TEXAS INDEPENDENCE
HEALTH PLAN

2024 Summary of Benefits

Texas Independence Health Plan (H5015-001)
Here’s a summary of the services we cover from January 1, 2024 through December 31, 2024.

Keep in mind: This is just a summary. Need a complete list of what we cover and any limitations?
Just visit texasindependencehealthplan.com where you’ll find the plan’s Evidence of Coverage (EOC)
or you may call us to request a copy.

Need Help? We're here to help you.

Customer Service

Call 833-471-8447 (TTY: 833-414-8447)

8:00 A.M. to 8:00 P.M., seven days a week from October 1 through March 31;
8:00 A.M. to 8:00 P.M, Monday to Friday from April 1 through September 30.

Texas Independence Health Plan (HMO I-SNP) is a Health Maintenance Organization (HMO) Special Needs plan (I-SNP)
with a Medicare contract. Enrollment in Texas Independence Health Plan (HMO I-SNP) depends on contract renewal.
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B What is an Institutional Special Needs Plan (I-SNP)

Texas Independence Health Plan (HMO I-SNP) is a Health Maintenance Organization (HMO) Special Needs plan (I-SNP) with a
Medicare contract. It includes hospital, medical, and prescription drug benefits in one plan.

Are you eligible to enroll?

To join Texas Independence Health Plan (HMO I-SNP), you must:
¢ Be entitled to Medicare Part A
e Be enrolled in Medicare Part B
e Live in our service area

This plan is available to anyone with Medicare who meets the Skilled Nursing Facility (SNF) level of care and resides in a
contracted nursing home. You must continue to pay your Medicare Part B Premium. Except in emergency situations, if you use
the providers that are not in our network, we may not pay for these services.

Our service area includes the following counties
in Texas: Aransas, Bastrop, Bexar, Calhoun,

Cameron, DeWitt, Duval, Fayette, Fort Bend, = -
Frio, Gregg, Guadalupe, Harris, Hidalgo, Jackson,
Jefferson, Jim Wells, Kendall, Kleberg, Lavaca, Live »n *
Oak, Montgomery, Nueces, Starr, Tarrant, Travis, -“»
Washington, Wharton and Willacy. K.,J}

/A

Compare our plan to Medicare

To learn more about the coverage and costs of Original Medicare, look in your “Medicare & You” handbook. View it online at
www.medicare.gov or get a copy by calling 1 800 MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should
call 1-877-486-2048.

What you should know

e Prior authorizations: Your provider will work with us to get approval before you receive certain services or drugs.
Benefits that may require a prior authorization are listed with an asterisk (*) in the benefits grid.

¢ Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits.

¢ You can find more details on each benefit listed below in the Evidence of Coverage (EOC)



@g Monthly Premium, Deductible and Limits

PLAN COSTS

Monthly Plan Premium $28.40
You must keep paying your Medicare

Part B premium

Medical Deductible $240
Pharmacy (Part D) deductible $545

Maximum Out-of-Pocket Responsibility

$8,850 annually

The most you pay for copays,
coinsurance and other costs for
covered medical services for the year.

Your premium and prescription drugs
do not count toward the maximum
out-of-pocket.

&> Covered Medical and Hospital Benefits

IN-NETWORK

INPATIENT HOSPITAL COVERAGE®

You pay $1,632 Deductible for each benefit period.

Days 1-60: SO copay per day for each benefit period.
Days 61-90: $S408 copay per day for each benefit period.

Days 91 and beyond: $816 copay per each “lifetime reserve day” after day
90 for each benefit period (up to 60 days over your lifetime).

Beyond lifetime reserve days:You pay all costs.

OUTPATIENT HOSPITAL COVERAGE

Outpatient surgery at outpatient hospital | You pay 20% of the total cost for Medicare-covered services.

AMBULATORY SURGICAL CENTER SERVICES

Ambulatory Surgical Center Services You pay 20% of the total cost for Medicare-covered services.




& Covered Medical and Hospital Benefits (cont.)

DOCTOR OFFICE VISITS

Primary care provider (PCP) ‘

You pay 20% of the total cost per visit for Medicare-covered primary care.

Specialists

PREVENTIVE CARE

Preventive Care

EMERGENCY CARE

Emergency Care

Coinsurance is waived if you are
admitted to the same hospital within 24
hours for the same condition.

Emergency care is covered only within
the United States.

Urgently Needed Services

Urgently needed services are provided
to treat a non-emergency, unforeseen

medical illness, injury or condition that
requires immediate medical attention.

Urgent care is covered only within the
United States.

Diagnostic tests and procedures

URGENTLY NEEDED SERVICES

DIAGNOSTIC SERVICES, LABS, AND IMAGING®

You pay 20% of the total cost per visit for Medicare-covered specialist care.

You pay nothing.

Any additional preventive services approved by Medicare during the contract year
will be covered.

You pay 20% of the total cost (up to $100 maximum per visit).

You pay 20% of the total cost (up to $S55 maximum per visit).

You pay 20% of the total cost of Medicare-covered services.

Lab services*

You pay nothing.

Outpatient diagnostic imaging tests
(such as X-rays and ultrasound)*

You pay 20% of the total cost of Medicare-covered services.

Advanced radiology services
(such as MRI, PET, Nuclear Medicine)*

You pay 20% of the total cost of Medicare-covered services.

Therapeutic radiology
(such as radiation treatment for
cancer)*

You pay 20% of the total cost of Medicare-covered services.




@ Covered Medical and Hospital Benefits (cont.)

HEARING SERVICES

Medicare-covered hearing exams You pay 20% of the total cost of Medicare-covered services.
Routine hearing exams S0 copay for routine hearing exams up to 1 per year.
Hearing Aids S0 copay for evaluation of a hearing aid exams up to four visits.

Our plan pays up to $1,000 every 2 years for hearing aids. The $1,000 amount
applies to both ears combined.

You must obtain your hearing aids from a NationsBenefits provider. Please contact
NationsBenefits by phone at 1-833-471-8447 (TTY: 1-833-414-8447).

DENTAL SERVICES

Medicare-covered dental services You pay 20% of the total cost for Medicare-covered services.

Routine Dental

In general, preventive dental services
(such as cleaning, routine dental exams,
and dental x-rays) are not covered by
Original Medicare. We cover:

Preventive Care You pay a SO copay for 2 exams and 2 cleanings per year, 2 sets of X-rays per year
(Such as oral exam and cleaning) and 2 fluoride treatments per year.

Supplemental comprehensive dental $1,500 maximum plan coverage amount for preventive and comprehensive dental
services services combined.

VISION SERVICES

Medicare-covered eye exams You pay 20% of the total cost for Medicare-covered services.

Medicare-covered eyewear You pay 20% of the total cost of Medicare-covered eyeglasses (lenses and frames)

or contact lenses after cataract surgery.

Routine vision exam You pay 0% of the total cost.

Our plan pays for one routine eye exam
every year.

Supplemental eyewear $150 maximum plan coverage amount for routine eye wear every year.




@ Covered Medical and Hospital Benefits (cont.)

MENTAL HEALTH SERVICES”
Inpatient* You pay: $1,632 deductible for each benefit period.
Our plan covers up to 190 days in a Days 1-60 SO copay per day for each benefit period.

lifetime for inpatient services in a

D 1-90: $4 f h fi iod.
psychiatric hospital. ays 61-90: $408 copay per day for each benefit period

Days 91 and beyond: $816 copay per each “lifetime reserve day” after
day 90 for each benefit period (up to 60 days over your lifetime).

Beyond lifetime reserve days: You pay all costs.

Outpatient group and individual You pay 20% of the total cost for Medicare-covered services.
therapy visits

SKILLED NURSING FACILITY”

e You pay: Days 1-100: SO cost share for each benefit period.
¢ Days 101 and beyond: You pay all costs.

Our plan covers up to 100 days, per benefit period.

PHYSICAL THERAPY”

Rehabilitation Services
(Medicare-covered)

Occupational therapy* You pay $0 cost share for Medicare-covered services.

Physical therapy and speech and You pay $0 cost share for Medicare-covered services.
language therapy visit*

Cardiac rehabilitation* You pay 20% of the total cost for Medicare-covered services.

Pulmonary rehabilitation* You pay 20% of the total cost for Medicare-covered services.

AMBULANCE

Ambulance (Medicare-covered ground You pay 20% of the total cost for each one-way Medicare-covered ambulance trip.
and air transport)




@ Covered Medical and Hospital Benefits (cont.)

TRANSPORTATION

Transportation (non-emergent) You pay a SO cost share for up to 10 one-way trips every year to health-related
locations via taxi, rideshare services, van, or medical transport.

Transportation (non-Medical needs) You pay a SO cost share for up to 4 one-way trips every year to non-medical
related locations.

MEDICARE PART B DRUGS®

Medicare Part B Drugs* You pay 20% of the total cost for Medicare-covered Part B drugs.

Authorizations are required for billed charges in excess of $1,500.

Part B Rebatable Drug Coinsurance Adjustment:

Under the Medicare Part B Rebatable Drug Coinsurance Adjustment provision,
beginning April 1, 2023, coinsurance for Part B rebatable drugs will be reduced, if
the drug’s price has increased at a rate faster than the rate of inflation. The list of
Part B rebatable drugs as well as the effective coinsurance for those drugs could
change each quarter. Part B rebatable drugs may be in either of the categories
“Chemotherapy administration services to include chemotherapy/radiation drugs”
or “Other drugs covered under Part B of original Medicare.

Part B Insulin Cost Sharing Cap:

Insulin furnished under Part B on or after July 1, 2023, through an item of durable
medical equipment (i.e., a medically necessary traditional insulin pump), will be
subject to a coinsurance cap for a month’s supply of such insulin (that does not

N exceed $35 and the Medicare Part B deductible will not apply. )




& Prescription Drug Benefits

PRESCRIPTION DRUGS

Important Message About What You Pay for Vaccines
Our plan covers most Part D vaccines at no cost to you, even if you haven’t paid your deductible. Call Member
Services for more information.

Important Message About What You Pay for Insulin
You won’t pay more than $35 for a one-month supply of each insulin product covered by our plan, no matter what
cost-sharing tier it’s on, even if you haven’t paid your deductible.

STAGES

Stage 1: Deductible | $545

During this stage, you pay the full cost of your drugs before our plan begins to pay its share of your drugs. You stay in this
stage until you have paid $545 for your drugs.

Stage 2: Initial Coverage

You pay copays or coinsurance until your total yearly drug costs reach $5,030.00. Total yearly drug costs are the total drug
costs paid by both you and the Plan. You may get your drugs at network pharmacies.

Tier 1: All Part D Covered Drugs You pay 25% of the total cost of the drug

30-day supply through Retail 90-day supply through Retail 31-day supply through
or Mail Long-Term care

Tier 1 Drug

Stage 3: Coverage Gap

(After the total amount for the prescription drugs you have filled reaches $5,030.00)

Most Medicare drug plans have a coverage gap stage (also called the “donut hole”). This means that there’s a temporary
change in what you will pay for your drugs. The coverage gap begins after the total yearly drug cost (including what our plan
has paid and what you have paid) reaches $5,030.00.

After you enter the coverage gap, you pay 25% of the cost for covered brand name drugs and 25% of the cost for covered
generic drugs until your year-to-date out-of-pocket costs total $8,000.00, which is the end of the coverage gap. Not everyone
will enter the coverage gap.

Stage 4: Catastrophic Coverage

(After your year-to-date out-of-pocket costs for prescription drugs reach $8,000.00)

In this stage, the plan pays all of the cost for your covered Part D drugs. You pay nothing. You generally stay in this stage for
the rest of the calendar year.




@ Additional Benefits

FOOT CARE (PODIATRY SERVICES)

Medicare-covered foot care * You pay 20% of the total cost for Medicare-covered services.

Routine foot care e You pay $0 cost share for up to 6 visits every year.

MEDICAL EQUIPMENT/SUPPLIES®

Medical Equipment/Supplies
(Medicare-covered)

Durable Medical Equipment ¢ You pay 20% of the total cost for Medicare-covered services.
(such as wheelchairs, oxygen, etc.)

e Authorizations are required for billed charges in excess of $500.

Prosthetics ¢ You pay 20% of the total cost for Medicare-covered services.
(such as braces, artificial limbs)

e Authorizations are required for billed charges in excess of $500.

Diabetes supplies * You pay 20% of the total cost for Medicare-covered services.

*Prior authorization may be required for these benefits. See the EOC for details.

B More Benefits With Your Plan

Enjoy some of these extra benefits included in your plan. This is a summary of what we cover. It doesn’t list every service that
we cover or list every limitation or exclusion. The Evidence of Coverage (EOC) provides a complete list of coverage and services.
Visit www.txindependencehealthplan.com to view a copy of the EOC or call 1-833-471-8447.

Over-the-Counter (OTC) Special Supplemental Benefits for the Chronically Il

S60 maximum benefit coverage allowance every ® Beauty Visits
quarter for specific over-the-counter drugs and -
other health-related products, as listed in the You pay SO cost share for beauty visits up to $100 a year.

o el This benefit will apply to members with one or more chronic

Any unused benefit will not be carried over to conditions.
the next quarter in 2024.

For more information, please call us toll-free at 1-833-471-8447, TTY users should call 1-833-414-8447 or visit us at
www.txindependencehealthplan.com.

Texas Independence Health Plan (HMO I-SNP) has a network of doctors, hospitals, pharmacies, and other providers. If you use
the providers that are not in our network, Texas Independence Health Plan (HMO I-SNP) may not pay for these services.

You can see our plan’s provider directory, pharmacy directory, and the complete plan formulary (list of Part D prescription
drugs) on our website at www.txindependencehealthplan.com.The formulary, pharmacy network, and/or provider network
may change at any time. You will receive notice when necessary.

Texas Independence Health Plan (HMO I-SNP)
1908 N Laurent Street, Suite 250 | Victoria, TX 77901
1-833-471-8447 (TTY: 1-833-414-8447) | www.txindependencehealthplan.com
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MULTI-LANGUAGE INTERPRETIVE SERVICE

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 1-833-471-8447. Someone who speaks English/

Language can help you. This is a free service.

Espanol (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 1-833-471-8447. Alguien que hable espanol
le podrd ayudar. Este es un servicio gratuito.

(Chinese Mandarin) e Rt o i plilk
S 1)) IS B e 2 4= o /) U O R (1 = (1B S =0 23 o 77 i

rBr 1-833-471-8447. i L TAEA B i, oE—r
9% il o
(Chinese Cantonese) P FATTF el B

oS E nT REAr A BE T, IR MR O e G IR, W05E
Bk FE, 207 1-833-471-8447, (Mg A BG4 1
PR, 8 & HAEIRE,

Tagalog (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 1-833-471-8447. Maaari
kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng
serbisyo.

Francais (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 1-833-471-
8447. Un interlocuteur parlant Frangais pourra vous aider. Ce
service est gratuit.

Tiéng Viét (Vietnamese)

Chung téi c6 dich vu théng dich mién phi dé tra I6i cac cau hoi
vé chuong stic khde va chuong trinh thuéc men. Néu qui vi can
thong dich vién xin goi 1-833-471-8447. sé c6 nhan vién noi
tiéng Viét gitip d& qui vi. Pay la dich vu mién phi.

(German) Unser kostenloser Dolmetscherservice beantwortet
Ihren Fragen zu unserem Gesundheits- und Arzneimittelplan.
Unsere Dolmetscher erreichen Sie unter 1-833-471-8447. Man
wird lhnen dort auf Deutsch weiterhelfen. Dieser Service ist
kostenlos.

3= (Korean)

FANE o8 B T oFF By B3k Ao g3 =8zt
5 Y AH 28 AlFsta EUTE B9 Au2E
o] &3l A3} 1-833-471-8447. H o 7 F-2 3]
ol & st B ok =E AYUTh o] AuH| e
FeE Tdguth
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Pycckunii (Russian)

Ecnu y BaC BO3HMKHYT BONPOChI OTHOCUTENBbHO CTPaxXoBOro Wi
MeAVNKAaMEHTHOrO MNJ1aHa, Bbl MOXETe BOCMOJIb30BATbCA HALLVMMU
6ecnnaTtHbIMY ycnyramm nepeBoaUnKoB. Ytobbl BOCMONb30BaThCA
ycyiyramu nepeBoguvKka, Mo3BOHUTE Ham no TenedoHy 1-833-471-
8447. Bam oKaKeT MoOMOLLb COTPYAHWUK, KOTOPbI rOBOPUT MNO-PYCCKMN.
[laHHaA ycnyra 6ecnnaTtHas.

(Arabic) 4l

oo sl daally slei dliud (of e AladU dpladl o 5l aa jial) Cilaad 2 L)
1-833- e Ly Juai¥) (s sm e Gl 558 i e Jgmanll Ll 4y 5]
Lilae dexd oda line ey A pall Ciaaty Lo (2l o 5800, 471-8447

(Hindi) 8AX TATEXY T &l I AT &b aRX A 3T fopar off
UH & STdId S & AT FAN U AW GHIRAT Fard SUeTey
. U GHIET U@ el & foT, 98 & 1-833-471-8447. W
IE Th HF AT &

(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 1-833-471-
8447. Un nostro incaricato che parla Italianovi fornira I'assistenza
necessaria. E un servizio gratuito.

Portugués (Portugese)

Dispomos de servicos de interpretacao gratuitos para
responder a qualquer questdo que tenha acerca do nosso
plano de saide ou de medicagao. Para obter um intérprete,
contacte-nos através do numero 1-833-471-8447. Ira encontrar
alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

Kreyol Ayisyen (French Creole)

Nou genyen sevis enteprét gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn
yon entepret, jis rele nou nan 1-833-471-8447. Yon moun ki
pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polski (Polish)

Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego,
ktéry pomoze w uzyskaniu odpowiedzi na temat planu
zdrowotnego lub dawkowania lekéw. Aby skorzysta¢ z pomocy
ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer
1-833-471-8447.Ta ustuga jest bezptatna.

(Japanese) 2 tEDORERE fREELRIR & 3EA AHFIET T BT 5
THEMICBEAT S 1T, EEOBER—EZARH Y £F
TXWET, BRE ZHMIC/RDITIE 1-833-471-8447. (CBER
K&V, BARBLFETAN & PEBV-LET, ZhudEp
DY — LATT,

HEALTH PLAN

@ TEXAS INDEPENDENCE




