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2024 Summary of Benefits
Memory Care (HMO-POS C-SNP)
H1277, Plan 002

This is a summary of drug and health services covered by Memory Care (HMO-POS C-SNP)
January 1, 2024 - December 31, 2024.

Memory Care (HMO-POS C-SNP) is a Medicare Advantage HMO-POS C-SNP Plan (HMO stands for
Health Maintenance Organization) (C-SNP stands for Chronic or Disabling Condition Special Needs
Plan) with a Medicare contract. Enrollment in the Plan depends on contract renewal.

This information is not a complete description of benefits. Call 1-855-855-0489, TTY should call 711,
for more information.

The benefit information provided is a summary of what we cover and what you pay. It does not list
every service that we cover or list every limitation or exclusion. To get a complete list of services we
cover, visit our website at AlignSeniorCare.com, or call Member Services and request the Evidence of
Coverage.

To Reach Our Member Services Representatives:
e Toll Free 1-855-855-0489, TTY/TDD should call 711.

* Hours of operation: 8 a.m. to 8 p.m., seven days a week (except Thanksgiving and Christmas)
from October 1 through March 31, and Monday to Friday (except holidays) from April 1 through
September 30.

To join Memory Care (HMO-POS C-SNP), you must:
*  Dbe entitled to Medicare Part A,
* --and -- be enrolled in Medicare Part B,

* - and -- live in our service area,
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* - and -- meet our special eligibility requirement: Our plan is designed to meet the specialized
needs of people who have certain medical conditions. To be eligible for our plan, you must have
dementia.

Our service area includes these counties in Virginia: Albemarle, Charlottesville City, Chesapeake City,
Chesterfield, Hampton City, Henrico, Hopewell City, Norfolk City, Portsmouth City, Richmond City,
Suffolk City, and Virginia Beach City.

Memory Care (HMO-POS C-SNP) has a network of doctors, hospitals, pharmacies, and other providers
that can be found on our website at AlignSeniorCare.com. If you use providers that are not in our
network, the plan may not pay for these services.

This document is also available in braille and in large print.

If you want to know more about the coverage and costs of Original Medicare, look in your current
“Medicare & You 2024” handbook. View it online at https://www.medicare.gov or get a copy by
calling 1-800-MEDICARE (1800-633-4227), 24 hours a day, 7 days a week. TTY users should call
1-877-486-2048.
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Memory Care (HMO-POS C-SNP)

Monthly Plan Premium (includes
both medical and drugs)

$0

You must continue to pay your Medicare Part B premium.

Deductible

The Part B deductible is $240.
The Part A deductible is $0.

Maximum out-of-pocket amount
(does not include Part D
Prescription drugs)

From network providers: $3,900
From out-of-network providers: Not Applicable
From network and out-of-network providers combined: $3,900

Inpatient Hospital coverage

In-Network
$150 copayment each day for days 1 to 10 and $0 copayment
each day for days 11 to 90 for Medicare-covered hospital care.

$0 copayment for additional Medicare-covered days.
Members have a Point-of-Service option for Inpatient Hospital
Services.

"Point-of-Service” means you can use providers outside the
plan’s network.

$0 copayment for additional lifetime reserve days.

Per stay benefit period.
Prior authorization is required.

Out-of-Network

$150 copayment each day for days 1 to 10 and $0 copayment
each day for days 11 to 90 for Medicare-covered hospital care.
Prior authorization is required.

Outpatient Hospital coverage

Outpatient hospital services

In-Network

20% coinsurance

Members have a Point-of-Service option for Outpatient Hospital
Services.

"Point-of-Service” means you can use providers outside the
plan’s network.

Prior authorization is required.

Out-of-Network

20% coinsurance
Prior authorization is required.




Memory Care (HMO-POS C-SNP)

Outpatient hospital observation
services

In-Network

$100 copayment per stay

Members have a Point-of-Service option for Outpatient
Observation Services.

"Point-of-Service” means you can use providers outside the
plan’s network.

Prior authorization is required.

Out-of-Network

$100 copayment
Prior authorization is required.

Ambulatory Surgical Center
(ASO)

In-Network
20% coinsurance

Members have a Point-of-Service option for Ambulatory Surgical

Center Services.

"Point-of-Service” means you can use providers outside the
plan’s network.

Prior authorization is required.

Out-of-Network

20% coinsurance
Prior authorization is required.




Memory Care (HMO-POS C-SNP)

Doctor Visits

Primary Care Providers

Specialists

In-Network

$0 copayment

Members have a Point-of-Service option for Primary Care
Physician services.

"Point-of-Service” means you can use providers outside the
plan’s network.

Out-of-Network
$0 copayment

In-Network

$10 copayment

Members have a Point-of-Service option for Physician Specialist
services.

"Point-of-Service” means you can use providers outside the
plan’s network.

Prior authorization is required.

Out-of-Network
$10 copayment

Preventive Care (e.g., flu vaccine, | You pay nothing.
diabetic screenings)
Emergency care $90 copayment

Copayment is waived if you are admitted to a hospital within 3
days.

Urgently needed services

$55 copayment
Copayment is waived if you are admitted to a hospital within 3
days.




Memory Care (HMO-POS C-SNP)

Diagnostic Services/Labs/Imaging

Diagnostic tests and procedures

Diagnostic radiology services
(e.g. MRI, CAT Scan)

Lab services

In-Network

20% coinsurance

Members have a Point-of-Service option for Diagnostic
Procedures and Tests.

"Point-of-Service” means you can use providers outside the
plan’s network.

Prior authorization is required.

Out-of-Network

20% coinsurance
Prior authorization is required.

In-Network

20% coinsurance

Members have a Point-of-Service option for Diagnostic
Radiological Services.

"Point-of-Service” means you can use providers outside the
plan’s network.

Prior authorization is required.

Out-of-Network

20% coinsurance
Prior authorization is required.

In-Network

$0 copayment

Members have a Point-of-Service option for Lab Services.
"Point-of-Service” means you can use providers outside the
plan’s network.

Prior authorization is required.

Out-of-Network

$0 copayment
Prior authorization is required.




Memory Care (HMO-POS C-SNP)

Outpatient X-rays In-Network

$0 copayment

Members have a Point-of-Service option for Outpatient X-Ray
Services.

"Point-of-Service” means you can use providers outside the
plan’s network.

Prior authorization is required.

Out-of-Network

$0 copayment
Prior authorization is required.

Therapeutic Radiology In-Network

20% coinsurance

Members have a Point-of-Service option for Therapeutic
Radiological Services.

"Point-of-Service” means you can use providers outside the
plan’s network.

Prior authorization is required.

Out-of-Network

20% coinsurance
Prior authorization is required.

Hearing services

Hearing exam 20% coinsurance for each Medicare-covered service.
Supplemental benefits
Routine hearing exam $0 copayment

Limited to 1 visit every year
Fitting-evaluation(s) for hearing | $0 copayment
aids Limited to 1 visit every year

Hearing aids Up to a $1,000 credit for both ears combined every year for
hearing aids.

Dental services

Medicare-covered dental 20% coinsurance for each Medicare-covered service.
Prior authorization is only required for Medicare-covered
comprehensive dental services.

Supplemental benefits




Memory Care (HMO-POS C-SNP)

Preventive and comprehensive
services

2 oral exam(s); 2 cleaning(s); 2 Fluoride treatments every year.
Dental X-rays limitations are included in the Evidence of
Coverage.

$3,000 every year for use to access (non-Medicare and/or
non-Medicaid covered services) supplemental preventive and
comprehensive dental services combined. All services must be
provided by Liberty Dental.

Our plan partners with Liberty Dental to provide your dental
benefits. To locate a network provider or to review Liberty Dental
Plan's Clinical Guidelines, you may call Member Services at
1-866-544-1942 or search the Liberty Dental online provider
directory at libertydentalplan.com/alignseniorcare. If you choose
to use a provider outside of the network, the services you receive
will not be covered. Additional Limitations and Exclusions may
be found in the Evidence of Coverage.

Vision care

Exam to diagnose and treat
diseases and conditions of the
eye

For people with diabetes,
screening for diabetic
retinopathy is covered once per
year.

Eyewear after cataract surgery

Glaucoma screening

Supplemental benefits

Routine eye exam

20% coinsurance for each Medicare-covered service.

20% coinsurance for each Medicare-covered service.

20% coinsurance for each Medicare-covered service.

$0 copayment for each Medicare-covered service.

$0 copayment
Limited to 1 visit every year




Memory Care (HMO-POS C-SNP)

Additional routine eyewear

o Contact lenses
o Eyeglass lenses
o Eyeglass frames

o Eyeglasses (lenses and
frames)

o Upgrades

Up to a $225 combined credit every year.

Mental Health Services

Inpatient visit

Outpatient group therapy visit

Outpatient individual therapy
visit

In-Network

$195 copayment each day for days 1 to 8 and $0 copayment each
day for days 9 to 90 for Medicare-covered hospital care.

$658 copayment each day for days 1 to 60 for additional lifetime
reserve days.

Members have a Point-of-Service option for Inpatient Mental
Health Services.

"Point-of-Service” means you can use providers outside the
plan’s network.

Prior authorization is required.

Out-of-Network

$195 copayment each day for days 1 to 8 and $0 copayment each
day for days 9 to 90 for Medicare-covered hospital care.

Prior authorization is required.

$10 copayment

$20 copayment

Skilled nursing facility (SNF) care

$0 copayment for each Medicare-covered skilled nursing facility
stay.

Prior authorization may be required. Please contact the plan for
additional details.

Physical Therapy

$0 copayment
Prior authorization may be required. Please contact the plan for
additional details.




Memory Care (HMO-POS C-SNP)

Ambulance services

Ground Ambulance

20% coinsurance
Prior authorization is required for non-emergency Medicare
services.

Air Ambulance 20% coinsurance
Prior authorization is required for non-emergency Medicare
services.
Transportation Not covered

(Non-Emergency)

Medicare Part B prescription
drugs

Chemotherapy/ Radiation drugs

Other Part B drugs

0% - 20% coinsurance
For chemotherapy, authorization is required for the initial drug
approval only.

0% - 20% coinsurance
Prior authorization is required for some medications.

Memory Care (HMO-POS C-SNP)

Outpatient Prescription Drugs

Standard retail Standard Long-term care
cost-sharing mail-order (LTC) cost-sharing
(in-network) cost-sharing (up to a 31-day
(up to a 30-day (up to a 90-day supply)
supply) supply)

Deductible This plan has no deductible for Part D drugs, this payment

stage doesn’t apply.
Tier 1 $2 copayment $6 copayment $2 copayment

(Preferred Generic)

Tier 2 $15 copayment $45 copayment $15 copayment
(Generic)

Tier 3 $45 copayment $135 copayment | $45 copayment
(Preferred Brand)
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Memory Care (HMO-POS C-SNP)

Outpatient Prescription Drugs

Standard retail
cost-sharing
(in-network)
(up to a 30-day
supply)

Standard
mail-order
cost-sharing
(up to a 90-day
supply)

Long-term care
(LTC) cost-sharing
(up to a 31-day
supply)

Tier 4
(Non-Preferred Brand)

$95 copayment

$285 copayment

$95 copayment

Tier 5 25% coinsurance | Not Available 25% coinsurance
(Specialty Tier)
Coverage Gap After your total drug costs (including what our plan has paid

and what you have paid) reach $5,030, you will pay no more
than 25% coinsurance for generic drugs or 25% coinsurance
for brand name drugs, for any drug tier during the coverage

gap.

Catastrophic Coverage

After your yearly out-of-pocket drug costs (including drugs
purchased through your retail pharmacy and through mail
order) reach $8,000, you pay nothing.

You won’t pay more than $35 for tier 3 for a one-month supply, $70 for tier 3 for a two-month supply, and
$105 for tier 3 for a three-month supply of each covered insulin product regardless of the cost-sharing tier.

Cost-sharing may differ based on point-of-service (mail-order, retail, Long Term Care (LTC)), home
infusion, whether the pharmacy is in our standard network, or whether the prescription is a short-term
(30-day supply) or long term (90-day supply).

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.
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Additional Benefits

Memory Care (HMO-POS C-SNP)

Companion Care $0 copayment

Our plan provides up to 60 hours of Companion Care annually.
This benefit is available only to members with the chronic
condition of dementia.

Diabetic monitoring supplies $0 copayment

Memory Fitness $0 copayment
Members have access to BrainHQ, an online subscription for the
year that offers brain/mental exercises and games.

Occupational therapy $0 copayment
Prior authorization may be required. Please contact the plan for
additional details.

Over-the-counter benefit $0 copayment

You are eligible for a $225 credit per quarter to be used toward
the purchase of over-the-counter (OTC) health and wellness
products. Please contact the plan for additional details.

Credits carry forward to the next period if unused.

Podiatry services (Foot care)

Foot exams and treatment 20% coinsurance for each Medicare-covered service.
Supplemental Benefit $0 copayment
Additional routine foot care Limited to 4 visit(s) every year
Sensory Kit $0 copayment

Members will receive a box of sensory games and items delivered
twice a year. This benefit is available only to members with the
chronic condition of dementia.
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Pre-Enrollment Checklist

Premier Care (HMO-POS I-SNP)
Memory Care (HMO-POS C-SNP)
Align Kidney Care (HMO-PQOS C-SNP)

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 1-855-855-0489 (TTY 711).

Understanding the Benefits

I:l 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 AlignSeniorCare.com or call
1-855-855-0489 (TTY 711) to view a copy of the EOC.

I:l 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.

I:l 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.

I:l Review the formulary to make sure your drugs are covered.

Understanding Important Rules

I:l Effect on Current Coverage. Your current health care coverage will end once your new Medicare
coverage starts. For example, if you are in Tricare or a Medicare plan, you will no longer receive
benefits from that plan once your new coverage starts.

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, 2025.

Except in emergency or urgent situations, we do not cover services by out-of-network providers
(doctors who are not listed in the provider directory).

For I-SNP enrollees only: This plan is an institutional special needs plan (I-SNP). Your ability to
enroll will be based on verification that you, for 90 days or longer, have had or are expected to
need the level of services provided in a skilled nursing facility, a nursing facility, an intermediate
care facility for individuals with intellectual and developmental disabilities, a psychiatric hospital
or unit, a rehabilitation hospital or unit, a long-term care hospital, a swing-bed hospital, or a
facility approved by CMS that furnishes similar services.

L OO0 O

For C-SNP enrollees only: This plan is a chronic condition special needs plan (C-SNP).
Your ability to enroll will be based on verification that you have a qualifying specific severe or
disabling chronic condition.

[]

I:l For HMO-POS enrollees only: 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, noncontracted providers
may deny care.
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Pre-Enrollment Checklist

Premier Care (HMO-POS I-SNP)
Memory Care (HMO-POS C-SNP)
Align Kidney Care (HMO-PQOS C-SNP)

Align Senior Care is an HMO-POS I-SNP and HMO-POS C-SNP with a Medicare contract.
Enrollment in Align Senior Care plans depend on contract renewal.

Out-of-network/non-contracted providers are under no obligation to treat Align Senior Care
members, except in emergency situations. Please call our customer service number or see
your Evidence of Coverage for more information, including the cost- sharing that applies to
out-of-network services.

Align Senior Care complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex.

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica.
Llame al 1-855-855-0489 (TTY 711).

FO|: $t=20{E A8 AlIE B2, o] X[ MHIAE F22 0|85HA £ U&LCH
1-855-855-0489 (TTY 711).
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Multi-Language Insert
Multi-language Interpreter Services

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-
855-855-0489. 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 1-855-855-
0489. Alguien que hable espafiol le podra ayudar. Este es un servicio
gratuito.

Chinese Mandarin: A1 (it G ok MM 5%, B ODIE R 2 5k T8 e ol 259 PR G 1) AT (]
St W], I REREESEIERAER S, £ 1-855-855-0489, FAI RS TE A R RS
%L‘EJJM X I 3R M 55

Chinese Cantonese: 1§¥iﬁfr“‘iﬂ’]{f$f£jim%ﬁl3ATA A, 2B a5
a2 IR, MEEMZEIRS, HE0E 1-855-855-0489, Huffahrh vy A BG4S = A R
fLEH), E%*%%%HE%O

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 1-855-855-0489. 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 1-855-855-0489. Un interlocuteur parlant Frangais pourra vous
aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mién phi dé tra 16i cac cau hoi
vé chudng suc khoe va chuang trinh thuéc men. Néu qui vi can théng dich
vién xin goi 1-855-855-0489 s& c6 nhan vién noi tiéng Viét giup dd qui vi.
bay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen
zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-855-855-0489. Man wird Ihnen dort auf Deutsch
weiterhelfen. Dieser Service ist kostenlos.

Form CMS-10802
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Korean: Gt o= B = off Bl #ek Ao Haf =8jaxt 78 59
A 228 AFeta vt 9 AH g o] §35ted 113} 1-855-855-0489
Moz Foa] FAAL. oS sk B AE 2ok = AU o] A=
P gggun,

Russian: Ecnu y Bac BO3HMKHYT BONPOCblI OTHOCUTE/IbHO CTPaxoBOro uam
MeAMKAMEHTHOro njaaHa, Bbl MOXeTe BOCMOJ/Ib30BaTbCA HawWmMMm 6ecnnaTHbIMU
ycnyramm nepeBoaumkoB. HYTobbl BOCNOb30BATbLCSA YCyraMm rnepeBoaymka,
NO3BOHMUTE HaM no TenedoHy 1-855-855-0489. Bam okaxeT noMoLUb
COTPYAHUK, KOTOPbI FOBOPUT MO-pyccku. [laHHasa ycnyra 6ecnnatHas.

Arabic: Jseasll Ll Lso¥ Jsa 5l danally a5 ALl gl e T Dl aall (o5 il il et o L
e Ly Juai¥l (5 s e (il (5 8 aa jia e 1-855-855-048940 jall daasty e (addi 5 s
:\:u\;.a 4004 ol _&J&:Lwa.}_

Hindi: BHR WY 1 a1 &1 A1 & IR H 3710 fbdt H 73 & W < o forg gR
T YU gHITT ATl U €. T gHTT UTd & o o, 99 89 1-855-855-0489
R B B, HIs Afad ol g4l SIAdT § ATUDHT Hag HR Tobdl §. I8 U Hud IaT 6.

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 1-855-855-0489. Un nostro incaricato che
parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacdo gratuitos para responder
a qualquer questao que tenha acerca do nosso plano de saude ou de
medicacdo. Para obter um intérprete, contacte-nos através do nimero 1-
855-855-0489. Ira encontrar alguém que fale o idioma Portugués para o
ajudar. Este servigo é gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou
ta genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon
entepret, jis rele nou nan 1-855-855-0489. Yon moun ki pale Kreyol kapab
ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego,
ktory pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub
dawkowania lekéw. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk
polski, nalezy zadzwoni¢ pod numer 1-855-855-0489. Ta ustuga jest
bezptatna.

Japanese: Yt D EEORER & B L TEE T T 2B S "EF’EH CBEZTBERD

2. ERIOWERY —E 20 H ) T T8 WFET, @iRe THmic ke 512z, 1-855-
855-0489 I BH G723 v, HAREZGGET AN E »ZiznwizL i@—o Z iRt
— EZATT,
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