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Schedule of Benefits

Medicare Enhance
MASSACHUSETTS

This Schedule of Benefits summarizes your coverage under Medicare Enhance (“the Plan”) and
states the Subscriber cost-sharing amounts that you must pay for Covered Services. However, it is
only a summary of your benefits. Please see your Benefit Handbook for detailed information on
the benefits covered by the Plan and the terms and conditions of coverage.

Please note that the information on Medicare benefits in this document is provided for
informational purposes only. HPHC Insurance Company, Inc. (HPIC) is not responsible for
Medicare benefits. Please refer to the Medicare handbook Medicare & You or contact the
Centers for Medicare and Medicaid Services (CMS) at 1-800-MEDICARE (1-800-633-4227) or
www.medicare.gov for information on your Medicare benefits.

Section 1: Subscriber Cost Sharing (What You Pay)

Subscribers are required to share the cost of the benefits provided under the Plan. Please see the
tables below for a detailed list of the cost sharing that applies to your Employer Group's plan.

A Copayment is a dollar amount that is payable by the Subscriber for certain Covered Services.
The Copayment is due at the time services are rendered or when billed by the Provider. Your
identification card contains the Copayment amounts that apply to the Plan’s most frequently
used services.

Payment Maximum: The Plan pays up to the Payment Maximum. You pay any charges above
the Payment Maximum, plus any Subscriber cost-sharing amounts that apply under your Plan. If
your Plan provides coverage for a service that is not covered by Medicare, the Plan will pay all
charges up to the Payment Maximum minus the applicable cost sharing.

Section 2: Preventive Care Services

Medicare covers a number of preventive care services at no cost to Subscribers. The Plan will pay
the Medicare Deductible and Coinsurance amounts, if any, for Medicare-covered preventive
care services.

Medicare coverage includes a one-time “Welcome to Medicare” preventive visit received within
the first 12 months a beneficiary is covered by Medicare Part B. HPIC recommends that Subscribers
utilize this benefit if available. After being enrolled in Medicare Part B for one year, Medicare also
covers a yearly “Wellness” visit. Your first yearly “Wellness” visit must occur 12 months after your
Part B enrollment or your “Welcome to Medicare” preventive visit.

When specific Medicare coverage criteria are met, Medicare also provides coverage for preventive
services including, but not limited to: (1) Pap tests, pelvic and breast exams; (2) Mammograms;
(3) Prostate cancer screenings; (4) Diabetes screenings (5) Bone mass measurements; (6)
Glaucoma tests; (7) Medical nutrition therapy services; (8) Counseling to prevent tobacco use &
tobacco-caused disease; (9) Colorectal cancer screenings, including fecal occult blood tests, flexible
sigmoidoscopy, colonoscopy and barium enema; and (10) Immunizations for flu, pneumococcal
shots and hepatitis B shots.
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The Plan will also provide coverage, less any payments by Medicare, for the following preventive
care services: annual routine physical exams, annual routine eye exams, and annual routine
hearing exams. Please refer to Section I1.D.2. of your Benefit Handbook for detailed information
on additional preventive care services covered by the Plan.

Section 3: Emergency Coverage Outside of the United States

Your Plan provides limited emergency coverage for Subscribers traveling outside of the United
States. Please refer to Section 11l.D.3. of your Benefit Handbook for details of your coverage.

Section 4: Inpatient Services Covered by Medicare

Benefit Period: The way that Original Medicare measures a Subscriber’s use of Hospital

and Skilled Nursing Facility services. A Medicare Benefit Period begins the first day of a
Medicare-covered stay at an inpatient Hospital or Skilled Nursing Facility. It ends when you
have not received any inpatient Hospital care or Skilled Nursing Facility care for 60 days in a
row. If you go into a Hospital or a Skilled Nursing Facility after one Benefit Period has ended,
a new Benefit Period begins. Medicare puts no limit on the number of Benefit Periods covered

by Medicare during your lifetime.

Medicare Inpatient Services

Medicare Pays:

Medicare
Enhance Pays:

Your Cost

Sharing:

Hospital Care (including acute, nonmedical health care institutions, psychiatric and rehabilitation

hospitalization)

First 60 days of a Benefit Period

Covered less
Medicare
Deductible and
Coinsurance

Medicare
Deductible and
Coinsurance

$50 Inpatient
Hospital
Copayment per
admission per

quarter
61st through 90th day of a Benefit Covered less Medicare $50 Inpatient
Period Medicare Deductible and Hospital

Deductible and
Coinsurance

Coinsurance

Copayment per
admission per

quarter
91st day and after of a Benefit Period Covered less Medicare Lifetime $50 Inpatient
— up to 60 Lifetime Reserve Days (if any) | Lifetime Reserve Reserve Days Daily Hospital

Days Daily
Coinsurance

Coinsurance

Copayment per
admission per
quarter

Non-Medicare Covered Services

After your 60 Lifetime Reserve Days are | Nothing All charges $50 Inpatient

exhausted, your plan covers unlimited Hospital

days Copayment per
admission per
quarter

Skilled Nursing Facility Care (SNF)

First 20 days of a Benefit Period Medicare allowable | Nothing No charge

amount
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Medicare Inpatient Services

Medicare Pays:

Skilled Nursing Facility Care (SNF) (Continued)

Medicare

Enhance Pays:

Your Cost
Sharing:

21st through 100th day of a Benefit Medicare allowable | The Medicare SNF $50 Inpatient
Period amount minus SNF Daily Coinsurance Hospital
Da||y COInSUFance Copayment per
admission per
quarter
101st day and after of a Benefit Period | Nothing Nothing All charges
Physicians and Other Health Professionals (inpatient services)
Covered less Medicare No charge
Medicare Deductible and
Deductible and Coinsurance
Coinsurance
Blood Transfusions
First three pints per calendar year Nothing Medicare Blood No charge
Deductible
Beyond 3 pints per calendar year Covered less Medicare No charge
Medicare Deductible and
Deductible and Coinsurance
Coinsurance

Section 5: Outpatient Services Covered by Medicare

Medicare Outpatient Services

Acupuncture Treatment

Medicare Pays:

Medicare
Enhance Pays:

Your Cost
Sharing:

Note: Limited coverage provided by
Medicare. See your Benefit Handbook
for details.

Covered less
Medicare
Deductible and
Coinsurance

Medicare
Deductible and
Coinsurance

$15 Copayment
per visit

Administration of Allergy Injections

Covered less

Medicare

$5 Copayment

Medicare Deductible and per visit
Deductible and Coinsurance
Coinsurance
Ambulance Services
Covered less Medicare No charge

Medicare
Deductible and
Coinsurance

Deductible and
Coinsurance

Cardiac Rehabilitation Services

Covered less
Medicare
Deductible and
Coinsurance

Medicare
Deductible and
Coinsurance

$15 Copayment
per visit
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Your Cost
Sharing:

Medicare Outpatient Services Medicare Pays: Medicare

Enhance Pays:

Chiropractic Services

Note: Limited coverage provided by
Medicare. See your Benefit Handbook
for details.

Covered less
Medicare
Deductible and
Coinsurance

Medicare
Deductible and
Coinsurance

$15 Copayment
per visit

Dental Care and Oral Surgery

Note: Limited coverage provided by
Medicare. See your Benefit Handbook
for details.

Covered less
Medicare
Deductible and
Coinsurance

Medicare
Deductible and
Coinsurance

$15 Copayment
per visit

Diagnostic Tests and Procedures

Diagnostic tests and procedures Covered less Medicare No charge
Medicare Deductible and
Deductible and Coinsurance
Coinsurance
Advanced radiology, including CT Covered less Medicare No charge
scans, PET scans, MRI, MRA and nuclear | Medicare Deductible and
medicine services Deductible and Coinsurance
Coinsurance
Durable Medical Equipment (DME) and Prosthetic Devices
Covered less Medicare No charge

Medicare
Deductible and
Coinsurance

Deductible and
Coinsurance

Emergency Room Care

Covered less
Medicare
Deductible and
Coinsurance

Medicare
Deductible and
Coinsurance

$50 Emergency
Room
Copayment per
visit, waived if
admitted to a

Hospital
Home Health Care
Medicare allowable | Nothing No charge
amount
Home Infusion Therapy
Covered less Medicare No charge
Medicare Deductible and
Deductible and Coinsurance
Coinsurance
Hospice Care (including inpatient Respite Care)
Additional Hospice benefits may 100% of the Medicare No charge

apply. See “Section 6: State Mandated
Benefits” below.

Medicare allowable
amount; and 95%
of the cost of
outpatient drugs
and respite care
(Medicare Hospice
Coinsurance)
Benefits are covered
less Medicare
Deductible

Deductible and
Hospice Coinsurance

SCHEDULE OF BENEFITS |

4




MEDICARE ENHANCE - MASSACHUSETTS

Medicare Outpatient Services

Medicare Pays:

Medicare

Your Cost

House Calls

Enhance Pays:

Sharing:

Covered less
Medicare
Deductible and
Coinsurance

Medicare
Deductible and
Coinsurance

$25 Copayment
per visit

Kidney Dialysis

Covered less Medicare No charge
Medicare Deductible and
Deductible and Coinsurance
Coinsurance
Medical Therapies
Covered less Medicare No charge
Medicare Deductible and
Deductible and Coinsurance
Coinsurance
Outpatient Surgery
Covered less Medicare No charge

Medicare
Deductible and
Coinsurance

Deductible and
Coinsurance

Physical, Occupational and Speech Thera

Py

Covered less
Medicare
Deductible and
Coinsurance

Medicare
Deductible and
Coinsurance

$15 Copayment
per visit

Physicians and Other Health Professional

s (including mental hea

Ith and substance use disorder treatment)

Covered less
Medicare
Deductible and
Coinsurance

Medicare
Deductible and
Coinsurance

$15 Copayment
per visit

Podiatrist Services

Note: Limited coverage provided by
Medicare. See your Benefit Handbook
for details.

Covered less
Medicare
Deductible and
Coinsurance

Medicare
Deductible and
Coinsurance

$15 Copayment
per visit

Telemedicine Virtual Visits

Additional Telemedicine Virtual Visits
benefits may apply. See “Section 6:
State Mandated Benefits” below.

Covered less
Medicare
Deductible and
Coinsurance

Medicare
Deductible and
Coinsurance

$15 Copayment
per visit

Urgent Care Services

Covered less
Medicare
Deductible and

Medicare
Deductible and
Coinsurance

Coinsurance

$15 Copayment
per visit
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Section 6: ADDITIONAL COVERED SERVICES

The plan will cover the benefits in this section when Medicare coverage is not available:

HPIC Plan Benefits

Medicare Pays:

Medicare

Your Cost

Applied Behavioral Analysis

Enhance Pays:

Sharing:

Nothing All charges less $15 Copayment
applicable cost per visit
sharing

COVID-19
— Testing, treatment, and vaccines Nothing All charges No charge
See your Benefit Handbook for details.

Emergency Services received outside of the United States

Note: See your Benefit Handbook for
details.

Nothing

All charges less
applicable cost
sharing

$50 Emergency
Room Copayment
per visit

Hospice Care (including inpatient Respite Care)

| Nothing All charges | No charge
Low Protein Foods
— Up to $5,000 per calendar year Nothing All charges All charges in
excess of $5,000
Mental Health Care and Substance Use Disorder Treatment Services
Inpatient Services Nothing All charges No charge
— Benefits are provided for the same
number of days as the coverage
provided for a physical illness
Outpatient Services Nothing All charges less $15 Copayment
— Benefits are provided for unlimited applicable cost per visit
visits sharing
Detoxification and Nothing All charges less $15 Copayment
Psychopharmacological Services, applicable cost per visit
Psychological Testing and sharing
Neuropsychological Assessment
Services
Partial Hospitalization Nothing All charges No charge
Outpatient Methadone Maintenance
Nothing All charges | No charge
Routine Eye Exam
— Limited to 1 exam per calendar year Nothing All charges less $15 Copayment

applicable cost
sharing

per visit
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HPIC Plan Benefits Medicare Pays: Medicare Your Cost
Enhance Pays: Sharing:
Routine Hearing Exam
— Limited to 1 exam per calendar year Nothing All charges less $15 Copayment
applicable cost per visit
sharing
Routine Physical Exam
Nothing All charges ‘ No charge
Scalp Hair Prosthetics (Wigs)
- Up to $350 per calendar year Nothing All charges All charges in
excess of $350
Special Formulas for Malabsorption
Nothing All charges | No charge
Speech Language and Hearing Services
Nothing All charges less $15 Copayment
applicable cost per visit
sharing
Telemedicine Virtual Visits
Nothing All charges less $15 Copayment
applicable cost per visit
sharing

Section 7: What The Plan Does Not Cover

A. No benefits will be provided by the Plan for any of the following:

« Any product or service that is not covered by Medicare unless specifically listed as a Covered
Service in the Benefit Handbook, Schedule of Benefits or (if applicable) the Prescription

Drug Brochure.

« Any charges for products or services covered by a Medicare Advantage plan operated under
Medicare Part C or a Prescription Drug Plan (PDP) under Medicare Part D.

« Any product or service obtained at an unapproved facility if Medicare requires that the
product or service be provided at a Medicare-approved facility. This exclusion applies to liver,
lung, heart and heart-lung transplants; and any other services Medicare determines must be
obtained at a Medicare-approved facility.

« Any product or service provided after the date on which your enrollment in the Plan has
ended.

« Any charges that exceed the Payment Maximum.

« Any product or services received in a hospital not certified to provide services to Medicare
beneficiaries, unless (1) the hospital is outside the United States, (2) the Subscriber’s Plan
includes benefits for emergency services outside of the United States, and (3) coverage is
available under that benefit.

« Any product or service for which no charge would be made in the absence of insurance.

B. Unless covered by Medicare Parts A and B, no Benefits will be provided by the Plan
for any of the following:

« Any product or service that is not Medically Necessary.
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Any product or service (1) for which you are legally entitled to treatment at government
expense or (2) for which payment is required to be made by a Workers' Compensation plan
or an employer under state or federal law.

Any charges for inpatient care over the semi-private room rate, except when a private room
is Medically Necessary.

Any product or service received outside of the United States that is: (1) related to the
provision of routine or preventive care of any kind; (2) a service that was, or could have been,
scheduled before leaving the United States, even if such scheduling would have delayed
travel plans; (3) a form of transportation, including transportation back to the United States,
except road ambulance to the nearest hospital; or (4) a service that would not be a covered
by Medicare or the Plan in the United States.

Any products or services, including, but not limited to, drugs, devices, treatments, procedures,
and diagnostic tests that are Experimental, Unproven or Investigational.

Cosmetic services or products, including, but not limited to, cosmetic surgery, except for
services required to be covered under the Women's Health and Cancer Rights Act of 1998.

Custodial Care.

Recovery programs including rest or domiciliary care, sober houses, transitional support
services and therapeutic communities.

Eyeglasses, contact lenses, fittings or examinations. (Note that Medicare provides limited
benefits for eyeglasses or contact lenses after cataract surgery).

Refractive eye surgery, including but not limited to, lasik surgery, orthokeratology and lens
implantation for the correction of naturally occurring myopia, hyperopia and astigmatism.

Hearing aids unless specifically listed as a Covered Service in the Schedule of Benefits.
Hearing aid batteries.
Biofeedback.

Alternative, holistic or naturopathic services and all procedures, laboratories and nutritional
supplements associated with such treatments, except when specifically listed as a Covered
Service. Aromatherapy, treatment with crystals and alternative medicine. Any of the
following types of programs: health resorts, spas recreational programs, camps, outdoor
residential care, self-help programs, life skills programs, relaxation or lifestyle programs, and
wilderness programs (therapeutic outdoor programs), massage therapy and myotherapy.

Routine foot care services such as the trimming of corns and bunions, removal of calluses,
unless such care is Medically Necessary due to circulatory system disease such as diabetes.
Foot orthotics, except as required for the treatment of severe diabetic foot disease or
systemic circulatory diseases.

Any form of hair removal or restoration, including, but not limited to, electrolysis, laser
treatment, transplantation or drug therapy. (Please see Section IIl.C.3. for the coverage
provided for wigs.)

Dental Services, including, but not limited to, restorative, periodontal, orthodontic,
endodontic, prosthodontic services (including any services related to dentures), or any Dental
Services relative to the treatment of temporomandibular joint dysfunction (TMJ), except that
(1) the Plan will cover the Medicare Deductible and Coinsurance amount for any Dental
Service that has been covered by Medicare and (2) the Plan will cover additional Dental
Services if such coverage is purchased by an Employer Group. If your Employer Group has
purchased coverage for additional Inpatient Dental Services or Outpatient Oral Surgery, such
coverage will be listed in the Schedule of Benefits.
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Infertility services or any related services, supplies, or drugs, including, but not limited to,
in-vitro fertilization (IVF), gamete intrafallopian transfer (GIFT), zygote intrafallopian transfer
(ZIFT), intra-cytoplasmic sperm injection, donor egg procedures (including related egg and
inseminated egg procurement), the preservation of eggs or sperm, voluntary sterilization or
the reversal of voluntary sterilization.

Any form or Surrogacy or services for a gestational carrier.

Ambulance services except as specified in the Benefit Handbook. No benefits will be provided
for transportation other than by ambulance.

Exercise equipment; or personal comfort or convenience items such as radios, telephone,
television, or haircutting services.

Any product or service provided by (1) anyone related to you by blood, marriage or adoption,
or (2) anyone who ordinarily lives with you.

Any product or service related to diet plans or weight loss programs, including diet foods,
drinks or drugs of any kind. (However, the Plan will cover Medicare Deductible and
Coinsurance amounts for professional services or surgery covered by Medicare for the
treatment of obesity.)

Drugs or medications that can be self-administered unless (1) the Employer Group has
purchased prescription drug coverage on behalf of the Subscriber, and coverage for such
drug or medication is provided for in the Prescription Drug Brochure, (2) the drug or
medication is covered by Medicare Parts A or B; or (3) coverage for the drug or medication is
mandated by Massachusetts law.

Educational services or testing; services for problems of school performance; sensory
integrative praxis tests, vocational rehabilitation, or vocational evaluations focused on job
adaptability, job placement, or therapy to restore function for a specific occupation.

Planned home births.
Devices or special equipment needed for sports or occupational purposes.

Charges for any product or service, including, but not limited to, professional fees, medical
equipment, drugs, and Hospital or other facility charges, that are related to any care that is
not a Covered Service under this Benefit Handbook.

Mental health services that are (1) provided to Subscribers who are confined or committed to
a jail, house of correction, prison, or custodial facility of the Department of Youth Services; or
(2) provided by the Department of Mental Health.

Telemedicine services involving e-mail, fax or non-secure texting.
Any service or supply (with the exception of contact lenses) purchased from the internet.
Services provided by a doula.

Section 8: Important Notices

Medical Emergency: You are always covered for care you need in a medical emergency within
the United States. In the event of a medical emergency, you should go to the nearest emergency
facility or call 911 or the local emergency number.

Coverage will be subject to the terms, conditions, exclusions and limitations of Medicare-eligible
services and supplies, and is subject to change pursuant to Medicare guidelines.

This Plan is only available to Subscribers enrolled through Employer Groups. Coverage under the
Plan is effective on the first day of the month chosen by your Employer and renews each year on
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your Employer’s anniversary date unless terminated in accordance with the terms of the Employer
Agreement. Premiums are subject to change as set forth in the Employer Agreement between
HPIC and your Employer Group as permitted by law. Please refer to your Benefit Handbook for
information about your eligibility and continuation of coverage rights under this Plan. To be
eligible to enroll, or continue enroliment, in the Plan, an individual must be enrolled in Medicare
Part A and Part B and pay any premium required for continued enrollment at all times.
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Benefits and Premiums are effective January 1, 2025 through December 31, 2025

SUMMARY OF BENEFITS
PROVIDED BY SILVERSCRIPT INSURANCE COMPANY

PHARMACY - PRESCRIPTION DRUG BENEFITS

Monthly Premium Please contact your former
employer/union/trust for more information
on your plan premium.

Pharmacy Network P1

Your Medicare Part D plan uses the network above. To find a network pharmacy, you can visit our
website (http://www.aetnaretireeplans.com.)

Formulary (Drug List) Classic

Your cost for generic drugs is usually lower than your cost for brand drugs. However, some higher
cost generic drugs are combined on brand tiers.

Beginning 1/1/25, the Centers for Medicare Services (CMS) made the following changes to the
standard Part D plan design:

» Reduction to three phases - Deductible, Initial Coverage, and Catastrophic

- Elimination of the Initial Coverage Limit and the Coverage Gap Phase

« Introduction of a $2,000 annual out-of-pocket threshold

+ Replacement of the Coverage Gap Discount Program with the Manufacturer Discount
Program which will provide a 10% manufacturer discount for brand drugs in the Initial
Coverage phase and 20% manufacturer discount for brand drugs in the Catastrophic phase

See below for your specific benefits and cost sharing.

Calendar-Year Deductible for Prescription Drugs  $0

Prescription drug calendar year deductible must be satisfied before any Medicare Prescription Drug
benefits are paid. Covered Medicare Prescription Drug expenses will accumulate toward the
pharmacy deductible. The deductible does not apply to covered insulins and most Part D vaccines.

Initial Coverage Phase - The table below represents cost sharing after the deductible, if applicable,
has been reached.
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30-day Supply through 90-day Supply through Retail or Mail
Retail
3 Tier Plan Preferred Standard Preferred Preferred Standard
Retail Mail Retail or Mail

Tier 1- Generic $9 $10 $27 $18 $30
Generic Drugs
Tier 2 - Preferred Brand $25 $25 $75 $50 $75
Includes some high-cost
generic and preferred
brand drugs
Tier 3 - Non-Preferred $45 $45 $135 $115 $135
Drug
Includes some high-cost
generic and non-
preferred brand drugs

If you reside in a long-term care facility, your cost share is the same as a 30 day supply at a retail
pharmacy and you may receive up to a 31 day supply.

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

Catastrophic Coverage: You pay $0 for covered Part D prescription
drugs.

Catastrophic Coverage benefits start once the CMS-determined annual out-of-pocket threshold of
$2,000 for covered Part D prescription drugs is reached.

Requirements:
Precertification Applies
Step-Therapy Applies
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Non-Part D Supplemental Benefit
« Agents used for cosmetic purposes or hair growth
« Agents used to promote fertility
« Agents when used for the symptomatic relief of cough and colds
« Agents when used for the treatment of sexual or erectile dysfunction (ED)
« Agents when used for weight loss
« Miscellaneous agents
+ Prescription vitamins and mineral products, except prenatal vitamins and fluoride preparations

For more information about Aetna plans, go to www.aetna.com or call Member Services toll-free at
1-800-594-9390 (TTY: 711). Hours are 8 a.m. to 9 p.m. EST, Monday through Friday.

Pharmacy Disclaimers

Aetna’s retiree pharmacy coverage is an enhanced Part D Employer Group Waiver Plan that is
offered as a single integrated product. The enhanced Part D plan consists of two components: basic
Medicare Part D benefits and supplemental benefits. Basic Medicare Part D benefits are offered by
Aetna based on our contract with CMS. We receive monthly payments from CMS to pay for basic
Part D benefits. Supplemental benefits are non-Medicare benefits that provide enhanced coverage
beyond basic Part D. Supplemental benefits are paid for by plan sponsors or members and may
include benefits for non-Part D drugs. Aetna reports claim information to CMS according to the
source of applicable payment (Medicare Part D, plan sponsor or member).

Aetna Medicare Rx offered by SilverScript's pharmacy network includes limited lower-cost,
preferred pharmacies in Suburban Arizona, Suburban Illinois, Urban Kansas, Rural Michigan, Urban
Michigan, Urban Missouri, Urban Pennsylvania, Suburban Utah, Suburban West Virginia, Suburban
Wyoming. The lower costs advertised in our plan materials for these pharmacies may not be
available at the pharmacy you use. For up-to-date information about our network pharmacies,
including whether there are any lower-cost preferred pharmacies in your area, please call 1-855-
222-6857 (TTY: 711) or consult the online pharmacy directory at http://www.aetnaretireeplans.com.

The formulary and/or pharmacy network may change at any time. You will receive notice when
necessary.

You must use network pharmacies to receive plan benefits except in limited, non-routine
circumstances as defined in the EOC. In these situations, you are limited to a 30 day supply.
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Pharmacy clinical programs such as precertification, step therapy and quantity limits may apply to
your prescription drug coverage.

Members who get “extra help” don’t need to fill prescriptions at preferred network pharmacies to get
Low Income Subsidy (LIS) copays.

Specialty pharmacies fill high-cost specialty drugs that require special handling. Although specialty
pharmacies may deliver covered medicines through the mail, they are not considered “mail-order
pharmacies.” Therefore, most specialty drugs are not available at the mail-order cost share.

The typical number of business days after the mail order pharmacy receives an order to receive your
shipment is up to 10 days. Enrollees have the option to sign up for automated mail order delivery. If
your mail order drugs do not arrive within the estimated time frame, please contact us toll-free at 1-
855-222-6857, 24 hours a day, 7 days a week. TTY users call 711.

There are three general rules about drugs that Medicare drug plans will not cover under Part D. This
plan cannot:

« Cover a drug that would be covered under Medicare Part A or Part B.

« Cover a drug purchased outside the United States and its territories.

+ Generally cover drugs prescribed for “off label” use, (any use of the drug other than indicated
on a drug's label as approved by the Food and Drug Administration) unless supported by
criteria included in certain reference books like the American Hospital Formulary Service Drug
Information, the DRUGDEX Information System and the USPDI or its successor.

Additionally, by law, the following categories of drugs are not normally covered by a Medicare
prescription drug plan unless we offer enhanced drug coverage for which additional premium may
be charged. These drugs are not considered Part D drugs and may be referred to as “exclusions” or
“non-Part D drugs”. These drugs include:

« Drugs used for the treatment of weight loss, weight gain or anorexia

« Drugs used for cosmetic purposes or to promote hair growth

+ Prescription vitamins and mineral products, except prenatal vitamins and fluoride preparations

« Outpatient drugs that the manufacturer seeks to require that associated tests or monitoring
services be purchased exclusively from the manufacturer as a condition of sale

+ Drugs used to promote fertility

+ Drugs used to relieve the symptoms of cough and colds

« Non-prescription drugs, also called over-the-counter (OTC) drugs
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« Drugs when used for the treatment of sexual or erectile dysfunction

Your plan includes supplemental coverage for some drugs not typically covered by a Medicare
Part D plan. Refer to the "Non-Part D Supplemental Benefit" section in the chart above. Non-Part D
drugs covered under the enhanced drug benefit can be purchased at the appropriate plan copay.
Copayments and other costs for these prescription drugs will not apply toward the deductible, initial
coverage limit or true out-of-pocket threshold. Some drugs may require prior authorization before
they are covered under the plan.

Plan Disclaimers

Aetna Medicare Rx offered by SilverScript is a group standalone Medicare Prescription Drug Plan
(PDP). This Plan is offered by SilverScript Insurance Company, which has a Medicare contract.
SilverScript Insurance Company and Aetna are affiliated companies. Enrollment in the Plan depends
on Medicare contract renewal.

See Evidence of Coverage for a complete description of plan benefits, exclusions, limitations and
conditions of coverage. Plan features and availability may vary by service area.

The formulary and/or pharmacy network may change at any time. You will receive notice when
necessary.

Resources For Living is the brand name used for products and services offered through the Aetna
group of subsidiary companies.

If there is a difference between this document and the Evidence of Coverage (EOC), the EOC is
considered correct.

You can read the Medicare & You 2025 Handbook. Every year in the fall, this booklet is mailed to
people with Medicare. It has a summary of Medicare benefits, rights and protections, and answers to
the most frequently asked questions about Medicare. If you don’t have a copy of this booklet, you
can get it at the Medicare website (http://www.medicare.gov) or 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.

ATTENTION: If you speak another language, language assistance services, free of charge, are
available to you. Call 1-800-594-9390 (TTY: 711). Spanish: ATENCION: si habla espafiol, tiene a su
disposicion servicios gratuitos de asistencia linguistica. Llame al 1-800-594-9390 (TTY: 711).
Traditional Chinese: & : MR » W] LIREESES RIS - 55E(E 1-800-594-
9390 (TTY: 711).

You can also visit our website at http://www.aetnaretireeplans.com. As a reminder, our website has
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the most up-to-date information about our provider network (Provider Directory) and our list of
covered drugs (Formulary/Drug List).

English: We have free interpreter services to answer any questions you may have about our health
or drug plan. To get an interpreter, just call us at 1-800-307-4830. Someone who speaks
English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que
pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor
llame al 1-800-307-4830. Alguien que hable espariol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: 2.{ J$2 (it 2 23 UENRAR S > BN SR TEF SZGYIRIG VAT %E ] - 400
BB RINE S » 158 1-800-307-4830 © FA TR X TAE A IR FREE BN - XE—T0
BHHRSS

Chinese Cantonese (I P (R B ) (R T BT SRS B I FR P it G A B TS
ﬁggaﬁﬁﬁﬁwﬁ ' FHELER 1-800-307-4830 « FRAITFEH I N BRFEER RIGIRALEE) - B 22—
R A%

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga
katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng
tagasaling-wika, tawagan lamang kami sa 1-800-307-4830. Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions
relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au 1-800-307-4830. Un interlocuteur parlant Francgais
pourra vous aider. Ce service est gratuit.

Vietnamese: Chuing t6i c6 dich vu thong dich mién phi dé tra 10 cac cau héi vé chuong suc khde va ]
chuong trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-800-307-4830 sé c6 nhan vién ndi tiéng
Viét gitp d& qui vi. Bay la dich vy mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits-
und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-307-4830. Man wird Ihnen dort
auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: GA= o5 W9l Bz ofs WLgfol] $3k Hwo] Hell =2faal Fu o AH=E A
Fota gyt 9 Anas ol G5hefwl 418k 1-800-307-4830M © 2 F-2]a] 44| 9.
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FFol B i BYAt Boh =8 AYUL o Aulat FRE $YHU

Russian: Ecnv y Bac BO3HNKHYT BONPOCHI OTHOCUTENbHO CTPaxoBOro MM MEAUKAMEHTHOrO nnaHa, Bbl
MOXXEeTe BOCMO/b30BaTbCs HaWMMy BecnnaTHbIMK yYCyramy nepeBoa4mkos. YTobbl BOCNONb30BaTbLCS
ycnyramu nepesogyunka, no3soHUTe Ham no tenedoHy 1-800-307-4830. Bam okaxeT nomolb
COTPYAOHWK, KOTOPbIV FTOBOPUT Mo-pyccku. laHHas ycnyra 6ecnnaTHas.

:Arabic
ol (558 an e Ao Janll Lal 4550V Jaa ol daally alei Al (gf e Ala Dl dlaal) 5 5l an yiall ciledss s L)
Aoilae dadd ol line buay A el Gaaathy le padd o 58, 1-800-307-4830 e Ly Juai¥) (5 g e

Hindli: AR T I1 &a1 &t AIST & IR H 30 fheft +f 92 & STamd o o o 8AR a1 okt gHIan aTd Suer €.
w@ﬂﬁmm%mﬁéﬁm,aﬂgﬁf1-800-307—4830qw$maﬁ.ﬁéwﬁaa&%ﬁeﬁw%mmwwé.
I8 T ORI T 2.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul
nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-307-4830. Un
nostro incaricato che parla Italianovi fornira l'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacao gratuitos para responder a qualquer questado
que tenha acerca do nosso plano de saude ou de medicag¢ao. Para obter um intérprete, contacte-
nos através do numero 1-800-307-4830. Ira encontrar alguém que fale o idioma Portugués para o
ajudar. Este servigo é gratuito.

French Creole: Nou genyen sévis entepret gratis pou reponn tout kesyon ou ta genyen konsénan
plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan 1-800-307-4830. Yon
moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekdéw. Aby skorzysta¢ z pomocy ttumacza
znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-307-4830. Ta ustuga jest bezptatna.

Japanese: 41 D e (MR [E & FREL WU 7 ICBIT A DEMICBEZ T 20 12,
BLOHERY—E X 2H ) T3 T nE T, Sl A2 D% 51213, 1-800-307-483012 B
FLEn, HAREZFET A E »YiZwLET, 2ni3gor—EX T,

v

&

Hawaiian: He kokua mahele ‘olelo ka makou i mea e pane ‘ia ai kau mau ninau e pili ana i ka makou papahana
olakino a la‘au lapa‘au paha. I mea e loa‘a ai ke kokua mahele “6lelo, e kelepona mai ia makou ma 1-800-307-
4830. E hiki ana i kekahi mea “olelo Pelekania/‘Olelo ke kokua ia ‘oe. He pomaika‘i manuahi kéia.
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***This is the end of this plan benefit summary***
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