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<HIGHMARK 9@

Freedom Nation (PPO) offered by Highmark Western and
Northeastern New York Inc.

Annual Notice of Changes for 2024

You are currently enrolled as a member of Freedom Nation (PPO). Next year, there will be
changes to the plan’s costs and benefits. Please see page 4 for a Summary of Important Costs,
including Premium.

This document tells about the changes to your plan. To get more information about costs,
benefits, or rules please review the Evidence of Coverage, which is located on our website at
medicare.highmark.com. You may also call Member Service to ask us to mail you an Evidence
of Coverage.

* You have from October 15 until December 7 to make changes to your Medicare
coverage for next year.

What to do now

1.  ASK: Which changes apply to you
O Check the changes to our benefits and costs to see if they affect you.
» Review the changes to Medical care costs (doctor, hospital).

» Review the changes to our drug coverage, including authorization requirements and
costs.

e Think about how much you will spend on premiums, deductibles, and cost sharing.

O Check the changes in the 2024 "Drug List" to make sure the drugs you currently take are
still covered.

O Check to see if your primary care doctors, specialists, hospitals, and other providers,
including pharmacies will be in our network next year.

O Think about whether you are happy with our plan.
2.  COMPARE: Learn about other plan choices
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O Check coverage and costs of plans in your area. Use the Medicare Plan Finder at
www.medicare.gov/plan-compare website or review the list in the back of your Medicare
& You 2024 handbook.

O Once you narrow your choice to a preferred plan, confirm your costs and coverage on
the plan’s website.

3. CHOOSE: Decide whether you want to change your plan

 Ifyou don't join another plan by December 7, 2023, you will stay in Freedom Nation
(PPO).

» To change to a different plan, you can switch plans between October 15 and December
7. Your new coverage will start on January 1, 2024. This will end your enrollment with
Freedom Nation (PPO).

 If you recently moved into, currently live in, or just moved out of an institution (like a
skilled nursing facility or long-term care hospital), you can switch plans or switch to
Original Medicare (either with or without a separate Medicare prescription drug plan) at
any time.

Additional Resources

* Please contact our Member Service number at 1-800-329-2792 for additional information.
(TTY users should call 711 National Relay Service.) Hours are 8 a.m. to 8 p.m. seven
days a week, October 1st to March 31st and 8 a.m. to 8 p.m. Monday through Friday,
April Ist to September 30th. This call is free.

e This information is available in alternate formats such as large print.

» Coverage under this Plan qualifies as Qualifying Health Coverage (QHC) and satisfies
the Patient Protection and Affordable Care Act’s (ACA) individual shared responsibility
requirement. Please visit the Internal Revenue Service (IRS) website at

www.irs.gov/Affordable-Care-Act/Individuals-and-Families for more information.
About Freedom Nation (PPO)

e Highmark Western and Northeastern New York Inc. is a PPO plan with a Medicare
contract. Enrollment in Highmark Western and Northeastern New York Inc. depends on
contract renewal.

e When this document says “we,” “us,” or “our,” it means Highmark Western and
Northeastern New York Inc.. When it says “plan” or “our plan,” it means Freedom Nation
(PPO).
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Summary of Important Costs for 2024

The table below compares the 2023 costs and 2024 costs for Freedom Nation (PPO) in several
important areas. Please note this is only a summary of costs.

Cost 2023 (this year)

$22.00

2024 (next year)
$24.00

Monthly plan premium*

* Your premium may be higher
or lower than this amount. See
Section 1.1 for details.

Maximum out-of-pocket
amounts

From network providers:
$7,550

From network and
out-of-network providers
combined: $11,300

From network providers:
$6,750

From network and
out-of-network providers
combined: $11,300

This is the most you will pay
out-of-pocket for your covered
Part A and Part B services. (See
Section 1.2 for details.)

Doctor office visits Primary care visits:
Network:

$0 copay per visit
Out-of-Network:

Primary care visits:
Network:
$0 copay per visit

Out-of-Network:

50% coinsurance per visit ~ 50% coinsurance per visit
Specialist visits:
Network:

$35 copay per visit

Out-of-Network:

Specialist visits:
Network:
$30 copay per visit

Out-of-Network:

50% coinsurance per visit ~ 50% coinsurance per visit

Inpatient hospital stays Network: Network:

Days 1 - 5: $370 copay per
day per admit & Days 6 - 90:
$0 copay per day per admit

There is an annual
in-network inpatient
out-of-pocket maximum of
$1,850 per year.

Days 1 - 5: $370 copay per
day per admit & Days 6 - 90:
$0 copay per day per admit

There is an annual
in-network inpatient
out-of-pocket maximum of
$1,850 per year.
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Cost

Part D prescription drug
coverage

(See Section 1.5 for details.)

2023 (this year)

2024 (next year)

Out-of-Network:

50% coinsurance per admit

Deductible: $250 on Tiers 4
and 5 except for covered
insulin products and most
adult Part D vaccines.

Copayment/Coinsurance
during the Initial Coverage

Stage:

e Drug Tier 1:
Standard $5 copay
Preferred $0 copay
Drug Tier 2:
Standard $17 copay
Preferred $12 copay
Drug Tier 3:
Standard $47 copay

Preferred $42 copay

You pay $35 per month
supply of each covered
insulin product on this
tier.

Drug Tier 4:
Standard $100 copay
Preferred $94 copay

You pay $35 per month
supply of each covered
insulin product on this
tier.

Drug Tier 5:

Standard
29% coinsurance

Out-of-Network:

50% coinsurance per admit

Deductible: $200 on Tiers 4
and 5 except for covered
insulin products and most
adult Part D vaccines.

Copayment/Coinsurance
during the Initial Coverage
Stage:

e Drug Tier 1:
Standard $5 copay
Preferred $0 copay

e Drug Tier 2:
Standard $17 copay
Preferred $5 copay

e Drug Tier 3:
Standard $47 copay
Preferred $42 copay

You pay $35 per month
supply of each covered
insulin product on this
tier.

e Drug Tier 4:
Standard $100 copay
Preferred $94 copay

You pay $35 per month
supply of each covered
insulin product on this
tier.

e Drug Tier 5:

Standard
29% coinsurance
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2023 (this year)

2024 (next year)

Preferred
29% coinsurance

Catastrophic Coverage:

e During this payment
stage, the plan pays
most of the cost for
your covered drugs.

For each prescription,

Preferred
29% coinsurance

Catastrophic Coverage:

 During this payment
stage, the plan pays
the full cost for your
covered Part D drugs.
You pay nothing.

you pay whichever of
these is larger: a
payment equal to 5%
of the cost of the drug
(this is called
coinsurance), or a
copayment ($4.15 for
a generic drug or a
drug that is treated like
a generic, and $10.35
for all other drugs.)

SECTION 1 Changes to Benefits and Costs for Next Year

Section 1.1 — Changes to the Monthly Premium

Cost 2023 (this year) 2024 (next year)
Monthly premium $22.00 $24.00
(You must also continue to pay your

Medicare Part B premium.)

Part B Premium Reduction $0.00 $4.00

(If you pay a Part B premium, this amount
is deducted through your Social Security
payment.)

* Your monthly plan premium will be more if you are required to pay a lifetime Part D late
enrollment penalty for going without other drug coverage that is at least as good as
Medicare drug coverage (also referred to as creditable coverage) for 63 days or more.

 If you have a higher income, you may have to pay an additional amount each month
directly to the government for your Medicare prescription drug coverage.



Freedom Nation (PPO) Annual Notice of Changes for 2024

¢ Your monthly premium will be /ess if you are receiving “Extra Help” with your
prescription drug costs. Please see Section 6 regarding “Extra Help” from Medicare.

Section 1.2 — Changes to Your Maximum Out-of-Pocket Amounts

Cost 2023 (this year) 2024 (next year)
In-network maximum $7,550 $6,750

out-of-pocket amount

Your costs for covered medical Once you have paid $6,750
services (such as copays) from out-of-pocket for covered Part
network providers count toward A and Part B services, you
your in-network maximum will pay nothing for your
out-of-pocket amount. Your covered Part A and Part B
plan premium and your costs services from network

for prescription drugs do not providers for the rest of the
count toward your maximum calendar year.
out-of-pocket amount.

Combined maximum $11,300 $11,300

out-of-pocket amount

Your costs for covered medical
services (such as copays) from
in-network and out-of-network
providers count toward your
combined maximum
out-of-pocket amount. Your
plan premium and costs for
outpatient prescription drugs do
not count toward your
maximum out-of-pocket
amount for medical services.

Once you have paid $11,300
out-of-pocket for covered Part
A and Part B services, you
will pay nothing for your
covered Part A and Part B
services from network or
out-of-network providers for
the rest of the calendar year.

Medicare requires all health plans to limit how much you pay out-of-pocket for the year. These
limits are called the maximum out-of-pocket amounts. Once you reach this amount, you generally
pay nothing for covered Part A and Part B services for the rest of the year.

Section 1.3 — Changes to the Provider and Pharmacy Networks

Updated directories are located on our website at medicare.highmark.com. You may also call
Member Service for updated provider and/or pharmacy information or to ask us to mail you a
directory, which we will mail within three business days.
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There are changes to our network of providers for next year. Please review the 2024 Provider/
Pharmacy Directory to see if your providers (primary care provider, specialists, hospitals,
etc.) are in our network.

There are changes to our network of pharmacies for next year. Please review the 2024 Provider/
Pharmacy Directory to see which pharmacies are in our network.

It is important that you know that we may make changes to the hospitals, doctors and specialists
(providers), and pharmacies that are part of your plan during the year. If a mid-year change in
our providers affects you, please contact Member Service so we may assist.

Section 1.4 — Changes to Benefits and Costs for Medical Services

We are making changes to costs and benefits for certain medical services next year. The
information below describes these changes.

Cost 2023 (this year) 2024 (next year)
Acupuncture In-Network: In-Network:
You pay a $35 copay per You pay a $30 copay per
Medicare-covered visit. Medicare-covered visit.
Out-of-Network: Out-of-Network:
You pay 50% coinsurance per You pay 50% coinsurance per
Medicare-covered visit. Medicare-covered visit.
Chiropractic Care In-Network: In-Network:

You pay a $20 copay per You pay a $15 copay per
routine and Medicare-covered routine and Medicare-covered
visit. Visit.

Out-of-Network: Out-of-Network:

You pay 50% coinsurance per You pay 50% coinsurance per
routine and Medicare-covered routine and Medicare-covered

visit. visit.

In and Out-of-Network: In and Out-of-Network:
Routine (up to 6 visits per Routine (up to 6 visits per
calendar year) only covers calendar year) covers

manual manipulation of the =~ maintenance manual
spine to correct subluxation  manipulation of the spine.

Dental Services - Routine  In-Network: In-Network:
and Supplemental

5 You pay a $0 copay for an You pay a $0 copay for an
Comprehensive

office visit (includes oral exam office visit (includes oral
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Cost

2023 (this year)

and routine or periodontal
cleaning), two per year. You
pay a $0 copay per dental
X-ray once a year.

Out-of-Network:

You pay 0% coinsurance of
the total cost for preventive
and 50% coinsurance of the
total cost for comprehensive
dental services.
Out-of-Network providers may
balance bill for charges above
the allowed amount.

In and Out-of-Network:

You have a maximum $2,000
allowance every year for:

» Restorative services
(fillings) - 1 every 24
months per tooth per
surface

* Endodontic therapy
(root canal) - once per
tooth per lifetime

» Extractions (erupted
tooth or exposed root)

2024 (next year)

exam, fluoride treatment
and routine or periodontal
cleaning), two per year. You
pay a $0 copay per dental
X-ray once a year.

You pay 50% coinsurance for
comprehensive dental
services.

Out-of-Network:

You pay 0% coinsurance of
the total cost for preventive
and 50% coinsurance of the
total cost for comprehensive
dental

services. Out-of-Network
providers may balance bill for
charges above the allowed
amount.

In and Out-of-Network:

You have a maximum $2,000
allowance (preventive and
comprehensive combined)
every year.

Comprehensive services:

» Restorative services
(fillings) - 1 every 24
months per tooth per
surface

e Endodontic therapy
(root canal) - once per
tooth per lifetime

 Single crowns, inlays
and onlays - 1 per tooth
in a 5 year period;
repairs limited to 1 per
tooth every 36 months
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Cost

Diabetic Supplies

Emergency Care

Enhanced Disease
Management

2023 (this year)

In-Network:

Lifescan's OneTouch® and
Roche's Accu-Check”
glucometers, diabetic test
strips, lancets, and a
continuous glucose monitoring
device are available for
dispense via a retail or mail
order pharmacy.

All other desired brands will
need to be obtained from a
Durable Medical Equipment
(DME) supplier (or via an
exception process).

In and Out-of-Network:
You pay a $95 copay per visit.

Spring Health and VIDA are
not covered.

2024 (next year)

e Prosthodonics
(dentures) - 1 set of
dentures, partials or
bridges every 5 years

» Extractions (erupted
tooth or exposed root)

 Periodontics -
non-surgical treatment
of gum disease,
includes scaling and
root cleaning.

In-Network:

Lifescan and Roche
glucometers, diabetic test
strips, lancets, and Abbott and
Dexcom continuous glucose
monitoring devices are now
available for dispense via a
retail or mail order pharmacy.

All other desired brands will
need to be obtained from a
Durable Medical Equipment
(DME) supplier (or via an
exception process).

See Medicare Part B drugs for
insulin change.

In and Out-of-Network:

You pay a $100 copay per
visit.

You pay nothing.

Spring Health offers a mental
and behavioral health care
program with digital tools/
programs, coaching, and
in-person and virtual clinical
support to help members

10
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Cost

Health & Wellness

Inpatient Hospital Care

2023 (this year)

Silver Sneakers Out of
Network:

You pay 50% of the total cost
for fitness programs (two per
year, up to 10 sessions each)
and non- fitness programs (one
program per topic per year)
with out-of- network
providers.

Community Wellness

Classes offered by community
providers that focus on health
conditions

The cost sharing for Inpatient
Acute Hospital stays due to
COVID-19 is waived for both
in and out-of-network.

11

2024 (next year)

address a broad spectrum of
behavioral health needs.

VIDA offers a solution to treat
and manage members with
Chronic Heart Failure (CHF)
and Chronic Obstructive
Pulmonary Disease (COPD).
This program is only available
using digital or smartphone
technology. Members will
receive help from dietitians,
health coaches, in-app
trackers, lessons on symptom
monitoring, and regular
mental health assessments.

More information about these
programs will be available
January 2024.

Silver Sneakers Out of
Network:

You pay 50% coinsurance
after satisfying a $500
deductible which is not
applied to the medical
out-of-pocket maximums.
Because of the unique nature
of health and wellness
programs, the availability of
comparable, equivalent
programs may be limited.

Community Wellness is not
covered.

Inpatient Acute Hospital cost
sharing (provided in the
Summary Costs on page 4)
will apply to stays due to
COVID-19 for both in and
out-of-network.



Cost

Medicare Part B Drugs -
Insulin

Outpatient Hospital
Observation

Outpatient Occupational,
Physical and Speech
Therapy

Telehealth services are
available in-network only

Outpatient Substance Abuse
(Individual and Group -
includes Opioid Treatment)

Telehealth services are
available in-network only
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2023 (this year)

In-Network:

$0 copay for Part B insulin
used with an insulin pump.

Out-of-Network:

50% coinsurance for Part B
insulin used with an insulin

pump.

In-Network:
You pay a $325 copay per day.
Out-of-Network:

You pay 50% coinsurance per
day.

In-Network:

You pay a $30 copay per
therapy type, per provider, per
day for physical and speech
therapy services. You pay

a $30 copay per provider, per
day for occupational therapy
services.

Out-of-Network:

You pay 50% coinsurance per
therapy type, per provider, per
day for physical, speech and

occupational therapy services.

In-Network:

You pay 50% coinsurance for
each individual or group
therapy visit for substance
abuse services and a $40
copay for opioid treatments.

2024 (next year)

In-Network:

20% coinsurance up to a
maximum of a $35 copay for
a one month supply of insulin
used with an insulin pump.

Out-of-Network:

50% coinsurance up to a
maximum of a $35 copay for
a one month supply of insulin
used with an insulin pump.

In-Network:

You pay a $375 copay per
day.

Out-of-Network:

You pay 50% coinsurance per
day.

In-Network:

You pay a $25 copay per
therapy type, per provider, per
day for physical and speech
therapy services. You pay

a $25 copay per provider, per
day for occupational therapy
services.

Out-of-Network:

You pay 50% coinsurance per
therapy type, per provider, per
day for physical, speech and

occupational therapy services.

In-Network:

You pay a $40 copay for each
individual or group therapy
visit and a $40 copay for
opioid treatments.

Out-of-Network:

12



Cost

Over-the-Counter (OTC)
Drug Allowance

Podiatry Care

Skilled Nursing Facility

Specialist Visit

(including Medicare-covered
Hearing, Podiatry,
Non-routine

Dental, and Vision Exams)

Telehealth - Urgent Care
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2023 (this year)

Out-of-Network:

You pay 50% coinsurance for
each individual or group
therapy visit substance abuse
and opioid treatments.

$25 allowance per quarter for
over-the counter drugs.

In-Network:

You pay a $35 copay per
routine visit and a $35 copay
per Medicare-covered visit.

Out-of-Network:

You pay 50% coinsurance per
routine and Medicare-covered
visit.

You have a frequency limit
of 3 visits per calendar year.
In-Network:

You pay a $0 copay for days
1 —20. You pay a $196 copay
per day for days 21-100.

Out-of-Network:

You pay 50% coinsurance of
the total cost per admission.

In-Network:
You pay a $35 copay per visit.
Out-of-Network:

You pay 50% coinsurance per
visit.

Virtual urgent care not
available.

2024 (next year)

You pay 50% coinsurance for
each individual or group
therapy visit substance abuse
and opioid treatments.

$40 allowance per quarter for
over-the counter drugs. New
information on ordering items
will be available in January
2024.

In-Network:

You pay a $30 copay per
routine visit and a $30 copay
per Medicare-covered visit.

Out-of-Network:

You pay 50% coinsurance per
routine and Medicare-covered
visit.

You have a frequency limit of
3 visits per calendar year.
In-Network:

You pay a $0 copay for days
1 —20. You pay a $203 copay
per day for days 21-100.

Out-of-Network:

You pay 50% coinsurance of
the total cost per admission.

In-Network:

You pay a $30 copay per
visit.

Out-of-Network:

You pay 50% coinsurance per
visit.

You pay a $55 copay per visit.

13
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Cost 2023 (this year) 2024 (next year)

Urgently Needed Care In and Out-of-Network: In and Out-of-Network:
You pay a $60 copay per visit. You pay a $55 copay per visit.

Section 1.5 — Changes to Part D Prescription Drug Coverage

Changes to Our "Drug List"

Our list of covered drugs is called a Formulary or “Drug List.” A copy of our "Drug List" is
provided electronically.

We made changes to our "Drug List," which could include removing or adding drugs, changing
the restrictions that apply to our coverage for certain drugs or moving them to a different
cost-sharing tier. Review the "Drug List" to make sure your drugs will be covered next
year and to see if there will be any restrictions, or if your drug has been moved to a different
cost-sharing tier.

Most of the changes in the "Drug List" are new for the beginning of each year. However, during
the year, we might make other changes that are allowed by Medicare rules. For instance, we
can immediately remove drugs considered unsafe by the FDA or withdrawn from the market
by a product manufacturer. We update our online "Drug List" to provide the most up to date
list of drugs.

If you are affected by a change in drug coverage at the beginning of the year or during the year,
please review Chapter 9 of your Evidence of Coverage and talk to your doctor to find out your
options, such as asking for a temporary supply, applying for an exception and/or working to
find a new drug. You can also contact Member Service for more information.

Changes to Prescription Drug Costs

Note: If you are in a program that helps pay for your drugs (“Extra Help”), the information
about costs for Part D prescription drugs may not apply to you. We sent you a separate
insert, called the “Evidence of Coverage Rider for People Who Get Extra Help Paying for
Prescription Drugs” (also called the Low-Income Subsidy Rider or the LIS Rider), which tells
you about your drug costs. If you receive “Extra Help” and you haven’t received this insert by
September 30, 2023, please call Member Service and ask for the LIS Rider.

There are four drug payment stages. The information below shows the changes to the first
two stages — the Yearly Deductible Stage and the Initial Coverage Stage. (Most members do
not reach the other two stages — the Coverage Gap Stage or the Catastrophic Coverage Stage.)

14
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Changes to the Deductible Stage

Stage

Stage 1: Yearly Deductible
Stage

During this stage, you pay the
full cost of your drugs until
you have reached the yearly
deductible. The deductible
doesn’t apply to covered
insulin products and most
adult Part D vaccines,
including shingles, tetanus and
travel vaccines.

2023 (this year)

15

2024 (next year)

The deductible is $250 on
Tiers 4 and 5.

During this stage, you pay $5
Standard or $0 Preferred cost
sharing for Preferred Generic
drugs on Tier 1, $17 Standard
or $12 Preferred cost sharing
for Generic drugs on Tier 2,
$47 Standard or $42 Preferred
cost sharing for Preferred
Brand drugs on Tier 3, and the
full cost of drugs on Tier 4 -
Non-Preferred Drug and Tier
5 -Specialty Drugs until you
have reached the yearly
deductible.

The deductible is $200 on
Tiers 4 and 5.

During this stage, you pay $5
Standard or $0 Preferred cost
sharing for Preferred Generic
drugs on Tier 1, $17 Standard
or $5 Preferred cost sharing
for Generic drugs on Tier 2,
$47 Standard or $42 Preferred
cost sharing for Preferred
Brand drugs on Tier 3, and the
full cost of drugs on Tier 4 -
Non-Preferred Drug and Tier
5 -Specialty Drugs until you
have reached the yearly
deductible.

Changes to Your Cost Sharing in the Initial Coverage Stage

Stage 2: Initial Coverage
Stage

Once you pay the yearly
deductible, you move to the
Initial Coverage Stage. During
this stage, the plan pays its
share of the cost of your drugs
and you pay your share of
the cost.

The costs in this row are for a
one-month (31-day) supply
when you fill your
prescription at a network
pharmacy. For information
about the costs for a long-term
supply or for mail-order

2023 (this year)

2024 (next year)

Your cost for a one-month
supply at a network pharmacy:

Tier 1 Preferred Generic:

Standard cost sharing:
You pay $5 per prescription.

Preferred cost sharing:
You pay $0 per prescription.

Tier 2 Generic:

Standard cost sharing:
You pay $17 per prescription.

Preferred cost sharing:
You pay $12 per prescription.

Tier 3 Preferred Brand:

Your cost for a one-month
supply at a network pharmacy:

Tier 1 Preferred Generic:

Standard cost sharing:
You pay $5 per prescription.

Preferred cost sharing:
You pay $0 per prescription.

Tier 2 Generic:

Standard cost sharing:
You pay $17 per prescription.

Preferred cost sharing:
You pay $5 per prescription.

Tier 3 Preferred Brand:



prescriptions, look in Chapter
6, Section 5 of your Evidence
of Coverage.

Most adult Part D vaccines are
covered at no cost to you.

We changed the tier for some
of the drugs on our "Drug
List". To see if your drugs will
be in a different tier, look
them up on the "Drug List".

Freedom Nation (PPO) Annual Notice of Changes for 2024

2023 (this year)

2024 (next year)

Standard cost sharing:
You pay $47 per prescription.

Preferred cost sharing:
You pay $42 per prescription.

You pay $35 per month supply
of each covered insulin
product on this tier.

Tier 4 Non-Preferred Drug:

Standard cost sharing:
You pay $100 per
prescription.

Preferred cost sharing:
You pay $94 per prescription.

You pay $35 per month supply
of each covered insulin
product on this tier.

Tier 5 Specialty:

Standard cost sharing:

You pay 29% of the total cost.

Preferred cost sharing:
You pay 29% of the total cost.

Once your total drug costs
have reached $4,660, you will
move to the next stage (the
Coverage Gap Stage).

Standard cost sharing:
You pay $47 per prescription.

Preferred cost sharing:
You pay $42 per prescription.

You pay $35 per month supply
of each covered insulin
product on this tier.

Tier 4 Non-Preferred Drug:

Standard cost sharing:
You pay $100 per
prescription.

Preferred cost sharing:
You pay $94 per prescription.

You pay $35 per month supply
of each covered insulin
product on this tier.

Tier 5 Specialty:

Standard cost sharing:

You pay 29% of the total cost.

Preferred cost sharing:
You pay 29% of the total cost.

Once your total drug costs
have reached $5,030, you will
move to the next stage (the
Coverage Gap Stage).

Changes to the Coverage Gap and Catastrophic Coverage Stages

The other two drug coverage stages — the Coverage Gap Stage and the Catastrophic Coverage
Stage — are for people with high drug costs. Most members do not reach the Coverage Gap

Stage or the Catastrophic Coverage Stage.

Beginning in 2024, if you reach the Catastrophic Coverage Stage, you pay nothing for

covered Part D drugs.
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For specific information about your costs in these stages, look at Chapter 6, Sections 6 and 7,

in your Evidence of Coverage.

SECTION 2 Administrative Changes

Description

Part D mail order and retail long
term supply

Part D mail order transition
allowance

Appeals & Grievance Information

See the Evidence of Coverage for
additional details

Meal Benefit

Policy changes

2023

Tiers 1 to 4: you may get
up to a 90-day supply

If a drug changes tiers or
is eliminated from the
"Drug List", a 90-day
transition fill is available.

Grievance & Appeals
PO Box 15068
Albany NY 12212

customerservice@bcbswny.com

The post discharge meal
benefit from an inpatient
hospital, mental health
hospital or skilled nursing
facility is supplied by
Mom's Meals.

Coverage allowed for items
not covered by Original
Medicare under all
conditions.

2024

Tiers 1 and 2: You may get
up to a 100-day supply

Tiers 3 and 4: You may get
up to a 90-day supply

If a drug changes tiers or
is eliminated from the
"Drug List", a 31-day
transition fill is available.

Appeals and Grievance
Dept

P.O. Box 535047
Pittsburgh, PA 15253-5047

The post discharge meal
benefit from an inpatient
hospital, mental health
hospital or skilled nursing
facility will be managed
through our Healthcare
Services team and supplied
by a new company. Please
refer to the 2024 Evidence
of Coverage for more
information.

Changes to align with
policies published by
original Medicare. As a
result, items such as
compression stockings,
infusion pump, insulin
pump, CGM, and
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Description 2023 2024

corresponding supplies
may not be covered.

SECTION 3 Deciding Which Plan to Choose

Section 3.1 — If you want to stay in Freedom Nation (PPO)

To stay in our plan, you don’t need to do anything. If you do not sign up for a different plan
or change to Original Medicare by December 7, you will automatically be enrolled in
our Freedom Nation (PPO).

Section 3.2 — If you want to change plans

We hope to keep you as a member next year but if you want to change plans for 2024 follow
these steps:

Step 1: Learn about and compare your choices
* You can join a different Medicare health plan,

e — OR- You can change to Original Medicare. If you change to Original Medicare, you
will need to decide whether to join a Medicare drug plan. If you do not enroll in a Medicare
drug plan, please see Section 1.1 regarding a potential Part D late enrollment penalty.

To learn more about Original Medicare and the different types of Medicare plans, use the
Medicare Plan Finder (www.medicare.gov/plan-compare), read the Medicare & You 2024
handbook, call your State Health Insurance Assistance Program (see Section 5 ), or call Medicare
(see Section 7.2).

As a reminder, Highmark Blue Cross Blue Shield offers other Medicare health plans and
Medicare prescription drug plans. These other plans may differ in coverage, monthly premiums,
and cost sharing amounts.

Step 2: Change your coverage

e To change to a different Medicare health plan, enroll in the new plan. You will
automatically be disenrolled from Freedom Nation (PPO).

e To change to Original Medicare with a prescription drug plan, enroll in the new drug
plan. You will automatically be disenrolled from Freedom Nation (PPO).

e To change to Original Medicare without a prescription drug plan, you must either:

o Send us a written request to disenroll. Contact Member Service if you need more
information on how to do so.

18
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o —OR— Contact Medicare, at 1-800-MEDICARE (1-800-633-4227), 24 hours a
day, 7 days a week, and ask to be disenrolled. TTY users should call
1-877-486-2048.

SECTION 4 Deadline for Changing Plans

If you want to change to a different plan or to Original Medicare for next year, you can do it
from October 15 until December 7. The change will take effect on January 1, 2024.

Are there other times of the year to make a change?

In certain situations, changes are also allowed at other times of the year. Examples include
people with Medicaid, those who get “Extra Help” paying for their drugs, those who have or
are leaving employer coverage, and those who move out of the service area.

If you enrolled in a Medicare Advantage plan for January 1, 2024, and don’t like your plan
choice, you can switch to another Medicare health plan (either with or without Medicare
prescription drug coverage) or switch to Original Medicare (either with or without Medicare
prescription drug coverage) between January 1 and March 31, 2024.

If you recently moved into, currently live in, or just moved out of an institution (like a skilled
nursing facility or long-term care hospital), you can change your Medicare coverage at any
time. You can change to any other Medicare health plan (either with or without Medicare
prescription drug coverage) or switch to Original Medicare (either with or without a separate
Medicare prescription drug plan) at any time.

SECTION 5 Programs That Offer Free Counseling about Medicare

The State Health Insurance Assistance Program (SHIP) is an independent government program
with trained counselors in every state. In New York, the SHIP is called Health Insurance
Information, Counseling and Assistance Program or HIICAP.

It is a state program that gets money from the Federal government to give free local health
insurance counseling to people with Medicare. HIICAP counselors can help you with your
Medicare questions or problems. They can help you understand your Medicare plan choices
and answer questions about switching plans. You can call HIICAP at 1-800-701-0501. You
can learn more about HIICAP by visiting their website

(aging.ny.gov/health-insurance-information-counseling-and-assistance).

SECTION 6 Programs That Help Pay for Prescription Drugs

You may qualify for help paying for prescription drugs. Below we list different kinds of help:
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e “Extra Help” from Medicare. People with limited incomes may qualify for “Extra
Help” to pay for their prescription drug costs. If you qualify, Medicare could pay up to
75% or more of your drug costs including monthly prescription drug premiums, annual
deductibles, and coinsurance. Additionally, those who qualify will not have a coverage
gap or late enrollment penalty. To see if you qualify, call:

o 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048, 24
hours a day/7 days a week;

o The Social Security Office at 1-800-772-1213 between 8 a.m. and 7 p.m., Monday
through Friday for a representative. Automated messages are available 24 hours a
day. TTY users should call 1-800-325-0778; or

o Your State Medicaid Office (applications).

* Help from your state’s pharmaceutical assistance program. New York has a program
called Elderly Pharmaceutical Insurance Coverage (EPIC) that helps people pay for
prescription drugs based on their financial need, age, or medical condition. To learn more
about the program, check with your State Health Insurance Assistance Program.

e Prescription Cost Sharing Assistance for Persons with HIV/AIDS. The AIDS Drug
Assistance Program (ADAP) helps ensure that ADAP-eligible individuals living with
HIV/AIDS have access to life-saving HIV medications. Individuals must meet certain
criteria, including proof of State residence and HIV status, low income as defined by the
State, and uninsured/under-insured status. Medicare Part D prescription drugs that are
also covered by ADAP qualify for prescription cost sharing assistance through the NYS
Department of Health's AIDS Institute/ADAP. For information on eligibility criteria,
covered drugs, or how to enroll in the program, please call 1-800-542-2437 or
1-844-682-4058 (TDD 518-459-0121), Monday through Friday 8 a.m.—5 p.m.

SECTION 7 Questions?

Section 7.1 — Getting Help from Freedom Nation (PPO)

Questions? We’re here to help. Please call Member Service at 1-800-329-2792. (TTY only,
call 711 National Relay Service). We are available for phone calls 8 a.m. to 8 p.m. seven days
a week, October 1st to March 31st and 8 a.m. to 8 p.m. Monday through Friday, April st to
September 30th. Calls to these numbers are free.

Read your 2024 Evidence of Coverage (it has details about next year's benefits
and costs)

This Annual Notice of Changes gives you a summary of changes in your benefits and costs for
2024. For details, look in the 2024 Evidence of Coverage for Freedom Nation (PPO). The
Evidence of Coverage is the legal, detailed description of your plan benefits. It explains your
rights and the rules you need to follow to get covered services and prescription drugs. A copy
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of the Evidence of Coverage is located on our website at medicare.highmark.com. You may
also call Member Service to ask us to mail you an Evidence of Coverage.

Visit our Website

You can also visit our website at medicare.highmark.com. As a reminder, our website has the
most up-to-date information about our provider network (Provider/Pharmacy Directory) and
our List of Covered Drugs (Formulary/”Drug List”).

Section 7.2 — Getting Help from Medicare

To get information directly from Medicare:

Call 1-800-MEDICARE (1-800-633-4227)

You can call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users
should call 1-877-486-2048.

Visit the Medicare Website

Visit the Medicare website (www.medicare.gov). It has information about cost, coverage, and
quality Star Ratings to help you compare Medicare health plans in your area. To view the
information about plans, go to www.medicare.gov/plan-compare.

Read Medicare & You 2024

Read the Medicare & You 2024 handbook. Every fall, this document 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 document,
you can get it at the Medicare website
(https://www.medicare.gov/Pubs/pdf/10050-medicare-and-you.pdf) 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.

Benefits and/or benefit administration may be provided by or through the following entities
which are independent licensees of the Blue Cross Blue Shield Association: Highmark Western
and Northeastern New York Inc. d/b/a Highmark Blue Cross Blue Shield.

All references to “Highmark” in this document are references to the Highmark company that
is providing the member’s health benefits or health benefit administration and/or to one or more
of its affiliated Blue companies.

H5526-020-000
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Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. The Plan does not exclude people
or treat them differently because of race, color, national origin, age, disability, or sex. The
Plan:

» Provides free aids and services to people with disabilities to communicate effectively
with us, such as:

— Qualified sign language interpreters

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

» Provides free language services to people whose primary language is not English,
such as:

— Qualified interpreters
— Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the Plan has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance
with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh, PA 15222, Phone:
1-866-286-8295, TTY: 711, Fax: 412-544-2475,

email: CivilRightsCoordinator@highmarkhealth.org. You can file a grievance in person or
by mail, fax, or email. If you need help filing a grievance, the Civil Rights Coordinator is
available to help you. You can 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/portal/lobby.jsf, or by mail
or phone at:

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

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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 (TTY: 711). 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 (TTY: 711). Alguien que hable espafol le podra ayudar.
Este es un servicio gratuito.

Chinese Mandarin: ZM 2R RN B IXRS , FYPEMEX T REIAYRBVIEMLE

B, MREBEZWBFRS , EHE (TTY: 711), BRIINWPXITEARBRREBSE, X

R—ARERS.

Chinese Cantonese: EXRFINBREREY R TEEELER , AURMARARENDF
Hﬁigﬁgﬂﬁﬁ%ﬁﬂﬁi% FARE (TTY: 711), BRMBPXNABKETALREEY. ER
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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 (TTY: 711). 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 appelerau (TTY: 711). Un interlocuteur parlant
Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mién phi dé tra 16i cac cau hdi vé chuong strc
khoe va chu’dng trinh thuéc men. Néu qui vi can théng dich vién xin goi (TTY: 711) s& co6
nhan vién noi tiéng Viét gitp do qui vi. Day la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter (TTY: 711).
Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: SAl= 9|2 B £= &FE ol 28t =0l Hal E2|nA F2 89 MH|A
£ MZ5h1 el B0 AHIAE 0|23HHH st (TTY: 711)#0 2 Bol3| Z4AIS.
202 5l= SEA7F £F E2! ZdQL|Ct o] MH|AE RFEE Y= L|C}

Russian: Ecnv y Bac BO3HVKHYT BOMPOCHI OTHOCUTENBHO CTPaX0BOro U MeaUKaMeHTHOro
nnaHa, Bbl MOXeTe BOCMNOSb30BaTbCA HaWMMK BecnnaTHbIMU yCnyramm nepeBoa4vmKoB.

YTto06bl BOCMONBb30BaTLCA YCyraMmm nepeBoaymka, Nno3BoHNTE Ham rno tenedoHy (TTY: 711).
Bam okaxxeT nomoLlb COTPYAHMK, KOTOPbIM FOBOPUT NO-pycckun. [laHHas ycnyra 6ecnnartHas.

8,991 J9a> 9l axally Sl=i il sl e 4L W daslxoll s g8l o> inll Oloas pass L) :Arabic

Saxiy b oz pgduw (TTY: 711) Lle by JlasVl sgw le Gl 5599 o> ji0 e Joaxl) .o
o doaS 018 .liacluoy dy,ell

Hindi: AT AT AT 347 7 JISHT F 18 o wT ot o & Srare 37 & «fe gand 9
TR WWW"J% T FHTITAT QA el & A0, a9 gH (TTY: 711) 9% |l &<, Fls
THAT ST ZET AT 2 ATH 728 F7 qHAT 2. T UF TR 44T 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 (TTY: 711).
Un nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagcao gratuitos para responder a qualquer
questao que tenha acerca do nosso plano de saude ou de medicag¢ao. Para obter um
intérprete, contacte-nos através do numero (TTY: 711). Ira encontrar alguém que fale o
idioma Portugués para o ajudar. Este servigo € gratuito.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépreét, jis rele nou nan (TTY:
711). Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzystac
z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwoni¢ pod numer (TTY: 711). Ta
ustuga jest bezptatna.

Japanese: S ORE BRERBREER LARETFVICHIZCHBICKSZATILYD
o, BROBERY—EANSHYNEITIETVET, BRREZCABICEDICE, (TTY:711)IC
SEFESKEEV, ARBZFIAZE NI ZEBVELET, c_hf.&*,\“ﬂd)"ﬂ' EATTY,



Notification of Availability of Electronic Materials

If you requested that the Evidence of Coverage or Formulary be mailed annually, you will receive
them by the end of October.

Other plan documents you may find useful include:
e Provider/Pharmacy directory
o Summary of Benefits

Beginning October 1, 2023, you can visit medicare.highmark.com to view and download these
documents.

Login to your Highmark account to download or request a printed copy. If you have not signed up
yet, you can register at myhighmark.com. Click register to set up your profile.

Evidence of Coverage: Click 2024 Evidence of Coverage on your member home page or click
Request printed copy of your Evidence of Coverage at the bottom of the website.

Formulary: Click Find a Prescription Drug at the bottom of the website.

Provider/Pharmacy Directory: Click Find a Provider or Find a Pharmacy at the bottom of the
website.

Summary of Benefits: Click Resources on the top bar then View your plan benefits for your zip
code. Select the Summary of Benefits under the specific plan
(medicare.highmark.com/resources/medicare-library/plan-documents).

If you would prefer, you can call Member Service at the number on the back of your ID card to
request a printed copy.
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