coinsurance (upto
| | - call your current

- $40) for each visit.* .
. provider for

details.

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.
25
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Medicare-covered Benefits

Health Need Covered
~or Problem  Benefit

...............................................................

- Diagnostic
Services/ ;
Labs/Imaging
_+ Medicare-
~ covered  $0 copayment for
Lab _each service.
~ Services
* Outpatient
Youneed  Blood :
medical ~ Services | |
tests Diagnostic
Services/
Labs/ |
Imaging 0% or 20% |
_+ Diagnostic coinsurance for each
 testsand  service*.
~ Procedures
+ Outpatient
 X-rays |

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.
26
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Medicare-covered Benefits

Health Need Covered
Benefit

or Problem

You need
medical
tests
(continued)

.........

« Therapeutic

radiology
services
(such as
radiation
treatment
for cancer)

» Diagnostic

Radlologlcal
services ;
(such as MRI
scansand
CT scans)

..........................

.........................

Your Cost Share

What You

O% or 20%
_coinsurance for each
serwce*

Should Know

Authorization is
required only for
Positron Emission
Tomography
(PET), Magnetic
Resonance
Imaging (MRI),
Magnetic
Resonance
Angiography
(MRA), and CAT
Scan (CT).

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.
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Medicare-covered Benefits

Health Need Covered What You

éYour Cost Share

' 0% or 20%
_coinsurance for
‘Medicare-covered

Hearing R A
Exams 50 payment for

~one Non-Medicare-
_covered (Routine)

5 Hearing Exams
Youneed _every 3 years.

Hearing Care Upto$1,300 for

_both ears combined
‘maximum benefit  Authorization
limit every 3 years. is required for
$0 copayment hearing aid(s) by

Hearing
Aids

for Fitting and “a Physician or
Evaluation for Specialist.
‘Hearing Aid(s) every

3 years

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $O.
28
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Medicare-covered Benefits

Health Need Covered
or Problem Benefit

Comprehen-
sive Dental

éYour Cost Share

0% or 20%
_coinsurance for
Medicare-Covered
services.*

What You

Supplemental

You need

Supplemental
Dental Care '

Diagnostic
“and
Preventive
Dental
Services

_Diagnostic and

Preventive Dental

Services is limited
to selected service
_codes from the
_categories below.
Services are

_combined in and
~out of network.

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.

D
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Medicare-covered Benefits

Health Need Covered éYour Cost Share What You
_orProblem  Benefit = " _Should Know
- Supplemental
- Comprehensive
- Coverage for :
- Dental Services.
Supplemental :
: - Benefit frequency
- Comprehensive .
5 . - may be limited
. Dental Services is g .
You need Supplemental imited to selected - per American
Dental Care = Comprehen- = . - Dental Association
. - service codes from .
(continued)  sive Dental freesizmares el guidelines.
5 ~Authorization
In-Network and mav be required
- Out-of-Network Y .
= for Supplemental

combined.  Comprehensive

Dental Services
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Supplemental Diagnostic, Preventive &
Comprehensive Dental Services

In-Network and Out-of-Network Combined

Periodic oral One of (D0120) per 6 $0

D0120 : evaluation — :
_ established patient MO perpatient - copayment
Limited oral $0
DO0140 evaluation—problem = One every month
f d é ~copayment
SRR ..ot N S
- Comprehensive oral | One of (D0150) every 6
. . S0
DO150 : evaluation —new or | months per provider or
| | ~copayment

_established patient  location

. - One of (D0160) per 90
Detallgd and Day(s) per provider or
- extensive oral :

) location. %0
Pa160; e‘r’ggigf]'f]{(‘) ced by Oneof (D9997) per 60  copayment
rpeport 2y - Day(s) per provideror

e Jocation
Re-evaluation, $0

D0170 ' limited problem - One every 6 months

o focused

- Comprehensive

- periodontal

“evaluation - new or

One of (D0190, DO191)

- Screening of a per 10 Day(s) per

. patient
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Code Procedure Name

Oral Eams

One of (D0190, DO191)

 Assessment of a

| 30
patient 5

DO191 .
~copayment

per 10 Day(s) per
- provider and location

Intraoral -
- comprehensive
- series of

One of (D0210, D0330)

_per 36 Month(s) per 50
patient copayment

~ Intraoral-periapical 5 oo oo

| Intraora PICal 3 of (D0220) per6  $0
DOZZO§ first radiographic Month(s) per patient  copayment

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

; - The total fee for |

Intraoral — periapical : additional intraoral films
D0230 each additional may not exceed the '

radiographic image ' total fee allowed for a

- One of (D0240) per 6

Intr.aoral B F)C.dusal Month(s) per patient,
- radiographic image
: . same arch

- Extra-oral -

-~ 2d projection
radiographic image  Two of (D0250) per1  $0

created using a - Week(s) per patient copayment
stationary radiation |

source, and detector

- Extra-oral posterior
! . Two of (D0251) per1 SO
D0251 dental radiographic Week(s) per patient _copayment



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name

Bitewing — single 3of (b0270, DO272, S0
b0270. radiographic image D0273, D0274) per 12 copayment
L OSTPRIE TAEE Month(s) per patient  “PPPTEE
Bitewings — two 30f(D0270,D0272, S0
D0272 - - D0273, D0274) per 12
- radiographic images copayment

3 0f (D0270, D0272,

Bitewings —three 1503 50274) per 12
- radiographicimages

3 0f (D0270, D0272,

50

D0274§ rBe:Jctjeic\;w?agSh_icf(i);ra es D0273, D0274) per 12 22 ayment

~ fadiograpnicima 85 Month(s) per patient  ° payment
Vertical bitewings — S0

DO277 7408films Oneeveryemonths o ment

: Two of (D0310) per 1 S0

D030 Saliography Week(s) per patient  copayment
- Temporomandibular %0

D0320 joint arthogram, - Covered
copayment

Two of (D0321) per 12 $0
Month(s) per patient = copayment

Panoramic One of (D0210, D0330) - <0
b0330; radiographic image per.36 Month(s) per copayment
S S B >2- L - 1L S S
DO - Cephalometric One of (D0340) per36 = $0



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name  Frequency Limitations Copayment

- 2d oral/facial
photographicimage = Two of (D0350) per6 : $O
_obtained intra-orally = Month(s) per patient | copayment
- Cone beam CT :
capture and Capture of Cone beam
interpretation with | CT with interpretation  $0
limited field of view, of such- limited to less = copayment
less than one whole  than whole jaw |
- Cone beam CT :
capture and Capture of Cone beam
interpretation with | CT with interpretation  $0
field of view of one  of such- limited to copayment
fulldentalarch—  mandibular arch. |
_mandible
- Cone beam CT |
capture and Capture of Cone beam
_interpretation with  CT with interpretation <0
D0366  field of view of one | of such- limited to
fulldentalarch— maxillary arch (without copayment
“maxilla, with or - cranium) |
without cranium |



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

X-Ray

Code Procedure Name

Cone beam CT
capture and

D0367

interpretation with
field of view of

both jaws, with or
~without cranium

Cone beam CT
- capture and

interpretation for
TM] series including

- two or more

Intraoral
- tomosynthesis —

_comprehensive

- series of

~ Capture of Cone beam
- CT with interpretation
~of such - limited to

- TMJ series (2 or more
_exposures)

One of (D0372) every
36 months per patient

Frequency Limitations Copayment _

A panoramic radiograph
- (D0330) or similar |
film, along with

- documentation of
medical necessity,
must be submitted

- with requests for prior
_approval. Approval

_is limited to those
~cases demonstrating
significant risk for a
_complication such as
_nerve injury or jaw
fracture as well as
pathology or trauma

50
~copayment

%0
_copayment

~copayment
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Code Procedure Name

Intraoral
tomosynthesis - One of (DO373) every SO
_— bitewing 12 months per patient = copayment

Intraoral |
tomosynthesis - One of (D0374) every  $0

D0374 . | : |
~— periapical 12 months per patient | copayment

Intraoral
tomosynthesis - | é
~ comprehensive _copayment
- ntraoral
tomosynthesis - | N

 bitewing image _copayment
~ ntraoral
tomosynthesis — - One of (D0389) every
periapical image 12 months per patient

DO470§ Diagnostic casts One of (D0470) per 12

pnostic Services
-~ Accession of '
tissue, gross and
_microscopic exam

Reimbursement is
limited to enrolled oral
pathologist.

D0474
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Code Procedure Name

gnostic Services
 Consultation, :

“including Reimb .
reparation of slides reimoursement is 50
P - limited to enrolled oral

from biopsy material - : copayment
supplied by referring pathologist.
o SOUICe
~ Other oral Rei :
batholo - Reimbursement is $0
D0502 P d &Y b limited to enrolled oral
procedures, by pathologist copayment

Unspecified
D0999' diagnostic ~ Covered
_procedure, by report

Cleanings

30
~copayment

- One of (D1110) per 6
Month(s) per patient.

Includes scaling and

polishing procedures

_to remove coronal ;

plaque, calculusand ~ $0

- stains. Prophylaxisis ~ copayment
_intended to control 5

local irritation factors

_in conjunction with

- D4341 on the same

_date of service.

..............................................................................................................................................................................................................................................................

D1110 Prophylaxis — adult
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Code Procedure Name

Topical application One of (D1206, D1208)  $0
of fluoride varnish  per 3 Month(s) _copayment

; §(Dneof(D1206,D1208)§
Topical application per 3 Month(s) per |
D1208  of fluoride - patient.
_excluding varnish ~ Four of (D1206) per 12
Month(s) per patient
Other Preventive Dental Services
Tobacco counseling

copayment

D1320 for control and Covered $0
_preventionof oral copayment

disease

- Covered with topical

Application of application of fluoride
caries arresting - (D1206 or D1208) S0

D1354 : | g
~medicament —per = when they are ~copayment
tooth _performed on the same

S dateofservicc

Unspecified g
D1999 ' preventive Covered

..............................................................................................................
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D2140

Restorative Services?*

Amalgam —one

surface, primary or

permanent

' D2391,D2392, D2393,
- D2394) every 12
_months

Frequency Limitations Copayment

One of (D2140, D2150,
- D2160, D2161, D2330,
' D2331,D2332,D2335,

- $0 copayment

Amalgam — two

surfaces, primary or

permanent

One of (D2140, D2150,
- D2160, D2161, D2330,

- D2331,D2332,D2335,
- D2391,D2392,D2393,
- D2394) every 12
months

Amalgam — three

surfaces, primary or

. permanent

One of (D2140, D2150,
- D2160, D2161, D2330,

- D2331,D2332,D2335,
- D2391,D2392,D2393,
- D2394) every 12
months

Amalgam — four

or more surfaces,
primary or

permanent

One of (D2140, D2150,
- D2160, D2161, D2330,

- D2331,D2332,D2335,
- D2391,D2392,D2393,
- D2394) every 12 |
months
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D233o§

Procedure Name
Restorative Services?*

Resin-based

composite —one

- surface, anterior

Resin-based

composite — two

- surfaces, anterior

Resin-based

composite — three

- surfaces, anterior

Resin-based

- composite — four

or more surfaces

~orinvolving incisal

angle (anterior)

Resin-based

_ composite crown,

_anterior

One of (D2140, D2150,
- D2160, D2161, D2330,

- D2331, D2332, D2335, 550copaynmnt
- D2391,D2392,D2393,

- D2394) every 12
e mONERS
One of (D2140, D2150,

- D2160, D2161, D2330,
- D2331,D2332,D2335,
- D2391,D2392, D2393,
- D2394) every 12
e mONERS
One of (D2140, D2150,

- D2160, D2161, D2330,
- D2331,D2332,D2335,
- D2391,D2392, D2393,
- D2394) every 12
e mONES
One of (D2140, D2150,

- D2160, D2161, D2330,
- D2331,D2332,D2335,
' D2391,D2392, D2393,
- D2394) every 12 |
e mOnthS
- One of (D2390) per 12
“month(s) per patient,

- Same tooth

__Frequency Limitations Copayment
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Code Procedure Name __ Frequency Limitations Copayment
Restorative Services*

_One of (D2140, D2150,
- D2160, D2161, D2330,
' D2331,D2332,D2335, - $0 copayment
' D2391,D2392, D2393,
- D2394) every 12 f
omonths
One of (D2140, D2150,
- D2160, D2161, D2330,
' D2331,D2332,D2335,
' D2391,D2392, D2393,
- D2394) every 12
oomonths
One of (D2140, D2150,
- D2160, D2161, D2330,
' D2331,D2332,D2335,
' D2391,D2392, D2393,
- D2394) every 12
oomonths

One of (D2140, D2150,

Resin-based - D2160, D2161, D2330,
composite - four ~ D2331,D2332, D2335,
or more surfaces, ~ D2391,D2392, D2393,

posterior ' D2394) every 12

Resin-based
D2391 composite - one
surface, posterior

Resin-based
D2392 composite - two
surfaces, posterior

Resin-based
D2393 composite - three
surfaces, posterior
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Code Procedure Name  Frequency Limitations Copayment
Restoative Services?

One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630, D2710, D2712,
| - D2720, D2721, D2722,

D251O§Inby4neuﬂhc—1 §D2740,D2750,D275L
- surface - D2752, D2753, D2780,
? D2781,D2782,D2790,
- D2791,D2792, D2794),
_once per tooth per 60

$O copayment

One of (D2510, D2520,

- D2530, D2542, D2620,

- D2630,D2710, D2712,

5 - D2720, D2721, D2722,
DZSZO%InbyqneuﬂHc—Z §D2740,D2750,D2751
- surfaces - D2752,D2753,D2780,
? D2781, D2782, D2790,
- D2791,D2792, D2794),

_once per tooth per 60



Summary of Benefits — Elderplan for Medicaid Beneficiaries
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Code Procedure Name  Frequency Limitations Copayment
Restoative Services?

One of (D2510, D2520,
' D2530, D2542, D2620,
' D2630, D2710, D2712,

| - D2720, D2721, D2722,
D253O§Inby4neuﬂhc—3+ D2740, D2750, D2751,
- surfaces - D2752, D2753, D2780,
s ' D2781,D2782, D2790,
' D2791,D2792, D2794),
_once per tooth per 60

$O copayment

One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630, D2710,D2712,
| ' D2720,D2721,D2722,
- Onlay-metallic-2  D2740, D2750, D2751,
D2542§suﬁhZes D2752, D2753, D2780,  °° CoPayment
? D2781,D2782,D2790,
- D2791,D2792, D2794),
_once per tooth per 60



Summary of Benefits — Elderplan for Medicaid Beneficiaries
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Code Procedure Name  Frequency Limitations Copayment
Restoative Services?

One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630, D2710, D2712,

| - D2720, D2721, D2722,
0262 o Inlay-porcelain/ D2740, D2750, D2751,
ceramic - 2 surfaces = D2752, D2753, D2780,
? D2781,D2782,D2790,
- D2791,D2792, D2794),
_once per tooth per 60

$O copayment

One of (D2510, D2520,
- D2530, D2542, D2620,
' D2630, D2710, D2712,
| D2720,D2721,D2722,
Inlay-porc/ceramic— D2740, D2750, D2751,
bzes0 5, syurFl)‘aces D2752, D2753, D2780, >0 copayment
| D2781,D2782, D2790,
D2791, D2792, D2794),
_once per tooth per 60
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Restoative Services?*

ber10 composite (indirect)

Crown - resin-based

Code Procedure Name

- D2752, D2753, D2780,
- D2781, D2782, D2790,

Frequency Limitations Copayment

One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630, D2710, D2712,
- D2720, D2721,D2722,

D2740, D2750, D2751,
- $0 copayment

D2791, D2792, D2794),
~once per tooth per 60

One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630,D2710,D2712,

Crown — %4 resin-
D2712 based composite
(indirect)

- D2720, D2721, D2722,
- D2740, D2750, D2751,
' D2752, D2753, D2780,
' D2781,D2782, D2790,
- D2791,D2792, D2794),

_once per tooth per 60
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Code Procedure Name  Frequency Limitations Copayment
Restoative Services?

One of (D2510, D2520,
- D2530, D2542, D2620,
' D2630, D2710, D2712,
| ' D2720, D2721, D2722,
D2720 Crown —resin with D2740, D2750, D2751,
high noble metal - D2752, D2753, D2780,
| ' D2781,D2782, D2790,
- D2791,D2792, D2794),
_once per tooth per 60

$O copayment

- One of (D2510, D2520,

- D2530, D2542, D2620,

- D2630, D2710, D2712,

Crown - resin with bere0, berel, Derez,

D2721 predominantly base D2740, D2750, D2751,
metal D2752, D2753, D2780,

- D2781,D2782,D2790,
D2791, D2792, D2794),
_once per tooth per 60
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Restoative Services?*

02727 Crown —resin with
noble metal

D2740 Crown._ porcelain/
-~ ceramic

Code Procedure Name

One of (D2510, D2520,
- D2530, D2542, D2620,
' D2630, D2710, D2712,
' D2720, D2721, D2722,
- D2740, D2750, D2751,
- D2752, D2753, D2780,
' D2781,D2782, D2790,
- D2791,D2792, D2794),
_once per tooth per 60

Frequency Limitations Copayment

One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630, D2710, D2712,
- D2720, D2721, D2722,
- D2740, D2750, D2751,
- D2752, D2753, D2780,
' D2781,D2782, D2790,
- D2791,D2792, D2794),
_once per tooth per 60

$O copayment
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Code Procedure Name  Frequency Limitations Copayment

Restoratlve Services?

~One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630, D2710, D2712,
- D2720, D2721, D2722,
- D2740, D2750, D2751,
- D2752, D2753, D2780,
- D2781,D2782, D2790,
- D2791, D2792, D2794),
_once per tooth per 60

- Crown — porcelain
D2750 fused to high noble

$O copayment
metal 5

§<3neof(D251o D2520,
- D2530, D2542, D2620,
; - D2630, D2710, D2712,
Crown — porcelain D2720, D2721, D2722,

o7sq fusedto ' D2740, D2750, D2751, §$0cn I
_predominantly base  D2752, D2753, D2780, Pay
metal - D2781,D2782,D2790,

D2791, D2792, D2794),
~once per tooth per 60



Summary of Benefits — Elderplan for Medicaid Beneficiaries
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Restoative Services?*

Code Procedure Name

Frequency Limitations Copayment

One of (D2510, D2520,

' D2530, D2542, D2620,
- D2630, D2710, D2712,
- D2720, D2721, D2722,

Crown - porcelain
berse fused to noble metal |

' D2740, D2750, D2751,

D2781,D2782,D2790,
- D2791, D2792, D2794),
~once per tooth per 60

One of (D2510, D2520, -
' D2530, D2542, D2620,
' D2630, D2710,D2712,

Crown — porcelain
D2753 fused to titanium
~and titanium alloys

- D2720, D2721, D2722,
- D2740, D2750, D2751,
' D2752, D2753, D2780,
- D2781,D2782, D2790,
- D2791,D2792, D2794),

_once per tooth per 60
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Code Procedure Name  Frequency Limitations Copayment
Restoative Services?

One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630, D2710, D2712,
; - D2720, D2721, D2722,
557 80; Crown — % cast high D2740, D2750, D2751,
- noble metal - D2752, D2753, D2780,
? D2781,D2782,D2790,
- D2791,D2792, D2794),
_once per tooth per 60

$O copayment

One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630, D2710, D2712,
- D2720, D2721, D2722,
- D2740, D2750, D2751,
- D2752, D2753, D2780,
- D2781,D2782, D2790,
- D2791,D2792, D2794),
_once per tooth per 60

Crown — 34 cast
D2781 predominantly base
metal
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Restoative Services?*

s
D2787 Crown — 34 cast
noble metal

Crown — full cast
bers0 high noble metal

Code Procedure Name

One of (D2510, D2520,
- D2530, D2542, D2620,
' D2630, D2710, D2712,
' D2720, D2721, D2722,
- D2740, D2750, D2751,
- D2752, D2753, D2780,
' D2781,D2782, D2790,
- D2791,D2792, D2794),
_once per tooth per 60

Frequency Limitations Copayment

One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630, D2710,D2712,
- D2720, D2721, D2722,
- D2740, D2750, D2751,
- D2752, D2753, D2780,
' D2781,D2782, D2790,
- D2791,D2792, D2794),
_once per tooth per 60

$O copayment
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Code Procedure Name  Frequency Limitations Copayment
Restoative Services?

One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630, D2710, D2712,
' D2720, D2721, D2722,
; - D2740, D2750, D2751,

Crown — full cast
D2791 | predominantly base S0 copayment

; D2752, D2753, D2780,
metal :

D2781,D2782,D2790,
- D2791, D2792, D2794),
~once per tooth per 60

~One of (D2510, D2520,

- D2530, D2542, D2620,

- D2630,D2710, D2712,

; - D2720, D2721, D2722,
D2792§cxomn1—fuucast D2740, D2750, D2751,
_noble metal - D2752, D2753, D2780,

? - D2781, D2782, D2790,
- D2791,D2792, D2794),

_once per tooth per 60
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Code Procedure Name  Frequency Limitations Copayment
Restoative Services*

One of (D2510, D2520,
- D2530, D2542, D2620,
- D2630, D2710,D2712,
- D2720, D2721, D2722,
- D2740, D2750, D2751,
- D2752, D2753, D2780,
' D2781,D2782, D2790,
- D2791,D2792, D2794),
_once per tooth per 60

D2794 Crown - titanium S0 copayment

Re-cement or re-

- bond inlay, onlay,

veneer or partial
Re-cement orre.  oneof (D2920) per 24

D2920§ bond crown Month(s) per patient, S0 copayment
| - same tooth

Prefabricated - One of (D2931,
stainless steel - D2932, D2933) per 60
_crown-permanent = Month(s) per patient,
. tooth  sametooth
- One of (D2931,
Prefabricated resin  D2932, D2933) per 24
_crown Month(s) per patient,

5 “same tooth
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Code

Restoative Services?*

Procedure Name

Prefabricated

- with resin window

 Placement of
_interim direct
. restoraton
- Two of (D2951) per 12
Month(s) per patient,

_ restoraton  sametooth

- One of (D2952) per 60
Month(s) per patient,

Pin retention — per
tooth, in addition to
restoration

Cast post and core

- in addition to crown
; . same tooth

Each additional cast One of (D2953) every

_post —same tooth

- One of (D2954) per 60
Month(s) per patient,
same tooth

One of (D2955) per 60
Month(s), same tooth

- One of (D2980) per 60
Month(s) per patient,
same tooth

Prefabricated post
~and core in addition
_to crown

- Post removal (not
in conjunction with

Crown repair, by
_report

One of (D2931,

stainless steel crown D2932, D2933) per 24

Month(s) per patient,
same tooth

- 60 months per patient,
_same tooth
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Code Procedure Name

Excavation of a

tooth resulting in

the determination of
UnspeC|f|ed |

D2999  restorative Covered - $0 copayment
procedure, by report

Endodontlc Services*

- Therapeutic .
- pulpotomy (excludlng
final restoration)
_—removal of pulp
D3220  coronal to the
“dentinocemental
junction and
application of
_ medicament
- Pulpal therapy |
(resorbable filling) ~ One of (D3230) per 1
D3230 -anterior, primary Lifetime per patient, ~ $0 copayment
tooth (excluding “same tooth

One of (D3220) per 1

Lifetime, same tooth 50 copayment

 Pulpal therapy
(resorbable filling) ~ One of (D3240) per 1

D3240 - posterior, primary ' Lifetime per patient, ~ $0 copayment
tooth (excluding “same tooth
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Code

Endodontic Services* .
Endodontic therapy,
_anterior tooth
(excluding final
Endodontic therapy,
_premolar tooth
(excluding final
Endodontic therapy,
- molar tooth
(excluding final
Retreatment of
_previous root canal
Retreatment of
_previous root canal
Retreatment of
_previous root canal

Procedure Name

Apicoectomy —
anterior

Apicoectomy —

- premolar (first root)
P ( ) . same tooth

One of (D3310) per 1
Lifetime per patient,

“same tooth

- One of (D3320) per 1
Lifetime per patient,

“same tooth

- One of (D3330) per 1
Lifetime per patient,
~same tooth

- One of (D3346) per 1
Lifetime per patient,
-anterior sametooth
- One of (D3347) per 1
Lifetime per patient,
oy -premolar  sametooth
- One of (D3348) per 1
Lifetime per patient,
y-molar sametooth
- One of (D3410) per 1
Lifetime per patient,
sametooth

- One of (D3421) per 1
Lifetime per patient,
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Code Procedure Name

Endodntic Services*

- Apicoectomy -
D345 “molar (first root)

~ Apicoectomy (each
D3426§ additional root)

D3430. Retrograde filling —

- perroot

Unspecified
D3999 endodontic ;
procedure, by report

Periodontic Services?
- Gingivectomy or
- gingivoplasty - 4

D4210 or more contiguous
teeth or tooth

- Gingivectomy or
_gingivoplasty - 1to
3 contiguous teeth
~or tooth bounded

_per 12 Month(s), same

bounded spaces per quadrant

One of (D4210, D4211)
_per 12 Month(s), same
_quadrant

One of (D3425) per 1
Lifetime per patient,
sametooth
- One of (D3426) per 1
Lifetime per patient,
_sametooth
- One of (D3430) per 1
Lifetime per patient,

same tooth

$O copayment

One of (D4210, D4211)

$O copayment
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Code Procedure Name  Frequency Limitations Copayment

Péric;dbntié Services?*
Gingival flap ;
_procedure, including

root planing —4 or
D4240 more contiguous

teeth or tooth ;

_bounded spaces per

One (D4240) every 60

_months per patient - 30 copayment

Clinical crown One of (D4249) per1
D4249 lengthening—hard  Lifetime per patient, ~ $0 copayment
. tissue  sametooth.

- Osseous surgery

(including elevation

~of afull thickness ~ One of (D4260 or
flap and closure) -4  D4261), once per
~ or more contiguous quadrant per 60
teeth or tooth _months, per patient
bounded spaces per

S0 copayment
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Code

Procedure Name

Periodontic Services*
-~ Osseous surgery
(including elevation
~of a full thickness

D4261

flap and closure) -

- 1to 3 contiguous
teeth or tooth

Guided tissue
_regeneration,

_natural teeth -

resorba ble barrier,

 Guided tissue
regeneration,

natural teeth -non-

resorba ble barrier,

- Subepithelial

_connective tissue

Frequency Limitations Copayment

One of (D4260 or

- D4261), once per
_quadrant per 60
_months, per patient
_bounded spaces per

$0 copayment

One of (D4266, D4267)

per 1 Lifetime per - $0 copayment
patient, same tooth

One of (D4266, D4267)

per 1 Lifetime per - $0 copayment

patient, same tooth

One of (D4273, D4275)
per 1 Lifetime per |

One of (D4273 D4275)
per 1 Lifetime per |
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Code Procedure Name  Frequency Limitations Copayment

Periodontic Services*
Free soft tissue
graft procedure |
(including donor site  One per tooth, per
surgery), first tooth  lifetime
~or edentulous tooth

$O copayment

Free soft tissue graft
_procedure (including

donorsite surgery), ¢ (04578) per

each additional |
: Lifeti ient,
_contiguous tooth or fetime per patient 50 copayment

edentuloustooth ~ ~0° tooth

_position in same

 Autogenous

_connective tissue

graft procedure

(including donor

~and recipient
surgical sites) —
- each additional
_contiguous
tooth, implant or
“edentulous tooth
_position in same

One of (D4283, D4285)
per 1 Lifetime per - $0 copayment
patient, same tooth |
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Code Procedure Name _Frequency Limitations Copayment
Periodontic Services?
Non-autogenous
_connective tissue
graft procedure
(including recipient
surgical site and
donor material)
D428 - each additional
_contiguous
tooth, implant or
_edentulous tooth
_position in same

One of (D4283, D4285)
per 1 Lifetime per - $0 copayment
patient, same tooth |

Periodontalscaling = ¢ (p4341, D4342)

~and root planing-4

per 24 Month(s) per  $0 copayment

- or more teeth per .

patient, same quadrant

zigiggi’té’l;ﬁ“”g One of (D4341,D4342)

praning per 24 Month(s) per ~ $0 copayment

- —1to 3 teeth per .

patient, same quadrant

54910 quz::(rfeonn;rie One of (D4910) per 6
Month(s) per patient

Unspecified
D4999 periodontal Covered - $0 copayment
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Code

- Mandibular partial
_denture - resin
base (including any
_conventional clasps,
Maxillary partial
_denture - cast
metal framework
D5213  with resin denture
bases (including any
_conventional clasps,

Procedure Name

Frequency Limitations Copayment
Prosthodontlc Remova ble Services*

Complete denture - - One of (D5110, D5211,

- maxillary

Complete denture — One of (D5120 D5212,

mandibular

- Maxillary partial
“denture - resin
base (including any
_conventional clasps,

- D5213, D5225) per 96
- D5214, D5226) per 96

One of (D5110, D521,
- D5213, D5225) per 96
Month(s) per patient

One of (D5120, D5212,
- D5214, D5226) per 96
Month(s) per patient

One of (D5110, D5211,
D5213, D5225) per 96
Month(s) per patient

$O copayment
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Code Procedure Name _Frequency Limitations Copayment
Prosthodontic Removable Services?
Mandibular partial
~denture - cast
metal framework | One of (D5120, D5212,
D5214 withresin denture ~ D5214, D5226) per 96  $0 copayment
bases (including any  Month(s) per patient
_conventional clasps,
Maxillary partial - One of (D5110, D5211,
D5225 denture-flexible D5213, D5225) per 96 S0 copayment
Mandibular partial  One of (D5120, D5212,
D5226 denture-flexible ' D5214, D5226) per 96 $0 copayment
4 0f (D5410) per12
- Adjust complete Month(s) per patient.

b>410 _denture-maxillary  Not covered within 6 >0 copayment
. moniths of placement
| 4 of (D5417) per 12
Adjust complete  Month(s) per patient.
b>4Tl _denture-mandibular = Not covered within 6 >0 copayment
e months of placement
4 of (D5421) per 12
DE421 Adjust partial Month(s) per patient. $0 copayment

_denture-maxillary = Not covered within 6
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Code Procedure Name

Prosthodontic Removable Services*
4 of (D5422) per 12
Adjust partial Month(s) per patient.

b>4zz ~denture-mandibular Not covered within 6 >0 copayment

i months of placement
- Repair broken

D5511  complete denture Two of (D55T1) per 12 $O copayment
) Month(s) per patient

~......base,mandibular T T
- Repair broken ;
- Two of (D5512) per 12

D5512 complete denture Month(s) per patient S0 copayment

Efiickee?t'::f_ One of (D5520) per 12
D5520 Month(s) per patient,  $O copayment
- complete denture —
g same tooth -

................................ pertooth
Repair resin denture - Two of (D5611) per 12

P81 base, mandibular  Month(s) per patient  *° “PYMeNt

DEGT2 Repair resin denture  Two of (D5612) per 12 $0 copayment

................................. base, maxillary  Month(s) per patient "7 "7 T
- Repair cast

D5621  framework, One of (D5621) Per12 $O copayment
: Month(s) per patient

.....mandibular
- Repair cast
- One of (D5622) per 12

D5622§ framework, Month(s) per patient S0 copayment

- Two of (D5630) per 12

Repair or replace :
broken clasp Month(s) per patient, $O copayment
| - same tooth
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Code Procedure Name

Prostodontic Remova bl Services*

Eff)lraockee?t'zse'?f_ One of (D5640) per 12
D5640 ~ . Month(s) per patient,  $0 copayment
partial denture — per
~same tooth |

................................ e N S
Add tooth to - One of (D5650) per 12
D5650 existing partial Month(s) per patient,  $0 copayment

_denture — per tooth | same tooth

- Add clasp to existing One of (D5660) PET 12

M Month(s) per patient,  $0 copayment
. partial denture

- - same tooth

- One of (D5710) per 24
Rebase complete  Month(s) per patient.

b>710 - maxillary denture Not covered within 6 >0 copayment
. moniths of placement
| - One of (D5711) per 24
_Rebase complete  Month(s) per patient.
b>7T1 ~mandibular denture  Not covered within 6 >0 copayment
e months of placement
5 - One of (D5720) per 24
_Rebase maxillary ~ Month(s) per patient.
b>720 partial denture Not covered within 6 >0 copayment
e moniths Of placement
- One of (D5721) per 24
D572 Rebase mandibular ~ Month(s) per patient. $0 copayment

partial denture Not covered within 6
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Code Procedure Name _Frequency Limitations Copayment
Prosthodontic Removable Services?
One of (D5275) every
24 month(s) per |
patient. Not covered S0 copayment

~within 6 months of

D5725 Rebase of hybrid
 prosthesis

- One of (D5730) per 12

Reline complete Month(s) per patient.

D5730§ max!lla?ry denture Not covered within 6 S0 copayment
(chairside)

S T months of placement
Reline complete S/IZE ;f(g)DSZrmLEeeglz

D5731 mandibular denture PEF parient. S0 copayment
. - Not covered within 6
(chairside)

B months of placement =
Reline maxillary S]ZE;]C(S)SZ?OQEE;SZ

D5740  partial denture PETPALEMt-— ¢ copayment
. - Not covered within 6
(chairside)

e o ——— months of placement =
Reline mandibular I(\)/IZE'E;\f(g)DSZrM)aEErn’:Z

D5741 partial denture PEFPALEt-— ¢ copayment
. - Not covered within 6
(chairside)

SN T months of placement
Renecompire 071 0550) 2

D5750 maxillary denture PE P ' SO copayment

(laboratory) Not covered within 6
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Code Procedure Name

Prosthodontic Removable Services*
| - One of (D5751) per 24

Month(s) per patient.

Reline complete

D5751 mandibular denture Not covered within 6 S0 copayment
(laboratory) s

B T months of placement
Reline maxillary agi;fé)DSZSOgt?ee;54

D5760 : partial denture PEFPAHEN® ¢ copayment
- Not covered within 6
(laboratory)

e o o—— months of placement =
Reline mandibular S/]gi;f(g)DSZ?)aEE;fAr

D5761 : partial denture PEFPAHENt- ¢ copayment
- Not covered within 6
(laboratory)

B T months of placement

DES20 Interim partial One of (D5820) every 50 copayment

... denture—upper  12month(s) perpatient " T T
Interim partial One of (D5821) every

D821 genture - lower 12 month(s) per patient *° “PYMeNt

DESEO T|ssge conditioning, | One of (D5850) per 12 $0 copayment

................................. maxillary  Month(s) perpatient "7 7T
- Tissue conditioning, = One of (D5851) per 12

D581 mandibular  Month(s) per patient  °° ©OPYMeNt
Duplication of - One of (D5110, D5130,

D5877 complete denture —  D5877) per 60 months, = $0 copayment

o maxillary  perpatient
Duplication of - One of (D5120, D5140,

D5878 complete denture—  D5878) per 60 months, = $0 copayment

... mandibular - perpatient .



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name _Frequency Limitations Copayment

Prosthodontic Removable Services?
Unspecified

D5899§ ;erzqs(’)t\l'llizlsn fic Covered S0 copayment

_procedure, by report '

Maxillofacial Prosthetics*
Maxillary guidance

D5909§ prosthesis with Covered S0 copayment

Ocular prosthesis, One of (D5923) per 12
_interim Month(s) per patient
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Code Procedure Name

Maxillfacial Prosthetics*

D5924 Cranial prosthesis

2>%% implant prosthesis  Month(s) per patient 0 ©PHMENT

DS926 Nasal prosthesis,

................................. replacement  Month(s) perpatient " T

D597 Auricular prosthesis,

................................. replace  Month(s) perpatient - " T

D5928 Orbital prosthesis,

................................. replace ... Month(s)perpatient " T

D5929 Facial prosthesis,

................................. replacement  Month(s) perpatient " T
Maxillary guidance

D5930 prosthesis without | Covered - $0 copayment

o guideflange

D593 Obturat(?r | One of (D5931) per 12 $0 copayment

................................ prosthesis, surgical _ Month(s) per patient " "7 T

Obturator - One of (D5932) per 12

5932 prosthesis, definitive Month(s) per patient  *° “PYMeNt
- Obturator prosthesis, - One of (D5933) per 6

%933 modification  Month(s) per patient  *° “PAYMeNt
- Mandibular

D5934 resection prosthesis One of (D5934) PET 12 S0 copayment
L : Month(s) per patient

................................ withguideflange = "TT O T
- Mandibular |
. . One of (D5935) per 12

D5935 resection prosthesis Month(s) per patient S0 copayment
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Code Procedure Name  Frequency Limitations Copayment

Maxillofacial Prosthetics*
Obturator One of (D5936) per 12 $0 copayment

One of (D5937) per 12
Month(s) per patient

- Resection prosthesis,
D5938 maxillary complete  Covered - $0 copayment
o femovable

- Resection prosthesis,
D5939 mandibular Covered - $0 copayment

Trismus appliance
D5937 (not for TMD

$O copayment

- Resection prosthesis, |
D5940 maxillary partial - Covered - $0 copayment
. removable
- Resection prosthesis, |
D5941 : mandibular partial  Covered - $0 copayment
. removable
- Resection prosthesis, |
maxillary implant/
abutment supported
D5942 - Covered - $0 copayment
removable | |
prosthesis for

edentulous arch
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‘Code Procedure Name  Frequency Limitations Copayment

MaX|llofaC|al Prosthetlcs*
- Resection prosthesis,
“mandibular implant/
“abutment supported -
removable
prosthesis for
. edentulousarch
Resection prosthesis,
“maxillary implant/
~abutment supported |
D5944 removable Covered - $0 copayment
_prosthesis for the
partial edentulous

D5943 Covered S0 copayment

Resection prosthe5|s
“mandibular implant/
abutment supported |
D5945 removable Covered - $0 copayment
_prosthesis for the
partial edentulous
Resection prosthesis, |
“maxillary implant/
D5946 abutment supported | Covered - $0 copayment
fixed prosthesis for
“edentulous arch
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Code Procedure Name _Frequency Limitations Copayment
Maxillofacial Prosthetics?
Resection prosthesis,
“mandibular implant/ |
D5947 abutment supported | Covered - $0 copayment
fixed prosthesis for
. edentulousarch
- Resection prosthesis,
maxillary implant/
?izgzmpfgst;iziorted - Covered S0 copayment
for the partial
. edentulousarch
- Resection prosthesis,
“mandibular implant/
D5949 abutment supported Covered S0 copayment
fixed prosthesis |
for the partial
“edentulous arch

Do951 Feedingaid Month(s) per patient >0 COPYMeNt.
D553 oo adult Month()per et SOcopayment
505 e Months)perpetent  SOcopyment
D855 et defntve. Month(s)perpetent SO OPMent



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name

 Palatal lift One of (D5959) per 12

D5959 prosthesis, . S0 copayment
 modfication  Momth(s)perpatient T
- Speech aid
D5960 : prosthesis, One of (D5960) per 12 $0 copayment
. Month(s) per patient
omodification
. One of (D5982) per 12
Doz Surgicalstent 1 Month(s) per patient *0 PNt
- . One of (D5983) per 12
Do983 Radiation carmier  vonth(s) per patient  *0 ©OPAYMent
L : One of (D5984) per 12
D984 Radiationshield  Month(s) per patient >0 «OPYMent
DEOSS Radiation cone One of (D5985) per 12 $0 copayment
o locator . Month(s) perpatient T TTT T

Two of (D5986) per 12
D5986 Fluoride gel carrier  Month(s) per patient,  $0 copayment
5 same arch 5

Unspecified
D5999 maxillofacial Covered - $0 copayment
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Implan

Surgical placement
~of implant body:

Surgical placement
~of mini implant

Code Procedure Name

ts Services?

- Scaling and
_debridement of a
single implant in
the presence of

- peri-implantitis

_inflammation,

bleeding upon

. pocket depths,
including cleaning of
the implant surfaces,
“without flap entry
“and closure

- Connecting bar -
_implant supported
~orabutment

 Prefabricated

- modification and

abutment —includes per 8 years per patient, = $0 copayment

same tooth

Frequency Limitations Copayment

One of (D6010, D6013)
per 1 Lifetime per - $0 copayment
endosteal implant  patient, same tooth :

One of (D6010, D6013)
per 1 Lifetime per 50 copayment

Covered $O copayment
_probing and increased |

One of (D6055) per8
years, per patient, same = $0 copayment
~arch |

One of (D6056, D6057)
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Code

Procedure Name

Abutment supported
- porcelain/ceramic

- Custom fabricated
~abutment - includes

_crown

Abutment supported Oneof (D6058, D659,

porcelain fused to

~metal crown (high
_noble metal)

Abutment supported One of (D6058, D6059, -

porcelain fused

~ to metal crown

(predominantly base

~metal crown (noble
~metal)

One of (D6056, D6057)
per 8 years per patient,
lacement  sametooth
One of (D6058, D6059,
. D6060, D6061, D6062,
D6063, D6064) per 8

years per patient, same

D6060, D6061, D6062,
D6063, D6064) per 8
years per patient, same

D6060, D6061, DE062,
D6063, D6064) per 8
years per patient, same

D6060, D6061, DE062,
D6063, D6064) per 8
years per patient, same

 Abutment supported One of (D6058, D6059,

porcelain fused to
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Code Procedure Name

Implants Services*

One of (D6058, D6059,
Abutment supported D6060, D6061, D6062,

D6062 cast metalcrown  D6063, D6064) per 8  $0 copayment
(high noble metal)  years per patient, same

.. Oneof(D6058,D6059,
é\absuttnr:f:atlscfgsv%rted D6060, D6061, DE062,

D6063§ (predominantly base D6063, D6064) per 8 SO copayment

: _years per patient, same
~metal) Jeans perp %

- One of (D6058, D6059, |
Abutment supported D6060, D6061, D6062, -

D6064 cast metal crown | D6063, D6064) per 8  $0 copayment
_(noble metal) years per patient, same
Implant supported = One of (D6065, D6066,

D6065 porcelain/ceramic  D6067) per 8 years per ~ $0 copayment
- Implant supported |
porcelain fused to _One of (D6065, D6066, |

D6066 metal crown (titanium, | D6067) per 8 years per  $0 copayment
titaniumalloy, high  patient, same tooth

Implantsupported o ¢ (D065, D066,
metal crown (titanium, D6067) per 8 years per - $0 copayment
titanium alloy, high SENCA A Rttt

patient, same tooth
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Code Procedure Name _ Frequency Limitations Copayment

Implants Services*
Scaling and
~debridement in
the presence of
_inflammation or

mucositis of a single One of (D608T) per 12
& Month(s) per patient,  $0 copayment

~same tooth

D6081 implant, including

cleaning of the
_implant surfaces,
“without flap entry
_and closure

Repair of implant/
- One of (D6090) per 12
D6090§ abutment supported Month(s) per patient

- Replacement of
_replaceable part
-~ of semi-precision

or precision
attachment (male or | One of (D6097) per 12

female component) Month(s) per patient, $O copayment
s - same quadrant |
of implant/ |

“abutment supported
_prosthesis, per |
o attachment

Re-cementorre-bond  One of (D6092) per2
D6092§ implant/abutment years per patient, same S0 copayment
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Code Procedure Name  Frequency Limitations Copayment
Implants Services*
“Re-cement or re-
bond implant/

One of (D6093) per 2

butment subported years per patient, same $0 copayment
PP tooth |

Abutment supported One of (D6094) per

_crown — (titanium) fa::fj';(;’())fher patient, 50 copayment

Repair implant - One of (D6095) per 12

P P Month(s) per patient, = $0 copayment

- abutment

e SAME OO
- Remove broken - One of (D6096) per12

D6096 implant retaining ~ Month(s) per patient,  $0 copayment

- screw . same tooth

- Debridement of
~a peri-implant
_defect or defects
surrounding a single

mplant, and surface "¢ of (D6101, D6102)

cleaning of the per 2 Year(s) per SO copayment
expose§ implant patient, same tooth

surfaces, including
flap entry and
closure
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Code Procedure Name __Frequency Limitations Copayment
Imp lants Services?
- Debridement and
_osseous contouring
of a peri-implant
defect or defects
“surrounding a single  One of (D6101, D6102)
D6102  implant and includes | per 2 Year(s) per - $0 copayment
surface cleaning of | patient, same tooth ;
the exposed implant
surfaces, including
flap entry and
o dosure
Bone graft for repair
of peri-implant ;
defect - does
not include flap |
_entryand closure.  One of (D6103) per :
D6103  Placement of a 2 Year(s) per patient,  $0 copayment
barrier membrane | same tooth
or biologic materials
toaidinosseous
regeneration are

Bone graft at time of Slyeii:e(DS:O:giEre]T <0 conavrment
_implant placement PErp ' pay

same tooth
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Code Procedure Name __ Frequency Limitations Copayment _
Implants Services*
Guided tissue
regeneration —
_resorbable barrier,

Covered S0 copayment

- Guided tissue
regeneration —non-
_resorbable barrier,
Implant /abutment
supported _One of (D6110, D6112)
D6110 removable denture  per 8 years per patient, ~ $0 copayment
for edentulous arch  same arch |
Implant /abutment
supported One of (D6111,D6113)
D6111  removable denture  per 8 years per patient, ~ $0 copayment
for edentulous arch - same arch 5
~ -—mandbuler
Implant /abutment
_supported
removable denture
for partially
“edentulous arch -

One of (D6110, D6112)
per 8 years per patient, S0 copayment
- same arch
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Code Procedure Name

Implant /abutment
supported removable  One of (D6111, D6113)

D6113  denture for partially  per 8 years per patient, = $0 copayment
_edentulousarch—  same arch
mandibular 5

- Radiographic/ - One of (D6190) per 12
D6190 | surgical implant Month(s) per patient,  $0 copayment
_indexbyreport samearch
- Semi-precision Oneof (D6191) per8
D6191 | abutment - _years per patient, same | $0 copayment
. placement  tooth
~ Semi-precision One of (D6192) per8
D6192 = attachment - _years per patient, same  $0 copayment
. placement  tooth

- One of (D6193) per 12

Replacement of an Month(s) per patient $0 copayment

_implant screw

Unspecified implant Covered %0 copayment

_procedure 5

Prosthodontics Fixed Services*
One of (D6210, D6211,

- D6212, D6214, D6240,

- D6241,D6242, D6243,

- D6245, D6250, - $0 copayment

- D6251, D6252) per 60

Month(s) per patient,

“same tooth

D6210 Pontic — cast high
_noble metal



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name  Frequency Limitations Copayment _
Prosthodontics Fixed Services*
One of (D6210, D6211,
- D6212, D6214, D6240,
D621 Pontic - cast base D6241, D6242, D6243,
metal - D6245, D6250, D6251,

- D6252) per 60 Month(s)

$O copayment

One of (D6210, D6211,
- D6212, D6214, D6240,
Pontic — cast noble D6241, D6242, D6243,
metal - D6245, D6250, D6251,
- D6252) per 60 Month(s)
One of (D6210, D6211,
- D6212, D6214, D6240,
- D6241,D6242,D6243,
D6214 Pontic - titanium  D6245, D6250, - $0 copayment
D6251, D6252) per 60
Month(s) per patient,
oo sametooth
_One of (D6210, D6211,
' D6212, D6214, D6240,
- D6241,D6242,D6243,
- D6245, D6250, - $0 copayment
D6251, D6252) per 60
Month(s) per patient,
“same tooth

| Pontic — porcelain
fused - high noble



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name  Frequency Limitations Copayment _
Prosthodontics Fixed Services*
One of (D6210, D6211,
| - D6212, D6214, D6240,
D6241 Pontic — porcelain D6241, D6242, D6243,
fused to base metal =~ D6245, D6250, D6251,
- D6252) per 60 Month(s)

$O copayment

One of (D6210, D6211,
- D6212, D6214, D6240,
Pontic - porcelain D6241, D6242, D6243,
fused - noble metal  D6245, D6250, D6251,
- D6252) per 60 Month(s)
~One of (D6210, D6211,
Pontic — porcelain D6212,D6214, D6240,
D6243 fused to titanium  D6241,D6242, D6243,  $0 copayment
~and titanium alloys  D6245, D6250, D6251,
One of (D6210, D6211,
- D6212, D6214, D6240,
Prosthodontics D6241, D6242, D6243,
D6245 fixed, pontic - - D6245, D6250, - $0 copayment
_porcelain/ceramic  D6251, D6252) per 60
| Month(s) per patient,
“same tooth



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code  Procedure Name __ Frequency Limitations Copayment

Prosthodontics Fixed Services?
One of (D6210, D6211,

' D6212, D6214, D6240,

D6241, D6242, D6243,

- D6245, D6250, - $0 copayment

D6251, D6252) per 60

Month(s) per patient,

... sametooth

One of (D6210, D6211,

' D6212, D6214, D6240,

- D6241,D6242,D6243,

D6245, D6250, S0 copayment

D6251, D6252) per 60

Month(s) per patient,

... sametooth

One of (D6210, D6211,

' D6212, D6214, D6240,

D6241, D6242, D6243,

- D6245, D6250, - $0 copayment

D6251, D6252) per 60

Month(s) per patient,

o sametooth

Retainer — cast - One of (D6545) per 60

D6545§ etal fixed Month(s) per patient, $0 copayment
f - same tooth |

Pontic — resin with
D6250§ high noble metal

Pontic — resin with
: base metal

Pontic — resin with
| noble metal



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name __ Frequency Limitations Copayment
Prosthodontics Fixed Services*
? One of (D6720, D6721,
D6722, D6740, D6750,
; D6751, D6752, D6753,
- Crown -resinwith  D6780,D6781,D6782,
D6720 | iahnoble metal  D6783, D6784, D6790, 0 COPAYMENt
% ' D6791,D6792, D6794)
_per 60 Month(s) per

One of (D6720, D6721,

- D6722,D6740, D6750,
; - D6751, D6752, D6753,
De71 Crown - resin with 'D6780, D6781,D6782,
 base metal - D6783,D6784, D6790,
% ' D6791,D6792, D6794)

_per 60 Month(s) per

One of (D6720, D6721,
- D6722, D6740, D6750,
; - D6751, D6752, D6753,
D6722§CnmNn—regnthh ' D6780, D6781, D6782,
- noble metal - D6783,D6784, D6790,
| ' D6791,D6792, D6794)

_per 60 Month(s) per



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

P.ros;c“(;dohtics' Fixed Sei

ces?

Code Procedure Name  Frequency Limitations Copayment

One of (D6720, D6721,

D6722, D6740, D6750,
D6751,D6752, D6753,

D6740 Retalne.r crown —
_porcelain/ ceramic

D6780, D6781,D6782,
D6783,D6784, D6790,
D6791, D6792, D6794)

per 60 Month(s) per

S0 copayment

One of (D6720, D6721,
D6722,D6740, D6750,
- D6751,D6752, D6753,

- Crown — porcelain
PO750 fused high noble

D6780, D6781, D6782,
D6783,D6784, D6790,
D6791, D6792, D6794)

_per 60 Month(s) per

One of (D6720, D6721,
- D6722,D6740, D6750,
- D6751,D6752, D6753,

Crown — porcelain
bo751 fused to base metal

D6780, D6781,D6782,
D6783, D6784, D6790,
D6791, D6792, D6794)

_per 60 Month(s) per



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name  Frequency Limitations Copayment _
Prosthodontics Fixed Services*

? - One of (D6720, D6721,
- D6722, D6740, D6750,
D6751,D6752, D6753,

Crown — porcelain D6780, D6781, D6782,
| - 50 copayment

b6752 fused noble metal  D6783, D6784, D6790,

- D6791,D6792, D6794)
_per 60 Month(s) per
One of (D6720, D6721,
| D6722, D6740, D6750,
Retainer crown-  D6751, D6752, D6753,

D6753§ porcelain fused D6780, D6781, D6782,
to titanium and D6783, D6784, D6790,
titanium alloys - D6791,D6792, D6794)

_per 60 Month(s) per
One of (D6720, D6721,
- D6722, D6740, D6750,
| D6751, D6752, D6753,

D6780§ Crown - % cast high D6780, D6781, D6782,
- noble metal - D6783,D6784, D6790,
| ' D6791,D6792, D6794)

_per 60 Month(s) per



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name __ Frequency Limitations Copayment
Prosthodontics Fixed Services*
? One of (D6720, D6721,
; D6722, D6740, D6750,
Prosthodontics D6751,D6752, D6753,
fixed, crown % - D6780,D6781,D6782,
D6781 st predominantly  D6783, D6784, D6790, O COPAYMeNt
based metal D6791,D6792,D6794)
_per 60 Month(s) per

- One of (D6720, D6721,
D6722, D6740, D6750,
D6751,D6752, D6753,
- D6780, D6781, D6782,

D6783, D6784, D6790,
- D6791,D6792, D6794)
_per 60 Month(s) per

Prosthodontics
D6782 fixed, crown % cast
noble metal

One of (D6720, D6721,
' D6722, D6740, D6750,
D6751,D6752, D6753,
- D6780,D6781,D6782,

D6783,D6784,D6790,
D6791,D6792, D6794)
_per 60 Month(s) per

Prosthodontics
D6783 fixed, crown %
_porcelain/ceramic



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name _Frequency Limitations Copayment

Prosthodontics Fixed Services*
? One of (D6720, D6721,

D6722, D6740, D6750,

D6751,D6752, D6753,

§D6780,D6781,D6782,gsocopawﬂent

- D6783, D6784, D6790, |

' D6791,D6792, D6794)

_per 60 Month(s) per

Retainer crown
D6784 —¥-titanium and
titanium alloys

One of (D6720, D6721,
D6722, D6740, D6750,
; D6751, D6752, D6753,
D67go§CnmNn—fuucast §D6780,D6781,D6782,
_high noble D6783, D6784, D6790,
% ' D6791,D6792, D6794)
_per 60 Month(s) per
| - One of (D6720, D6721,
' D6722,D6740, D6750,
; - D6751, D6752, D6753,
D6791§CnmNn—fUUcast §D6780,D6781,D6782,
- base metal - D6783,D6784, D6790,
% D6791,D6792, D6794)
_per 60 Month(s) per



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name __ Frequency Limitations Copayment
Prosthodontics Fixed Services*
? One of (D6720, D6721,
D6722, D6740, D6750,
; D6751, D6752, D6753,
- Crown — full cast . D6780,D6781, D6782,
DO792 1 oble metal D6783, D6784, D6790, O CoPAYMent
? D6791,D6792, D6794)
_per 60 Month(s) per
| One of (D6720, D6721,
D6722,D6740, D6750,
D6751,D6752, D6753,
§D678O,D6781,D6782,gSOCOPawﬂent
- D6783, D6784, D6790, |
D6791,D6792, D6794)
_per 60 Month(s) per

D6794 Crown - titanium

Re-cementorre- One of (D6930) per 24
D6930 bond fixed partial ~ Month(s) per patient,  $0 copayment
_denture _same quadrant 5

Fixed partial denture One of (D6980) PET o0
repair Month(s) per patient, ~ $0 copayment



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name _Frequency Limitations Copayment
d Maxillofacial Surgery Services?*

Extraction, coronal  One of (D7111) per1

D7111  remnants - primary  Lifetime per patient, ~ $0 copayment

tooth same tooth

S ot o7 per1
P Lifetime per patient, $0 copayment

root (elevation and/
( / ~same tooth

Surgical removal
of erupted tooth
requiring removal

of bone and/or One of (D7210) per1
D7210 sectioning of tooth,  Lifetime per patient, ~ $0 copayment
“and including “same tooth ?

elevation of ;
_mucoperiosteal flap
_if indicated :

- Removal of - Oneof (D7220) per1
D7220 | impacted tooth-soft  Lifetime per patient, - $0 copayment
. tissee  sametooth
- Removal of Oneof (D7230) per1
D7230 impacted tooth- Lifetime per patient,  $0 copayment
_ partiallybony  sametooth
- Removal of - One of (D7240) per1
D7240 | impacted tooth- Lifetime per patient, | $0 copayment
_ completelybony  sametooth



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code

d Maxillofacial Su

Oral an

Procedure Name

Surgical removal
of erupted tooth
requiring removal
_of bone and/or

D7210

sectioning of tooth,

“and including
_elevation of

mucoperiosteal flap

if indicated

- Removal of

_impacted tooth-soft

tissue

- Removal of

impacted tooth-

- Removal of

impacted tooth-

- Removal of
_impacted tooth-

_completely bony,
with unusual surgical

~One of (D7250) per 1

Surgical removal of

residual tooth roots

pery Services*

One of (D7210) per 1
Lifetime per patient,
“same tooth

- One of (D7220) per 1
Lifetime per patient,
.. tissue  sametooth
- One of (D7230) per 1
Lifetime per patient,
partially bony  sametooth
- One of (D7240) per 1
Lifetime per patient,
completelybony  sametooth

One of (D7241) per 1
Lifetime per patient,

same tooth

Lifetime per patient,
same tooth

$0 copayment



Summary of Benefits — Elderplan for Medicaid Beneficiaries

(HMO-POS D-SNP) 2027

Code

Surgical access of an One of (D7280) per 1

Uunerupted tooth
One of (D7282) per 1
Lifetime per patient,

- Placement of device
to facilitate eruption

Procedure Name

Oroantral fistula
closure

- One of (D7261) per 1

Primary closureofa =, . .
Y Lifetime per patient,

- sinus perforation

reimplantation and/
or stabilization of
“accidentally evulsed

transplantation
(includes
_reimplantation from

Mobilization
~of erupted or

- malpositioned tooth
e ~same tooth

- One of (D7283) per 1
Lifetime per patient,
same tooth

One of (D7260) per 1
Lifetime per patient,

One of (D7270) per 1
Lifetime per patient,
~same tooth

One of (D7272) per 1
Lifetime per patient,
“same tooth

Lifetime per patient,
_same tooth



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name

Oral and Maxillofacial Surgery Services?

Incisional biopsy
D7285 of oral tissue-hard One of (D7285) Per 12
Month(s) per patient

Incisional biopsy of One of (D7286) per 12

D7286 oral tissue-soft Month(s) per patient, S0 copayment

e SBMe quadrant
Surgical - One of (D7290) per1

D7290 | repositioning of Lifetime per patient,  $0 copayment
teeth “same tooth 5

Alveoloplastyin o (7310, D737,

- conjunction with

. - D7320, D7321) per 1
D7310 : extractions—fouror | .. . ) p

 Lifetime per patient,

. more teeth or tooth

- same quadrant

Alveoloplastyin ¢ (7390, D737,

_conjunction with
D7311 extractions—oneto E:eiizn(i’e[)z thfeer:g
three teeth or tooth pPerp )
- same quadrant

Alveoloplasty not One of (D7310, D7311,

~in conjunction with

: - D7320, D7321) per 1
D7320 : extractions —fouror : . . ) P

- Lifetime per patient,
. more teeth or tooth
- same quadrant



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name  Frequency Limitations Copayment

Oral and Maxillofacial Surgery Services*

Alveoloplastynot ¢ (7390, D737,

_in conjunction with

. - D7320, D7321) per 1
D7321 | extractions-oneto : .. .. ) P

. Lifetime per patient,

- three teeth or tooth

- same quadrant

Vestibuloplasty 1 o (D7340) per 60

Esszﬁdeaﬁtensmn Month(s) per patient, S0 copayment
4 ~same arch 3

o . Twoof(D7350)per60

\{estlbuloplgsty— Month(s) per patient, 50 copayment
- ridge extension
| - same arch

Radical excision-
D7410 lesion diameter up Covered S0 copayment
L ren2sam

Excision of benign
D7411 lesion greater than Covered S0 copayment

$O copayment

 Excision of
D7413 malignant lesion up Covered S0 copayment
o125 em

 Excision of
D7414 malignant lesion Covered S0 copayment



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name __ Frequency Limitations Copayment
Oral and Maxillofacial Surgery Services?

Excision of |
D7415 malignant lesion, Covered - $0 copayment

Excision of
“malignant tumor -
lesion diameter up
o tol2sem
. Excision of
malignant tumor
- lesion diameter
- Removal of
_odontogenic cyst |
D7450 ortumor —lesion = Covered - $0 copayment
_diameter up to 5 5
- Removal of
odontogenic cyst
~or tumor - lesion
- Removal of
_nonodontogenic | |
D7460 cyst or tumor - Covered - $0 copayment
lesion diameterup



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name _Frequency Limitations Copayment

Oral and Maxillofacial Surgery Services?
Removal of E
_nonodontogenic |

D7461 cyst or tumor - Covered S0 copayment
lesion greater than

- Destruction of
lesion(s) by physical

D7465 or chemical method, Covered S0 copayment
e DY TOPOTt
D747 Remova.l of | Qng per tooth, per $0 copayment
... Gxostosis—persite  lifetime T T
D7472 Remc?val of torus Covered S0 copayment
................................ palatinus

Removal of torus
“mandibularis

: : - One of (D7485) per 1
Surgical reduction of Lifetime per patient - $0 copayment
~osseous tuberosity PErP S Pay

- Radical resection of
. maxillaormandible """ "T o RIS
Incision and
drainage of abscess
_—intraoral soft

tissue



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

‘Code Procedure Name  Frequency Limitations Copayment

Oral and Maxillofacial Services*
Incision and drainage
of abscess —intraoral
- soft tissue -
D7511 complicated (includes Covered S0 copayment

drainage of multiple

Incision and drainage |
D7520  of abscess —extraoral = Covered - $0 copayment
. softtissee
Incision and drainage
of abscess — extraoral
- soft tissue -
D7521 complicated (includes Covered S0 copayment
drainage of multiple |
- Removal of foreign
body from mucosa,
- skin, or subcutaneous
. aveolartissue
- Removal of
reaction-producing
D7540 foreign bodies, Covered - $0 copayment

“musculoskeletal



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name  Frequency Limitations Copayment
Oral and Maxillofacial Surgery Services*
Partial ostectomy/

sequestrectomy for
d y i - Covered - SO copayment
_removal of non-vital

- Maxillary
sinusotomy for | ;
D7560 removal of tooth | Covered - $0 copayment
fragment or foreign
- Maxilla - open
—o..reduction . CTTT T
- Maxilla - closed
—oreduction . TTTT T
- Mandible - open
o.oreduction o TR
- Mandible - closed
—o.reduction o CTTTT T
Malar and/or
D7650 zygomatic arch- Covered - $0 copayment
Malar and/or
D7660 : zygomatic arch- ~Covered - $0 copayment
cdosed
Alveolus
stabilization of

teeth, closed



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name _Frequency Limitations Copayment

Oral and Maxillofacial Surgery Services?

Alveolus - open 5

reduction, ma

include stabiliiation Covered S0 copayment

o ofteeth
- Facial bones -
complicated |

D7680 reduction with Covered - $0 copayment
fixation and multiple |

Maxilla - open

oo Teduction o TR
- Maxilla - closed

ooreduction o TR

- Mandible - open

oooreduction o TR
- Mandible - closed

oo Teduction T
Malar and/or

D7750  zygomatic arch- Covered - $0 copayment
Malar and/or

D7760 | zygomatic arch- - Covered - $0 copayment

.. Closedreduction

Alveolus-

stabilization

of teeth, open



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name

d Maxillofacial Surg

- Alveolus, closed |

D7771  reduction - Covered - $0 copayment

... stabilizationofteeth
Facial bones - |
complicated | ;

D7780§ reduction with Covered S0 copayment
fixation and multiple |

- Open reduction of

. dslocation T TN
- Closed reduction

. dslocation T TN

Manipulation under
anesthesia |

Surgical discectomy,  Two of (D7850) per 1
27520 withywithout implant _ Lifetime per patient >0 copayment
D7852 Disc repair T.WO.Of (D7852).per1 S0 copayment
e o ——— Lifetime per patient = """ T
Two of (D7854) per 1
DrEs4 Synovectomy Lifetime per patient  °0 ©OPYMeNt
Two of (D7856) per 1
Drese Myotomy Lifetime per patient  *0 OPAYMeNt
D7858  Joint reconstruction T.WO.Of (D7858). per | S0 copayment
................................................................................................................ Lifetime per patient = """ T
D7860  Arthrotomy Two of (D7860) per 1 S0 copayment



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name

Oral ad Maxillofacial j

D7865 Arthroplasty

Arthroscopy - Two of (D7872) per 1

D7872 dlf'agnoas Wlth O |ifetime ber patient S0 copayment

................................ withoutbiopsy T T
Arthroscopy-

D7873 surgical: lavage and T.WO.Of (D7873).per1 S0 copayment
L : . Lifetime per patient

................................. lysis of adhesions T T
 Arthroscopy-surgical:

D7874 disc repositioningand w O.Of (D7874).per1 $0 copayment
e - Lifetime per patient

... stabilization

D7875 Arthroscopy-surgical T.vvo.of (D7875).per1 $0 copayment

. Synovectomy  Lifetime perpatient " T

D7876 A.rthroscopy—surgery T.vvo.of (D7876).per1 $0 copayment

... dGiscectomy  Lifetimeperpatient "° T 7
Arthroscopy-surgical - Two of (D7877) per 1

D787 gebridement  Lifetime per patient 0 “PAYMent

D7880 Occ.lusalorthotlc One of (D7880) Per12 $0 copayment

... device,byreport  Month(s) perpatient " T T

D7899 Unspecified tmd Covered S0 copayment

................................ therapy,byreport

D7910 suture small wounds Covered S0 copayment

................................. S L N A S

D7911 Complicated suture- Covered S0 copayment

................................. L N A S



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name  Frequency Limitations Copayment

Oral and Maxillofacial Surgery Services*
Complex suture—

P12 greaterthansem Ve SOcopayment
- Skin graft (identify

D7920 defect covered, Covered S0 copayment

location and type of
B ¥:(c 112 R R S
- Osteoplasty -

D7940  for orthognathic ~ Covered - $0 copayment
_ deformities
- Osteotomy -
.~ mandibularrami =TT TREEEET

- Osteotomy -
mandibular rami
D7943 with bone graft; Covered S0 copayment
_includes obtaining
- Osteotomy -
segmented or
subapical - per

- Osteotomy — body
of mandible



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name  Frequency Limitations Copayment
Oral and Maxillofacial Surgery Services?

D7948§ Lefort if or lefort iii - Covered S0 copayment

- Osseous,
_osteoperiosteal, or
cartilage graft of the |
D7950 mandible or maxilla = Covered - $0 copayment
- autogenous or 5 5
_nonautogenous, by
| - Oneof (D7951) per1
D7951 Sinus augmentation  Lifetime per patient, ~ $0 copayment
- Sinus augmentation |
D7952 via a vertical Covered - $0 copayment
Bonereplacement ~ One of (D7953) per1
D7953 | graft for ridge Lifetime per patient,  $0 copayment
_ preservation-persite sametooth
Buccal / labial Three of (D7961) per
D7961 : frenectomy 1 Lifetime per patient, = $0 copayment
_ [(frenulectomy) ~ samearch
Three of (D7962) per

Lingual frenectomy 1 Lifetime per patient, <0 copayment
(frenulectomy)
| _same arch



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name _Frequency Limitations Copayment

Oral and Maxillofacial Surgery Services?

Excision of Two of (D7970) per1

D7970 | hyperplastic tissue —  Lifetime per patient, ~ $0 copayment
per arch same arch

Excision of - One of (D7971) per 24

D7971 . . Month(s) per patient, %0 copayment
- pericoronal gingiva
= - same tooth

: : Two of (D7972) per1
surgical reduction of Lifetime per patient - $0 copayment
fibrous tuberosity PET P S bay

Surgical
P79 Salolithotomy Ve >0 copayment
D7981 Excision of salivary Covered S0 copayment

- Closure of salivary

O fistula o covered >0 copayment
D7990 Emergency Covered S0 copayment
................................ tracheotomy

Appliance removal
(not by dentist who
D7997 placed appliance),  Covered - $0 copayment
_includes removal of
“archbar



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

‘Code Procedure Name  Frequency Limitations Copayment

Adji unctlve General Serwces*

Intraoral fixation |
D7998  device — non- Covered - $0 copayment
o facture

- Unspecified oral |
D7999 surgery procedure,  Covered - $0 copayment

boT10 | z?lcljlzrtmltvaeltraeuitmegrt Two of (D9T10) per 12
P P Month( ) per patient

Local anesthesia not
_in conjunction with
gfoecrs:;/reeirns:trglcal Covered $0 copayment
billable separately
... fommainservice
- Regional block
_anesthesia *not
billable separately
. frommainservice .
- Trigeminal division
block anesthesia |
D9212 *not billable Covered - $0 copayment
separately from |
_main service

D9210 !



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

‘Code Procedure Name  Frequency Limitations Copayment

Adj unctlve General Serwces*
Local anesthesia |

D9215 “not billable Covered S0 copayment
- separately from

main service

D9219 Anesthesia  Covered 50 copayment.
- Deep sedation/ | |
D9222 : general anesthesia-  Covered - 50 copayment

o firstAS minutes
- Deep sedation/ ;
_general anesthesia -
each subsequent 15
. Mminuteincrement
- Administration of
_general anesthesia
-~ with advanced One of (D9222, D9224,
D9224 airway — first 15 D9239) per date of S0 copayment
_minute increment,  service, per patient 5
_or any portion |
Administration of |
_general anesthesia
“with advanced
59225 airway — each
- subsequent 15
_minute increment,

_or any portion

30f (D9223,D9225,
- D9243) per date of - $0 copayment
service, per patient |



Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

Code Procedure Name  Frequency Limitations Copayment
Adjunctive General Services*

| - - - Not allowed on same
Inhalation of nitrous

L . ~day as D9222, D9223,
D923O§ ox@e/ar?algesm, D9239, D9243, or
~anxiolysis

Intravenous
D9239 moderation Covered - $0 copayment

$O copayment

Intravenous
“moderation | |

D9243 (conscious)-each  Covered - $0 copayment
- subsequent 15 5

_ minuteincrement

In-office - One of (D9244, D9245,

~administration of ~ D9246, D9247) per

minimal sedation - date of service, per
Administration of One of (D9244, D9245,

D9245 moderate sedation— D9246, D9247) per date = $0 copayment
Administration of
moderate sedation | One of (D9244, D9245,

_—non-intravenous D9246, D9247) per

~parenteral —first 15 date of service, per

_minute increment, or  patient
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Code Procedure Name _Frequency Limitations Copayment
Adjunctive General Services*
Administration of
_moderate sedation
—non-intravenous  One of (D9244, D9245,
parenteral—each | D9246, D9247) per |
D9247 .
- subsequent 15 ~date of service, per
_minute in-crement,  patient
_or any portion |
Lo thereof
- Consultation -
diagnostic service

S0 copayment

provided by dentist - One of (D9310) per 6

b9310 or physician other Month(s) per patient >0 copayment
_than requesting

_ dentistorphysidan
- Consultation with a

D9311 medical health care ;)ane(sc))f (D9311) per 7 S0 copayment

professional S

D9410 House/e.».(tended Covered S0 copayment

o carefacility call
Hospital or  Professional visits |

D9420 ambulatory surgical = for pre-operative or - $0 copayment

. centercall operativecare
- Office visit for

D9430 observathn —no Covered S0 copayment
other services

............................ performed
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Code Procedure Name  Frequency Limitations Copayment

Adjunctive General Services*
Office visit — after
D9440 regularly scheduled = Covered - $0 copayment
hours
Therapeutic drug

- Therapeutic drug |
_injection -2 or more
“medications by ;
- Applicationof
D9910 desensitizing Covered - $0 copayment
... Mmedicament
 Cleaning and

_inspection of - One of (D9936) per 12
~occlusal guard - per  months

~ Occlusalguard—  Oneof (D9944,
D9944 hard appliance, full  D9945, D9946) per 12 $0 copayment
~ Occlusalguard—  Oneof (D9944,
D9945 soft appliance full ~ D9945, D9946) per 12 $0 copayment

ooarch Month(s) per patient
- Occlusal guard - - One of (D9944,

D9946 hard appliance, - D9945, D9946) per 12+ $0 copayment

... patialarch  Month(s)perpatient

D9951 Occlgsal adjustment Covered S0 copayment
— limited
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Code Procedure Name  Frequency Limitations Copayment

Adunctive General Services?

Covered

$O copayment

Certified translation |
D9990 or sign-language Covered - $0 copayment

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

- Dental case
management ;

D9991 - addressing Covered - $0 copayment
_appointment
Teledentistry - | |

D9995 : synchronous; real-  Covered - $0 copayment

.. timeencounter
- Teledentistry -
“asynchronous; : :

D9996§ ;nr:‘grfr:ravtfrz:;cjored Covered $0 copayment
to dentist for ' :

- Dental case '

management - 5

patients with special -

.. healthcareneeds
Unspecified

D9999 adjunctive procedure, Covered - $0 copayment
by report

* Authorization may be required for Supplemental Comprehensive Dental

Services
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Medicare-covered Benefits
Health Need Covered |

éYour Cost Share

You need
Eye Care

Vision
- Eyewear

for Non-
Medicare-covered.
(Routine eye exam
for eyewear.)

$0 copayment

for one pair of
Medicare-covered
_eyeglasses or :
_contact lenses after -
cataract surgery.

for Non-
Medicare-covered
_eyewear (Routine)
upto $350 annual | eyewear.
‘maximum every

What You
Should Know

0% or 20%
_coinsurance for
‘Medicare-covered
_eye exams.*

You may receive
~one Non-
Medicare-covered
(Routine) Eye
Exam every year.

Includes contact
lenses and

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.

%
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Medicare-covered Benefits

Health Need Covered éYour Cost Share | - What You
_or Problem Beneflt f Should Know

...................................................................................................................

A per admission
deductible is applled
once during the
_defined benefit
period. |
In 2026 the amounts
for each benefit
period are $0* or:
Youneed  Inpatient  $1,736 deductible.
Mental Mental ‘Days 1-60: $0
Health Care Health écopayment per day.
Days 61-90: $434
_copayment per day.
‘Days 91and beyond:
$868 copayment per
lifetime reserve day.
‘Beyond lifetime |
reserve days: you pay
all costs. 5

Authorization is
_required.

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.
113
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Medicare-covered Benefits

éYour Cost Share

What You
- Should Know

These are 2026 cost-
-sharing amounts :
“and may change

Health Need Covered

or Problem  Benefit
Youneed  Inpatient
Mental Mental
Health Care  Health ,
(continued)  (continued)

for 2027. Elderplan
for Medicaid
Beneficiaries
(HMO-POS

D-SNP) will provide

-updated rates at
‘www.elderplan.org
“as soon as they are
released.

*If you are eligible for Medicare
you pay $0.

cost-sharing assistance under Medicaid,

&


http://www.elderplan.org
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Medicare-covered Benefits

Health Need Covered éYour Cost Share What You
_orProblem Benefit =~ "~~~ ShouldKnow
| ‘Mental Health:
In-Network:
0% or 20%*
_coinsurance for
You need , _each Individual or Please call your
- Outpatient : : .
Mental - Mental Group in-officeor ~ current provider
Health Care telehealth session. | for telehealth
. Health ; . .
(continued) Out-of-Network:  services details.

0% or 20%* :
_coinsurance for each-
Individual or Group
_session.

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.
11>
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Medicare-covered Benefits

Health Need Covered
or Problem Benefit

éYour Cost Share

What You
- Should Know

Psychiatric Services:

In-Network:
0% or 20%*

Outpatient

You need

Mental Mental
Health Care Health :
(continued) ~ (continued)

telehealth session.

_coinsurance for
_each Individual or
. Group in-office or

Please call your
_current provider
for telehealth

Out-of-Network: services details.

0% or 20%* :
_coinsurance for each:
Individual or Group
_session. 5

*If you are eligible for Medicare
you pay $0.

cost-sharing assistance under Medicaid,

I
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Medicare-covered Benefits
Health Need Covered |

What You
Should Know

In 2026* the
amounts for each
_benefit period:
‘Days 1-20: $0

éYour Cost Share

_per day.
Days 21-100:
$217 copayment
_per day.
Days 101 and The pl1an cgvers
_beyond: you pay upto 00 days
You need . - each benefit
. Skilled all costs. o
Rehabilitative | NUrs Th 5026 cost- period, a 3-day
or Skilled : ur.iltng hes-e are cost- prior hospital
Nursing Care actty 2 aring amounts ~stay is required.
-and may change .
for 2027 Elderol - Authorization
foreles. BICerplan s required.
for Medicaid é
Beneficiaries
(HMO-POS

D-SNP) will provide
_updated rates at |
www.elderplan.org
“as soon as they are
released.

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.
117


http://www.elderplan.org
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Medicare-covered Benefits

Health Need Covered
“or Problem  Benefit

.........

........................

What You

In-Network:

0% or 20%

You need
Outpatient

Therapy UIRSER

_coinsurance for
_each visit.*
Out-of-Network:
0% or 20%

_coinsurance for
_each visit.*

Authorization is
_required.

0% or 20%

You need
help getting
to health |
services

tion

$0 copayment. You
‘may takeup to 24
~one-way trips for
~medical related

_coinsurance for each
~one-way trip.*

Authorization is
only required for

_non-emergency
services.

_purposes annually.

............................................................

You may take a
taxi, bus, subway,
~van or rideshare.

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.

I
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Medicare-covered Benefits

Health Need Covered
or Problem Benefit

What You
Should Know

~ Some Medicare
0% or 20% - Part B Prescription

éYour Cost Share

Youneed _coinsurance for each  Drugs may
drugs to Medicare Medicare Part B be subject to
treat your Part B Drucs _prescription drugs.™  step therapy
illness or 8 Up to $35 for _requirements.
condition ‘Medicare Part B Authorization

| Insulin Drugs. ~may be required

for certain drugs.

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $O0.
11



Summary of Benefits — Elderplan for Medicaid Beneficiaries

(HMO-POS D-SNP) 2027

Medicare Part D

Part D Premium

- $0 or $37.90 per month.

Part D Deductible

Most Elderplan for Medicaid
Beneficiaries members get “Extra Help”
- with their prescription drug costs. For
12027, the Part D deductible is $700. If
_you receive “Extra Help," your deductible
amount depends on the level of “Extra
Help” you receive—you will pay $0* for
Part D deductible. Members pay the full
cost of their drugs until their deductible
_is met, then the cost-shares are applied
in the initial coverage stage.
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Medicare Part D

Initial Coverage Stage: One-Month Supply (30-Days) and Extended Supply (up to
90-Days) *tQ
If you do qualify for or get “Extra Help” with the cost of your Medicare Part D prescription

...............................................................................................................................................................................................................................................................

- 100% Extra Help - - Your Level of Extra Help - | Your Level of Extra Help -
Part D Premium Sub5|dy LIS 1 Copayments LIS 2 Copayments

Deductible Deductible
: T 0
Tier 1: <0 Generic Generic
AlDrugs " 5580 3165
Brand Brand
$14.40 S5 OO

.~ Initial Coverage
Stage One-Month!
- Supply (30-days) | Catastrophic

Part D Premium Deductible and Extended Coverage

Supply (up
............................................................................................................................................................. to90days) N fQ
Generic $0

é s ~ 25%ofthe | After you

Tier : Al _— cost . . meet your
Drugs . $37.90 per month $700 S - Out-of-pocket

: . 25%ofthe :  Threshold

cost 32,400

*One-month supply for Standard retail (|n network), Long- term care (31-day), and Out-of-network
cost-share. Extended supply for Standard retail (in-network) and Mail-order cost-sharing.

760-Day supply is also available for Standard retail (in-network).

TNDS — Non-Extended Days Supply. Certain specialty drugs will be limited up to a 30-day supply
per fill.

Q - You will not pay more than $35 for a one-month supply of each insulin product covered by our
plan, no matter the cost-sharing for Part B and D drugs, even if you have not paid your deductible.

Once your total drug costs have reached $2,400, you will move to the next stage (the

Catastrophic stage).
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Medicare Part D

Catastrophic Coverage Stage

Once your “out-of-pocket costs” reach a total of $2,400, you stay in
this payment stage until the end of the calendar year.

During this payment stage, the plan
Catastrophic Coverage pays the full cost for your covered Part D
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Health Need Covered
or Problem  Benefit

Diabetic
Supplies

You need
Medical
Equipment
and Supplies

Diabetic
Monitors

Your Cost Share

Other Covered Services

What You
_Should Know

$0 copayment for
Medicare-covered
Diabetic Supplies.

Diabetic Test
 Strips and Blood
. Glucose Meters
are limited

 to specific
_manufacturers:
 Abbott
Diabetes Care
“and Ascensia
Diabetes Care.

- $0 copayment
for Continuous
 Glucose Monitors
“and supplies

are available at
participating
pharmacies.

All other devices
~are 20%.

éConﬂnuous
Glucose
Monitors

are limited

o specific
“manufacturers:
Freestyle Libre.
Authorization
“may be
required.
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Health Need
or Problem

You need
Medical
Equipment
and Supplies
(continued)

Durable
Medical ;
- Equipment (like
wheelchairsor

_oxygen)

Medical
Supplies

Prosthetics
(artificial limbs
or braces) '

0% or 20%
. coinsurance

Your Cost Share

Other Covered Services

Covered
Benefit

What You
- Should Know |

0%o0r20%

- coinsurance for

Medicare-covered

Durable Medical
_Equipment (DME).*

Authorization
is required for
certain items.

0% or 20%
.~ coinsurance for

Authorization
is required.

| for Prosthetic
- Devices.

Authorization
_is required.

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.

&
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Physical
Therapy,
Occupational
Therapy,
Speech

Other Covered Services

_In-Network
0% or 20%
coinsurance for
each visit.*
Out-of-Network
0% or 20%

Authorization
is required.

You need Language e ‘
Rehabilitation . Therapy. R

Cardiac

Pulmonary

0% or20%

: - coinsurance for
- Rehabilitation o
: - each visit.

Authorization
is required.

0%o0r20%

. ~ Authorization
. coinsurance for each

Rehabilitation is required.

*If you are eligible for Medicare cost-sharing assistance under Medicaid,

you pay $0.
12>
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More benefits with your plan

SO copayment per visit. You may
_receive up to 20 visits per year for
the following services:

+ Acupuncture

Expanded Acupuncture » Cupping/Moxa
Services ~+ Acupressure
+ TuiNa
« Gua Sha

Reflexology
_+ Infrared Therapy

 There is no copayment or

_ coinsurance for BrainHQ®. Members
-~ will have access to an online
_memory fitness program to improve
brain function through games,
_puzzles and other fun exercises.

There is no coinsurance or

- copayment for Flex Card. You will

receive a $375 allowance to use

- in 2027 on out-of-pocket costs
Flex Card for dental, vision, hearing, and/or

fitness services. Any unused benefit

_dollars will expire at the end of

the calendar year 2027 or if you

_disenroll from the plan.

&
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More benefits with your plan

_You may purchase up to $200
_every month of eligible OTC
_items on an OTC card provided by
_Elderplan.

For eligible members (with certain
. chronic conditions) the Special

- Supplemental Benefits for the

_ Chronically Ill combines with the
 OTC benefit to include payments
toward Rent/Mortgage, Utilities,
_Internet, Certain grocery items,
Home delivered meals, Personal
Hygiene, Pest Control, and
“Indoor Air Quality Equipment
and Services as part of the OTC
~allowance.

.............................................................................................................

In-Network: S0 copayment per
visit. You may receive up to 12
Routine Foot Care visits per year.
Authorization is only required for

Supplemental Podiatry _in-home visits.

Services Out-of-Network: SO copayment
per visit. You may receive up to 12
Routine Foot Care visits per year.
Authorization is only required for
_in-home visits.

Expanded OTC (SSBCI)
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More benefits with your plan

Members have access to the
Silver&Fit® Healthy Aging and
Exercise program at no cost.
_Under this program, members can
access no-cost participating fitness
_centers. In addition, members can
_choose 1 (one) home fitness kit per
benefit year at no cost. Members
Silver&Fit® Fitness Program _can also access other Silver&Fit
program features including
thousands of on-demand workout
videos, virtual events through the
Well-Being club, and specialized
- coaching sessions. The Silver&Fit
toll-free number is 1-877-427-4788
(TTY 711) Monday through Friday,
8amto9pm

At S0 cost share, Teladoc®
_connects you with board-certified
“doctors 24 hours a day, 7 days a
~week for video or phone chat using
Teladoc® _your mobile device or computer.

These doctors can help diagnose,
treat and even write prescriptions
for a variety of non-emergency
_conditions.
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More benefits with your plan

%0 cost-sharing for Worldwide
Emergency Coverage / Emergency
Transportation / Urgent Coverage.
“ The maximum benefit coverage

Worldwide Emergency / amount is $50,000.
Emergency Transportation / There is no coinsurance or
Urgent Coverage ~ copayment for Worldwide

Emergency Travel Assistance
services arranged by our worldwide
“emergency travel assistance
provider.
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Section lll: Summary of Medicaid
Benefits Not Covered by Elderplan

There may be some services that you may be eligible for

from Medicaid that are not covered by Elderplan for Medicaid
Beneficiaries. You can get these services from any provider who
takes Medicaid by using your Medicaid Benefit Card.

If you have questions about the assistance you get from
Medicaid, please use the information below to contact your
appropriate New York State Department of Health (Social
Services) office. Please reference the Medicaid contact table.

The following services are not covered by Elderplan for
Medicaid Beneficiaries (HMO-POS D-SNP) but are available
through Medicaid:

Medicaid Benefits

Medicaid Services Not Covered By Elderplan

Home Delivered or Congregate Meals
Social Day Care
Social and Environmental Supports
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Medicaid Services Not Covered By Elderplan

Home Care

a. Nursing

b. Home Health Aide

c. Physical Therapy (PT)

d. Occupational Therapy (OT)
e. Speech Pathology (SP)

f. Medical Social Services

DME - including Medical/Surgical Supplies, Enteral and Parenteral
Formula, and Hearing Aid Batteries, Prosthetics, Orthotics, and
Orthopedic Footwear. Enteral Formula limited to nasogastric,
jejunostomy, or gastrostomy tube feeding; or treatment of an inborn
error of metabolism.
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Medicaid Services Not Covered By Elderplan

Outpatient Rehabilitation services — physical therapy (PT),
occupational therapy (OT), and speech therapy (ST) - that are ordered
by a doctor or other licensed professional are covered as medically
necessary (without limits to the number of visits).

Physician Services including services provided in an office setting, a
clinic, a facility, or in the home.
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Medicaid Fee-For-Service

Mental Health Services

Alcohol and Substance Abuse Services

OPWDD Services

Family Planning Services

Prescription and Non-prescription Drugs, Compounded Prescriptions

All other services listed in Title XIX State Plan

Other services may be available to you which can be accessed
through Medicaid Fee-for-Service.

&
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Contact Information for New York
State Medicaid Program

m New York State Department of Health
(Social Services) - Contact Information
HRA Medicaid Helpline: 1-888-692-6116
Nassau County: 516-227-8000

Available 9 a.m. to 4 p.m.,

Monday through Friday

New York City: 718-557-1399

Available 9a.m.to 5 p.m.,

Monday through Friday

- Putnam County (845) 808-1500

Monday through Friday 9 AM to 5 PM
Westchester County: 914-995-3333
Available 8:30 a.m. to 5 p.m.,

- Monday through Friday

711

This number requires special telephone
_equipment and is only for people who have
difficulties with hearing or speaking.

CALL

TTY
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Method New York State Department of Health
(Social Services) - Contact Information

New York City Human Resources
“Administration Medical Assistance Program
Correspondence Unit

785 Atlantic Avenue

1st Floor

Brooklyn, NY 11238

Nassau County Department of Social Services

160 Charles Lindbergh Boulevard
“Uniondale, NY 11553

_Putnam County DSS

110 Old Route Six,

~Carmel, New York 10512-2110
Westchester County Department of Social
Services

85 Court Street

White Plains, NY 10601

https://www.health.ny.gov/health_care/
- medicaid/ldss.htm

WRITE

WEBSITE
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Elderplan, Inc.
Notice of Nondiscrimination — Discrimination is Against the Law

Elderplan/HomeFirst complies with applicable Federal, state, and local civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability, or sex.
Elderplan/HomeFirst does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex, including sex characteristics, including intersex traits;
pregnancy or related conditions; sexual orientation; gender identity, and sex stereotypes.

In compliance with Section 1557 and other federal civil rights laws, we provide individuals the
following in a timely manner and free of charge:

o Language assistance services. Elderplan/HomeFirst will provide language assistance
services for individuals with limited English proficiency (including individuals’
companions with limited English proficiency) to ensure meaningful access to our
programs, activities, services, and other benefits. Language assistance services may
include:

o Electronic and written translated documents

o Qualified interpreters

o Written information in other formats (large print, audio, accessible electronic
formats, other formats)

e Appropriate auxiliary aids and services. Elderplan/HomeFirst will provide appropriate
auxiliary aids and services for individuals with disabilities (including individuals’
companions with disabilities) to ensure effective communication. Appropriate auxiliary
aids and services may include:

o Qualified interpreters, including American Sign Language interpreters
o Video remote interpreting
o Information in alternate formats (including but not limited to large print, braille,

recorded audio, and accessible electronic formats)
o Qualified readers

e Reasonable modifications. Elderplan/HomeFirst will provide reasonable modifications for
qualified individuals with disabilities, when necessary to ensure accessibility and equal
opportunity to participate in our programs, activities, services, or other benefits.

To access our language assistance services, auxiliary aids and services, and for assistance in getting
a reasonable modification, please call 1-800-353-3765 (TTY:711).

If you believe that Elderplan/HomeFirst has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you may file a
grievance by mail, phone, or fax to:

Elderplan, Inc.

ATTN Civil Rights Coordinator
55 Water Street, 46" Floor
New York, NY 10041

Phone: 1-877-326-9978, TTY 711
Fax: 1-718-759-3643

You may also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F

Washington, D.C. 20201

1-800-368-1019, TDD: 1-800-537-7697

072026 Elderplan


https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Notice of Availability of Language Assistance Services and Auxiliary Aids and Services
45 CFR 92.11

English: Elderplan, Inc. complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. ATTENTION:
If you speak a non-English language or require interpretation assistance, language
assistance services and appropriate auxiliary aids are available to you free of charge. If you
need these services or have questions about our plan, call 1-800-353-3765 (TTY: 711).

Spanish: Elderplan, Inc. cumple con las leyes federales de derechos civiles aplicablesy no
discrimina por motivos de raza, color, nacionalidad, edad, discapacidad o sexo.
ATENCION: Si usted habla en un idioma que no es inglés o requiere asistencia de
interpretacion, tiene a su disposicion servicios de asistencia linglistica y las ayudas
auxiliares adecuadas de forma gratuita. Si necesita estos servicios o tiene preguntas sobre
nuestro plan, llame al 1-800-353-3765 (TTY: 711).

Chinese: Elderplan, Inc. - I M A2 - RO « s ~ BRI - 47
B~ PRSI E A - FEE SRR EEL NS S 2
AT B R R = R A N T H - R TS e IR A s R M3
LIFSER > 555058 1-800-353-3765 (TTY: 711)

Albanian: Elderplan, Inc. u pérmbahet ligjeve té zbatueshme federale pér té drejtat civile,
ndaj nuk ju diskriminon né bazeé té racés, ngjyrés, origjinés kombétare, moshés, aftésive té
kufizuara ose seksit. VEMENDIJE: Nése flisni njé gjuhé tjetér qé nuk éshté anglisht ose nése
keni nevojé pér shérbime pérkthimi, pér ju ofrohen falas shérbime té ndihmés gjuhésore
dhe mjete ndihmése té pérshtatshme. Nése keni nevojé pér kéto shérbime ose nése keni
pyetje rreth planit toné, telefononi 1-800-353-3765 (TTY: 711).

Arabic

JigElderplan Inc. o sill Jua¥) sf sl 5l (3 all sl (e 53 Y 5 g J senall A0 il Al (3 ) (00 58
O ey sl dan il G saclie ) Zlind o 4 Salai¥) e ARd Caoati cu€ 1) 4 uiad) ol ALY ) yeall
Al @bl el cleasd sda ) dalay i€ 1Y) Blae el Aalic daubiall imall cilae bl g 4y salll sac bl cilada
AL Juaild cliihad J » 1-800-353-3765 (TTY: 711).

Bengali: Elderplan, Inc. ATIMGY (PO NS WIGHRIF WEA (N BT A2 Gfs,
3, TrotTe B AfS, IT, TEFNWI 1 A0 fOfSrs (T T V| T FF: IM
AN 2T BIGT ST (AT ST FAT I M (1N AZTOF ATITG 2,
ST G [RATYCET ©r1 SR ARIAT 72 ATIGRIT AT SAFAT G
R | SNE I G2 AT SEAT ATIGN T I R ARIIGN ST o
YT O 1-800-353-3765 (TTY: 711) NI (FIN FH |

French: Elderplan, Inc. se conforme aux lois fédérales applicables en matiere de droits
civils et ne fait aucune discrimination fondée sur la race, la couleur, Uorigine nationale,
'age, le handicap ou le sexe. ATTENTION : Si vous parlez une langue autre que l’'anglais ou
si vous avez besoin d’une assistance d’interprétation, des services d’assistance
linguistique et des aides auxiliaires appropriées sont a votre disposition gratuitement. Si
vous avez besoin de ces services ou si vous avez des questions sur notre régime
d’assurance maladie, appelez le 1-800-353-3765 (TTY : 711).

25RC01



German: Elderplan, Inc. halt alle geltenden Bundesburgerrechtsgesetze ein und
diskriminiert nicht aufgrund von Ethnie, Hautfarbe, nationaler Herkunft, Alter, Behinderung
oder Geschlecht. HINWEIS: Wenn Sie eine andere als die englische Sprache sprechen
oder einen Dolmetscher bendtigen, stehen lhnen Sprachassistenzdienste und geeignete
Hilfsmittel kostenlos zur Verflgung. Falls Sie solche Dienste bendtigen oder Fragen zu
unserem Plan haben, rufen Sie uns bitte unter der Nummer +1-800-353-3765 (TTY: 711) an

Greek: H Elderplan, Inc. CUHHOQ@@VETAL LLE TOVG LOXVOVTEG OHOOTIOVILAKOUS VOLLOUG
TEQL MOALTIKWV DIKALWUATWV KAl 0eV KAVEL dlakQloelg pe BAom T QUAT), TO XowHa,
Vv eOVIKT) kataywyr), TNV NAwia, Tnv avanmela 1) to vAo. ITIPOZOXH: Av piAdrte
AAAN YAWOOa €KTOG amo tar ay YAA 1) Xoetdleote ) fonOewa diegunvelag,
TAQEXOVTAL dWREAV VTINEETLEG YAWOOTIKNG LTTOOTIOLENG KAl KATAAANAQ BonOntucd
uéoa. BEav xoewdleote autég TIC MNEETLeG 1) €XETE EQWTNOELS OXETIKA UE TO

TEOYQA UK HAag, kKaAéote oto 1-800-353-3765 (TTY: 711).

Haitian Creole: Elderplan, Inc. konfome l avek lwa Federal sou dwa sivil ki aplikab yo epi li
pa fe diskriminasyon sou baz ras, koule, orijin nasyonal, laj, andikap oswa séks.
ATANSYON: Si ou pale yon lang ki pa Angle oswa ou bezwen asistans entépret, sévis
asistans lang ak ed oksilye ki apwopriye yo disponib pou ou gratis. Si ou bezwen sévis sa yo
oswa ou gen kesyon sou plan nou an, rele 1-800-353-3765 (TTY: 711).

Hindi: Elderplan, Inc. TR HE ANTRS TUBR BT BT SIUTer Bl § 3R 7%, I,
Td, Y, BT a1 feffT & SR IR WEHTd g1 dxdl ¢ | & ¢: afe 39 T IR-
TS SIeTd & AT SHTeT HTHTARUT Tl &1 STl &, df HTST TgRidT Jard 3R

U TS SUHRT U ol F: b SUds © | Al SMUD] 37 JaTefi &1 SHTIRIHdl §

YTEART TSI P SR A YUY §, Y 1-800-353-3765 (TTY: 711) R BIA B |

Italian: Elderplan, Inc. € conforme a tutte le leggi federali vigenti in materia di diritti civili e
non pone in essere discriminazioni sulla base di razza, colore, origine nazionale, et3,
disabilita o sesso. ATTENZIONE: Se parla una lingua diversa dall'inglese o ha bisogno
dell’assistenza di un interprete, pud usufruire gratuitamente di servizi di assistenza
linguistica e di appositi supporti ausiliari. Se necessita di questi servizi o ha domande sul
nostro piano, chiami il numero 1-800-353-3765 (TTY: 711).

Japanese: Elderplan Inc. 138 S DA RMELEZESF L, AFE, Lo, 1y
E, Fp, BEE, MRSV TENLETA, HE  REUANADSELE AR
ROYR— NP BERGEIX, SR — M—E X vl e mibhes B2 k¢ 28
WIZTETET, 2O —ERARMERGE, EITSOT T A ONWT TERN
H DAL, 1-800-353-3765 (TTY: 711) £ TRBEEL 723V,
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Korean: Elderplan, Inc.i= 3|9 AW WHAH S =351 ¢l
ol = AHS AR ApEEHH] Ut 9 o]
T Aol ok Ag Ado] A d AMu| A H AHI HE FAE FEE o] &
AFHTE o]l Au| 27 e stAY Sl tisl] Aol 9l

(TTY: 711) 2 A &34 2.

Polish: Elderplan, Inc. przestrzega obowigzujgcych federalnych przepiséw dotyczacych
praw obywatelskich i nie dyskryminuje ze wzgledu na rase, kolor skéry, pochodzenie
narodowe, wiek, niepetnosprawnos¢ ani pte¢. UWAGA: Jesli méwisz w jezyku innym niz
angielski lub potrzebujesz pomocy ttumacza, mozesz bezptatnie skorzystac¢ z ustug
pomocy jezykowej i odpowiednich narzedzi pomocniczych. Jesli potrzebujesz tych ustug
lub masz pytania dotyczace naszego planu, zadzwon pod numer 1-800-353-3765 (TTY:
711).

Portuguese: A Elderplan, Inc. cumpre as leis federais de direitos civis aplicaveis e nao
discrimina com base em raga, cor, nacionalidade, idade, deficiéncia ou sexo. ATEN(;AO:
Se fala uma lingua diferente do inglés ou necessita de assisténcia de interpretacao, estao
disponiveis gratuitamente servigcos de assisténcia linguistica e recursos auxiliares
apropriados. Se precisar destes servigos ou tiver duvidas sobre 0 nosso plano, ligue para 1-
800-353-3765 (TTY: 711).

Punjabi: Elderplan, Inc. wwmma@éwwén@m, gdar,
IHCI U, §HI, wUraHS, 7 A e w13 fe3aer &t daer I fimrs fie: A gr ag
IS 3 ot I 99 I 98T I H fenrfemr AgesT € 33 I I, 3T I AR ATt
W3 Bfg3 Aofed ATfesTet 3973 B8 He3 QuUBET 96| A 3J¢ figs AT S B3 I A3t
UG 59 3I3 8 AT I6, 3 1-800-353-3765 (TTY: 711) '3 IS I |

Russian: KomnaHua Elderplan, Inc. cobntogaet npumMmeHmnMoe deaepanbHoe
3aKOHOAATeNbCTBO B 06/1aCTU rpaXAaHCKUX Npas 1 He AoNycKaeT ANCKPUMUHALNM NO
npu3HaKkaM pachl, LiBeETa KOXM, HALWOHabHOM NPUHAANEXHOCTU, BO3pacTa,
MHBannagHocTtn nnn nona. BHWUMAHWE: Ecnu Bbl He rOBOpPUTE Ha aHITTMMCKOM A3bIKE N
BaM Hy>KHa NOMOLLb NepeBoa4vmka, BaM byayTt 6ecnnaTtHo NnpeaocTaB/ieHbl YCyrn
A3bIKOBOM MOMOLLIM M COOTBETCTBYHOLLIME BCNOMOraTe/ibHble cpeacTBa. ECnv BaM Hy>KHbI
Takue ycnyrm unmy Bac eCTb BONPOCHI O HaLleM rjaaHe, No3BoHUTe no HoMmepy 1-800-353-
3765 (TTY: 711).

Tagalog: Sumusunod ang Elderplan, Inc. sa naaangkop na mga batas sa Pederal na mga
karapatang sibil at hindi nandidiskrimina batay sa lahi, kulay, bansang pinagmulan, edad,
kapansanan, o kasarian. ATENSYON: Kung nagsasalita ka ng wikang hindi Ingles o
nangangailangan ng tulong sa interpretasyon, ang mga serbisyo ng tulong sa wika at
naaangkop na mga pantulong na tulong ay magagamit mo nang walang bayad. Kung
kailangan mo ang mga serbisyong ito o may mga tanong tungkol sa aming plano, tawagan
ang 1-800-353-3765 (TTY: 711).
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Urdu

¢ ee (a0 B edud sl U S Jaaad (S cpil B S g (5 a5 (30Ul JiE Elderplan/HomeFirst
220 e g b g e 3 s 8 e @l 8 g S (e Sl s bl aliiy (S pia b s s0ee
O SR G i e 1S O alael s caulia ol st (S a3 (S Gl ¢ 5 iy e oS

JS 3 1-800-353-3765 (TTY: 711)¢ 55 0 ¥l gus a0 b S —ssemin o Jlas by 3y e oS Clada

s
Vietnamese: Elderplan, Inc. tuan thu luat dan quyén Lién bang hién hanh va khéng phén
biét d&i x&r dua trén chang téc, mau da, ngudn goc qudc gia, do tudi, tinh trang khuyét tat
hoac gidi tinh. CHU Y: N&u quy vi néi ngdn ngt khong phai tiéng Anh hodc can dugc hé trg
théng dich thi chung téi cung cap dich vu hd tro ngdn nglr va cac phuong tién phu trg phu
hop mién phi cho quy vi. N&u quy vi can nhitng dich vu nay hoac c6 thdc méc vé chuong
trinh clia chung t6i, hay goi s6 1-800-353-3765 (TTY: 711).
Yiddish
YT ANR VWD VIIRMPOT PR JEYIVA VIOV YOIX YORIVTYD yoyLTIvmIK 7 waoxd (Elderplan, Inc
MR UOPARTPIYADY LDIYIWYA IR ,OWOPARDIT DIV ,ORLWOR TWIRINOERI ,TINP VORI 11D VIR
TR JVANDTIRD ’]5’.‘( IARBW WIYT ,ANXVTIVIR 0N 1'1]7’,'! USINT WIN TRIBY YUIDAIY-0WOI R VTV R
TAUT DYARTD LR IR DYDNIWO 7 UDIRT PR I IREEX 17 IX TR IND R¥°12 [WHUM0D9T PORD

(TTY: 711) 3765-353-800-1 1% 05NN ,IX?8 WITIX
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Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

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 1-800-353-3765.

Understanding the Benefits

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.elderplan.org or call 1-800-353-3765 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.

Review the formulary to make sure your drugs are covered.



http://www.elderplan.org

Summary of Benefits — Elderplan for Medicaid Beneficiaries
(HMO-POS D-SNP) 2027

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, 2028.

Our plan allows you to see providers outside of our network
(non-contracted providers). However, while we will pay

for certain covered services, the provider must agree to
treat you. Except in an emergency or urgent situation,
non-contracted providers may deny care.

This plan is a dual eligible special needs plan (D-SNP).
Your ability to enroll will be based on verification that you
are entitled to both Medicare and medical assistance from
a state plan under Medicaid.

Your medical and prescription coverage were reviewed
against your current insurance coverage. You will become
a member of Elderplan upon enrollment verification and no
longer have coverage with your current plan.







Melder

homefirst.

a participating agency of MJHS Health System

For more information, call us toll-free

1-800-353-3765

8 a.m.—8 p.m., 7 days a week.

TTY/TDD users should call

711

Visit our website

Elderplan.org

Elderplan is an HMO plan with Medicare and Medicaid contracts. Enroliment
in Elderplan depends on contract renewal. Anyone entitled to Medicare Parts
A and B may apply. Enrolled members must continue to pay their Medicare
part B premium if not otherwise paid for under Medicaid.


http://Elderplan.org
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