2024 Atrio Medicare Advantage Plan Information

Thank you for your interest in applying for the Atrio Medicare Advantage plan. Below are links to the items
which are part of the Enrollment Packet you would receive if we were to mail it to you. Please take note and
make sure to review the information. You will be receiving an “Enrollment Verification Call” from Atrio within 7
days of the application receipt.

Enrollment Packet — click links below to download and save documents

Star Rating: PPO

Application Download: Portland Metro / Marion Polk / Douglas / Klamath / Jackson Josephine
Summary of Benefits: Portland Metro / Marion Polk / Douglas / Klamath / Jackson Josephine
Provider Search

Pharmacy Search

Formulary

Initial Enrollment Period (IEP)

If you are new to Medicare, you can enroll during your Initial Enrollment Period (IEP); the three months
before, the month of, and the three months after your Part B effective date. Once you have been enrolled in
a Medicare Plan, you can only make changes during the Annual Enrollment Period (AEP). Please be aware of
the AEP dates are now October 15™ to December 7. This will give you a January 15t effective date for your
new plan.

Annual Enrollment Period (AEP)

Applications must be signed and dated on, or between October 15" and December 7%". /f they are signed
prior to October 157 they will be returned to you with a new application. If they are received after December
7t you will not be able to change plans until the next AEP for January of the following year.

Special Enrollment Period (SEP)

There are a number of reasons for Special Enrollments; Loss of a job that provides benefits, death of a spouse
who's plan provided benefits, moving to an area where your old plan is not available, etc...

Once you submit your application to us, we will review your application for completeness and accuracy before we submit
it to the company. You may fax, upload, email or mail your application in to CDA Insurance:

CDA Insurance LLC Fax: 1.541.284.2994 or 888.632.5470
PO Box 26540 Secure File Upload: Click here
Eugene, Oregon 97402 Email: cs@cda-insurance.com

If you should have any questions on the application, please call a licensed insurance agent at 1.800.884.2343 or
1.541.434.9613. Our website: https://medicare-oregon.com

Y0062_MULTIPLAN_CDA INSURANCE Oregon 2024 (Pending)


https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Atrio/2024/star.ppo.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Atrio/2024/atrio.metro.app.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Atrio/2024/atrio.marion-polk.app.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Atrio/2024/atrio.douglas.app.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Atrio/2024/atrio.klamath.app.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Atrio/2024/atrio.jackson-josephine.app.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Atrio/2024/2024%20SOB.Metro%20counties.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Atrio/2024/2024%20SOB.Marion.Polk.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Atrio/2024/2024%20SOB.Douglas%20county.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Atrio/2024/2024%20SOB.Klamath%20county.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Atrio/2024/2024%20SOB.Jackson.Josephine.pdf
https://www.atriohp.com/oregon/find-a-provider/
https://www.atriohp.com/oregon/find-a-pharmacy/
https://www.atriohp.com/oregon/find-a-drug/
https://cda-insurance.citrixdata.com/r/r7a05451975a43c2b
mailto:cs@cda-insurance.com
https://medicare-oregon.com/

ATRIO hovme

HEALTH PLANS

2024 Medicare Advantage

SUMMARY OF BENEFITS

ATRIO Choice Rx (PPO), Select Rx (HMO), Prime Rx (PPO), and Freedom (PPO)

Service area coverage for Klamath County™
Plan IDs include: H6743-001, H3814-031, H6743-023-3, H6743-024-3

*Covered zip codes in Klamath County: 97601, 97602, 97603, 97604, 97621, 97622,
97623, 97624, 97625, 97626, 97627, 97632, 97633, 97634, 97639

January 1, 2024 - December 31, 2024
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*Out-of-network / non-contracted providers are under no obligation to treat Plan 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.

atriohp.com



2024 Summary of Benefits A
January 1, 2024 — December 31, 2024 ATRIO

About the Summary of Benefits and Who Can Join HEALTH PLANS

This is a summary of ATRIO Health Plans’ health and drug services covered by ATRIO Choice Rx
(PPO), ATRIO Select Rx (HMO), ATRIO Prime Rx (PPO), and ATRIO Freedom (PPO). The benefit
information provided does not show every service that we cover or every limitation or exclusion. For a
complete list of services we cover, please view the Evidence of Coverage at atriohp.com. To join an
ATRIO Health Plans Medicare Advantage Plan, you must be entitled to Medicare Part A, be enrolled
in Medicare Part B, and live in our service area. Our service area for these plans includes parts of
Klamath County in Oregon. We cover the following zip codes in Klamath County: 97601, 97602,
97603, 97604, 97621, 97622, 97623, 97624, 97625, 97626, 97627, 97632, 97633, 97634, 97639

Which Doctors, Hospitals and Pharmacies Can | Use?

ATRIO Health Plans has a network of doctors, hospitals, pharmacies, and other providers. If you use
the providers in our network, you may pay less for your covered services. If you use providers that are
not in our network, you may pay a higher out-of-pocket cost. You must generally use network
pharmacies to fill your prescription drugs (if you choose a plan that includes drug coverage). You can
see our plan’s Formulary (Part D prescription drug list), Provider Directory and Pharmacy Directory at
our website, atriohp.com.

Tips for Comparing Your Medicare Choices

If you want to know more about the coverage and costs of Original Medicare, look in your current
"Medicare & You" handbook. View it online at 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.

Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules.
If you have any questions, you can call and speak to a customer service representative at 1-877-672-
8620 (TTY 711), daily from 8 a.m. to 8 p.m. local time.

Understanding the Benefits

The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is
important to review plan coverage, costs, and benefits before you enroll. Visit atriohp.com or call
1-877-672- 8620 (TTY 711) to view a copy of the EOC.

[ Review the provider directory (or ask your doctor) to make sure the doctors you see now are in the
network. If they are not listed, it means you will likely have to select a new doctor.

If you choose a plan that includes drug coverage, review the pharmacy directory to make sure the
pharmacy you use for any prescription medicines is in the network. If the pharmacy is not listed,
you will likely have to select a new pharmacy for your prescriptions.

[1 Review the formulary to make sure your drugs are covered.
Understanding Important Rules

[ In addition to your monthly plan premium (if applicable), 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.

Our plan allows you to see providers outside of our network (non-contracted providers). However,
[J while we will pay for covered services, the provider must agree to treat you. Except in an
emergency or urgent situation, non-contracted providers may deny care. In addition, you will pay a
higher copay for services received by non-contracted providers.
ATRIO Health Plans is a PPO, HMO and HMO D-SNP with Medicare and Oregon Health Plan contracts.
Enroliment in ATRIO Health Plans depends on contract renewal.
Y0084_SB_OR_K-2_2024 M H6743-001, H3814-031, H6743-023-003, H6743-024-003a triohp.com 1
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2024 Summary of Benefits A
January 1, 2024 — December 31, 2024 ATRIO

Klamath County (Partial), OR

ATRIO Choice Rx ATRIO Select Rx ATRIO Prime Rx ATRIO Freedom
(PPO) H6743-001 (HMO) H3814-031 (PPO) H6743-023-3 (PPO) H6743-024-3

Plan Premium $20 per month $40.60 per month  $104 per month S0 per month
You must also continue to pay your Medicare Part B premium

Plan S0 per year SO0 per year SO0 per year $110 per year
Deductible
Out-of-Pocket In-network: In-network: In-network: In-network:
Maximums *+ $4,950 for + $4,500 for + $3,850 for * 54,500 for
services received services received services received services received
Whatyoupay | from in-network from in-network from in-network from in-network
for |r.1-network providers providers providers providers
services also  Combined: Note: This HMO Combined: Combined
appliesto any . $6 500 for plan has no out-of- + $5,750 for + $6,500 for
out-of-pocket | seryices received | network coverage services received | services received
limits from any provider except for emergent from any provider = from any provider

/ urgent care
Covered Medical and Hospital Benefits (Services marked with * may require prior authorization)

Inpatient In-network: In-network: In-network: In-network:
Hospital Care + $S500 copay per  * $350 copay per  * $350 copay per  * $275 copay per
(Acute) * day for days 1-5; day for days 1-5; day for days 1-8; day for days 1-7;
S0 days 6-90 S0 days 6-90 S0 days 9-90 S0 days 8-90
Out-of-network: Out-of-network: Out-of-network:
» $600 copay per » $450 copay per  * $375 copay per
day for days 1-5; day for days 1-8; day for days 1-7;
S0 days 6-90 S0 days 9-90 S0 days 8-90
Outpatient In-network: In-network: In-network: In-network:
Hospital + $500 copay + $350 copay » $275 copay + 20% coinsurance
Services * Out-of-network: Out-of-network: Out-of-network:
+ $600 copay + $325 copay + 30% coinsurance
Ambulatory  In-network: In-network: In-network: In-network:
Surgery » $225 copay » $225 copay » $225 copay » 20% coinsurance
Center Out-of-network: Out-of-network: Out-of-network:
Services * » $325 copay » $325 copay * 30% coinsurance
Doctor’s Primary Care Physician (PCP)
Office Visits  |n-network: In-network: In-network: In-network:
* SO copay * SO copay + $10 copay + $10 copay
Out-of-network: Out-of-network: Out-of-network:
+ S50 copay  $30 copay + S50 copay
Specialists
In-network: In-network: In-network: In-network:
* $40 copay » $40 copay + $25 copay + $25 copay
Out-of-network: Out-of-network: Out-of-network:
+ $65 copay + S50 copay » $65 copay

atriohp.com 2



2024 Summary of Benefits
January 1, 2024 — December 31, 2024

Klamath County (Partial), OR

Preventive
Care

Emergency
Care

Worldwide
emergent /
urgent care
coverage

Urgent Care

Diagnostic
Tests, Lab, X-
Rays, and
Diagnostic /
Therapeutic
Radiology
Services *

ATRIO Choice Rx ATRIO Select Rx

(PPO) H6743-001

ATRIO Prime Rx

* You pay nothing for Medicare covered preventive services
* Our plan also covers a supplemental Annual Physical Exam at no cost

In- and Out-of-
network:

» $120 copay
(waived if admitted
within 24 hours for
the same condition)

In- and Out-of-
network:

+ $120 copay
(waived if admitted
within 24 hours for
the same condition)

In- and Out-of- In- and Out-of-
network: network:
+ $60 copay + $60 copay

(waived if admitted
within 24 hours for
the same condition)

(waived if admitted
within 24 hours for
the same condition)

In- and Out-of-
network:

+ $110 copay
(waived if admitted
within 24 hours for
the same condition)

In- and Out-of-
network:

+ $25 copay
(waived if admitted
within 24 hours for
the same condition)

Diagnostic Radiology Services * (such as MRIs, CT scans)

In-network:
* 0%-20%
coinsurance

In-network:

* 0%-20%
coinsurance

Out-of-network:

* 30% coinsurance

Other Diagnostic Tests and Procedures *

In-network: In-network:

» $0-$20 copay + $20-$50 copay

Out-of-network:

* 30% coinsurance

Lab Services *

In-network:

+ $20 copay

Out-of-network:

* 15% coinsurance

In-network:
+ $20 copay

In-network:

* 0%-20%
coinsurance

Out-of-network:

* 30% coinsurance

In-network:

+ S0-$15 copay
Out-of-network:

* 30% coinsurance

In- and Out-of-
network:

* SO copay

P

ATRIO

HEALTH PLANS

ATRIO Freedom

(HMO) H3814-031 (PPO) H6743-023-3 (PPO) H6743-024-3

In- and Out-of-
network:

+ $120 copay
(waived if admitted
within 24 hours for
the same condition)

In- and Out-of-
network:

+ $60 copay
(waived if admitted
within 24 hours for
the same condition)

In-network:

* 0%-20%
coinsurance

Out-of-network:

* 30% coinsurance

In-network:

» S0-$20 copay
Out-of-network:

* 30% coinsurance

In-network:

« 520 copay
Out-of-network:

* 15% coinsurance

Therapeutic Radiology Services * (such as radiation treatment for cancer)

In-network:
» 20% coinsurance

In-network:

* 20% coinsurance
Out-of-network:

* 30% coinsurance

Outpatient X-Rays
In-network:

+ $20 copay
Out-of-network:

* 30% coinsurance

In-network:
+ $20 copay

In-network:

* 20% coinsurance
Out-of-network:

* 30% coinsurance

In-network:

+ 515 copay
Out-of-network:

* 30% coinsurance

In-network:

* 20% coinsurance
Out-of-network:

* 30% coinsurance

In-network:

+ $20 copay
Out-of-network:

* 30% coinsurance

atriohp.com 3



2024 Summary of Benefits
January 1, 2024 — December 31, 2024

Klamath County (Partial), OR
ATRIO Choice Rx
(PPO) H6743-001

Hearing
Services In-network:

+ 545 copay
Exams to Out-of-network:
diagnose and |, $50 copay
treat hearing In- and Out-of-
and balance network:

issues, and an

Al "« S0 copay for one
annual routine

routine exam per

exam year

Amplifon Hearing Aids
provider must In-network:

be used for + $699 or $999
hearing aid copay per aid, up
benefits to two per year
Dental

Services In-network:
Limii':ed dental Oii—i:—onp:t»\//vork:
services (does ', $65 copay

not |'nclu.de In- and Out-of-
services in network:
cqnnectlon - Up to $1,000
with care, allowance per year
treatment,

on Flex Card for
preventive and
comprehensive
services at any
dental provider

filling, removal,
or replacement
of teeth)

Vision Services Vision Exams (Medicare-covered and supplemental vision care)

In-network:
E?<ams to « $45 copay
diagnose and  gyt_of-network:
treat eye « $65 copay
diseases and In-network:

conditions of | $0 copay for

the A annual exam
(including Out-of-network:
yearly * 50% coinsurance
glauco.ma for annual exam
screening), and

an annual

routine exam

ATRIO Select Rx

ATRIO Prime Rx

P

ATRIO

HEALTH PLANS

ATRIO Freedom

(HMO) H3814-031 (PPO) H6743-023-3 (PPO) H6743-024-3

In-network:

+ S0 copay

+ S0 copay for one
routine exam per
year

In-network:

+ $699 or $999
copay per aid, up
to two per year

In-network:
* SO copay

In- and Out-of-
network:
« Up to $850

allowance per year

on Flex Card for
preventive and
comprehensive
services at any
dental provider

In-network:

* SO copay

+ SO copay for one
routine exam per
year

In-network:

+ $15 copay

Out-of-network:

+ S50 copay

In- and Out-of-

network:

+ S0 copay for one
routine exam per
year

In-network:

+ $699 or $999
copay per aid, up
to two per year

Dental Care (Medicare-covered and supplemental dental care)

In-network:

+ $15 copay
Out-of-network:
+ $15 copay

In- and Out-of-
network:

« Up to $1,000

allowance per year

on Flex Card for
preventive and
comprehensive
services at any
dental provider

In-network:

» $15 copay

Out-of-network:

» $15 copay

In-network:

+ SO copay for
annual exam

Out-of-network:

* 50% coinsurance

for annual exam

Hearing Exams (Medicare-covered and supplemental hearing care)

In-network:

» $45 copay

Out-of-network:

+ S50 copay

In- and Out-of-

network:

+ S0 copay for one
routine exam per
year

In-network:

+ $699 or $999
copay per aid, up
to two per year

In-network:

» $45 copay

Out-of-network:

+ $45 copay

In- and Out-of-

network:

« Up to $750
allowance per year
on Flex Card for
preventive and
comprehensive
services at any
dental provider

In-network:

» $45 copay

Out-of-network:

» $45 copay

In-network:

+ SO copay for
annual exam

Out-of-network:

* 50% coinsurance
for annual exam

atriohp.com 14



2024 Summary of Benefits
January 1, 2024 — December 31, 2024

Klamath County (Partial), OR

Vision
Services
(Continued)

Eyeglasses
includes
lenses and
frames

Mental Health
Services *

No cost for
individual
virtual visit /
telehealth
sessions in-
network with
Teladoc

Skilled
Nursing
Facility (SNF)*

Occupational,
Physical, and
Speech
Therapy *

ATRIO Choice Rx
(PPO) H6743-001

Eyewear

In- and Out-of-

network:

« Up to $150
allowance for
eyeglasses or
$100 for contact
lenses, per year

ATRIO Select Rx

ATRIO Prime Rx

P

ATRIO

HEALTH PLANS

ATRIO Freedom

(HMO) H3814-031 (PPO) H6743-023-3 (PPO) H6743-024-3

In- and Out-of-

network:

« Up to $150
allowance for
eyeglasses or
$100 for contact
lenses, per year

Inpatient Mental Health Care *

In-network:

+ S500 copay per
day for days 1-4;
S0 days 5-90

Out-of-network:

+ $600 copay per
day for days 1-5;
S0 days 6-90

In- and Out-of-

Network:

 $350 copay per
day for days 1-5;
S0 days 6-90

In- and Out-of-

network:

+ Up to $200
allowance for
eyeglasses or
$100 for contact
lenses, per year

In-network:

« $225 copay per
day for days 1-8;
S0 days 9-90

Out-of-network:

+ $350 copay per
day for days 1-8;
S0 days 9-90

Outpatient Group and Individual Therapy Visits

In-network:

* $40 copay
Out-of-network:

* 50% coinsurance

In-network:

+ $10 copay per day
for days 1-20;
$203 per day 21-
100

Out-of-network:

« $203 copay per
day 1-100

In-network:

+ $40 copay
Out-of-network:

* 50% coinsurance

In-network:
 $40 copay

In-network:

+ $10 copay per day

for days 1-20;

$203 per day 21-

100

In-network:
* S35 copay

In-network:

+ $25 copay
Out-of-network:

* 50% coinsurance

In-network:

+ $20 copay per day
for days 1-20;
$203 per day 21-
100

Out-of-network:

« $203 copay per
day 1-100

In-network:

+ $30 copay
Out-of-network:

* 50% coinsurance

In- and Out-of-

network:

« Up to $150
allowance for
eyeglasses or
$100 for contact
lenses, per year

In-network:

« $275 copay per
day for days 1-7/;
S0 days 8-90

Out-of-network:

« $375 copay per
day for days 1-7;
S0 days 8-90

In-network:

+ $25 copay
Out-of-network:

* 50% coinsurance

In-network:

+ $10 copay per day
for days 1-20;
$203 per day 21-
100

Out-of-network:

+ $203 copay per
day 1-100

In-network:

+ $25 copay
Out-of-network:

* 50% coinsurance

atriohp.com 5



2024 Summary of Benefits
January 1, 2024 — December 31, 2024

Klamath County (Partial), OR

Ambulance *

Authorization
required for
non-emergent
transportation

Transport *

Must use
SafeRide for
covered trips

Medicare
Part B Drugs*

Virtual Visits /
Telehealth

Must use
Teladoc for
covered visits

Durable
Medical
Equipment
(DME) and
Supplies, and
Diabetic
Supplies *

Fitness

Covers gym
membership
fees / classes

Over the
Counter
(OTC) Items

ATRIO Choice Rx
(PPO) H6743-001

In- and Out-of-
network:
+ $350 copay

24 one-way trips
per year to plan-
approved, health-
related locations

In-network:

* 0%-20%
coinsurance

Out-of-network:

* 50% coinsurance

In-network:

+ SO copay
Out-of-network:
* Not covered

Medical Equipment, Prosthetic Devices, and Medical Supplies

In-network:

* 20% coinsurance
Out-of-network:

* 30% coinsurance

Diabetes Supplies

In-network:

* SO copay
Out-of-network:

* 20% coinsurance

$250 annual
allowance
on Flex Card

S35 quarterly
allowance
on Flex Card for
select OTC items

ATRIO Select Rx

ATRIO Prime Rx

P

ATRIO

HEALTH PLANS

ATRIO Freedom

(HMO) H3814-031 (PPO) H6743-023-3 (PPO) H6743-024-3

In-network:
+ $300 copay

12 one-way trips
per year to plan-
approved, health-
related locations

In-network:
* 0%-20%
coinsurance

In-network:
+ SO copay

In-network:
* 20% coinsurance

In-network:
* SO copay

$300 annual
allowance
on Flex Card

S30 quarterly
allowance
on Flex Card for
select OTC items

In- and Out-of-
network:
« 5225 copay

24 one-way trips
per year to plan-
approved, health-
related locations

In-network:

* 0%-20%
coinsurance

Out-of-network:

* 20% coinsurance

In-network:

+ SO copay
Out-of-network:
* Not covered

In-network:

* 20% coinsurance
Out-of-network:

* 25% coinsurance

In-network:

* SO copay
Out-of-network:

* 20% coinsurance

S550 annual
allowance
on Flex Card

S75 quarterly
allowance
on Flex Card for
select OTC items

In- and Out-of-
network:
« 5275 copay

Not Covered

In-network:

* 0%-20%
coinsurance

Out-of-network:

* 50% coinsurance

In-network:

+ SO copay
Out-of-network:
* Not covered

In-network:

* 20% coinsurance
Out-of-network:

* 30% coinsurance

In-network:

* SO copay
Out-of-network:

* 20% coinsurance

$250 annual
allowance
on Flex Card

S35 quarterly
allowance
on Flex Card for
select OTC items

atriohp.com 6



2024 Summary of Benefits
January 1, 2024 — December 31, 2024

Klamath County (Partial), OR

Meals

After inpatient
stay and some
Home Health
services

Chiropractic
Services

Manipulation
of the spine to
correct
subluxation

Must use ASH
for in-network
benefits

Alternative
Therapies
(Chiropractic,
Acupuncture,
and
Naturopathy
Services)

Must use ASH
for in-network
benefits

ATRIO Choice Rx
(PPO) H6743-001

Up to 2 meals per

day for 14 days (28 day for 14 days (28

meals total) per
stay

In-network:
« 520 copay
Out-of-network:
+ S65 copay

In-network:
+ $20 copay
Out-of-network:
+ $65 copay

Up to 30 combined
visits for routine
chiropractic and
acupuncture, and
naturopathy
services, per year

ATRIO Select Rx
(HMO) H3814-031

Up to 2 meals per

meals total per
stay)

In-network:
+ 520 copay

In-network:
+ $20 copay

Up to 30 combined
visits for routine
chiropractic and
acupuncture, and
naturopathy
services, per year

ATRIO Prime Rx
(PPO) H6743-023-3

Up to 2 meals per
day for 14 days (28
meals total per
stay)

In-network:
« 520 copay
Out-of-network:
« S50 copay

In-network:
+ $20 copay
Out-of-network:
+ $50 copay

Up to 30 combined
visits for routine
chiropractic and
acupuncture, and
naturopathy
services, per year

P

ATRIO

HEALTH PLANS

ATRIO Freedom
(PPO) H6743-024-3

Up to 2 meals per
day for 14 days (28
meals total per
stay)

In-network:
« 520 copay
Out-of-network:
+ S65 copay

In-network:
+ $20 copay
Out-of-network:
+ $65 copay

Up to 30 combined
visits for routine
chiropractic and
acupuncture, and
naturopathy
services, per year

atriohp.com 7



2024 Summary of Benefits A
January 1, 2024 — December 31, 2024 ATRIO

Klamath County (Partial), OR

ATRIO Choice Rx
(PPO) H6743-001

Medicare Part D Prescription Drug Benefits

Drug
Deductible

Drug Tiers

Tier 1
Preferred
Generic

Tier 2
Generic

Tier 3*
Preferred
Brand

Tier 4*

Non-Preferred

Drugs

Tier 5%
Specialty
Drugs

Tier 6
Select Care
Drugs

$250

HEALTH PLANS

ATRIO Select Rx ATRIO Prime Rx ATRIO Freedom
(HMO) H3814-031 (PPO) H6743-023-3 (PPO) H6743-024-3

$350 $0

30-day 90-day 30-day 90-day 30-day 90-day
supply  supply supply supply supply supply

S7

$20

$45

$95

28%

SO

Coverage Gap Stage

When the total paid by you and the plan reaches $5,030,
you move to the Coverage Gap Stage.
There is a 75% discount for most brand name and generic drugs in this stage.

S14 S5
$40 $20
$90 S47
$190 $100
szla\:fatble 27%
S0 S0

Catastrophic Coverage Stage

S10 S0 0

$40 $8 $16

S94 S47 S94

$200  $100  $200 This plan

does not cover
prescription drugs
Not o Not
Available 33% Available

SO SO SO

After you have paid $8,000 out of pocket, you move to the Catastrophic
Coverage Stage. You pay nothing through the end of the year.
*The Part D deductible applies to drugs in this tier

* Save one month’s copay by switching to a 90-day supply at a network retail or mail order
pharmacy. Ask your doctor about a 100-day supply and save even more (restrictions may apply).

* If you reside in a long-term facility, you pay the same as at a retail pharmacy. If you choose mail-
order, you pay the same as a retail 90-day supply at an in-network pharmacy. You may get drugs
from an out- of-network pharmacy but may pay more than you pay at an in-network pharmacy.

* What you pay for vaccines — our plan covers most Part D vaccines at no cost to you, even if you
haven’t met your deductible or have reached the coverage gap. Please call Customer Service for
more information

* What you pay for insulin — our plan covers select insulin products, for which you will pay no
more than $35 for a one-month supply no matter what tier it is on, and even if you haven't met
your deductible or have reached the coverage gap atriohp.com 8



Notice about Nondiscrimination and Accessibility Requirements
Discrimination is Against the Law

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

» 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 any of the services listed above, contact ATRIO Customer Service toll free at
1-877-672-8620, daily from 8 a.m. to 8 p.m. TTY users should call 711.

If you believe that ATRIO Health Plans 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:

ATRIO Compliance Officer:

2965 Ryan Drive SE Salem, OR 97301
1-877-672-8620 (TTY 711)

File a compliant with ATRIO Compliance Hotline:
1-877-309-9952 or compliance@atriohp.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, contact Customer Service toll free at 1-877-672-8620, daily from 8 a.m. to 8
p.m. TTY users should call 711.

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

Notice of Nondiscrimination 8.2023


mailto:compliance@atriohp.com

Espaiiol (Spanish) - ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
Iingiiistica. Llame al 1-877-672-8620 (TTY: 711).

Tiéng Viét (Viemamese) - CHU Y: Néu quy vi néi tiéng Viét, chiing t6i 6 cic dich vu hd trg ngdn ngit mién
phi danh cho quy v1. Hiy goi so 1-877-672-8620 (TTY: 711)

%ML (Chinese) - HEF : MREMERE, 2L REMESHEEE, MEE 1-877-672-8620
(TTY : 711) .

Pycckmi (Russian) - BHHMAHHWE! Eci Brl roRopHTe Mo-pycckH, Bl MokeTe HecIIaTHO BOCIONE30BATECT
yCIyTaMHe nepeeoga. Temnedor: 1-877-672-8620 (Temeranmn: 711).

T 0] (Korean)- RS AIE: S22 =20 T2 HH|AE 0|25ta! & ASLICH HEHE=1-877-
672-8620 (TTY: 711) 2l LICk.

YkpaiHckKa (Ukrainian) - YBAT A! fxmo BH po3MOBIA€Te VEPATHCEKOK MOBOK, BH MOKETE IBEPHYTHCA J0
0e3IKOMITOBHOI CTYX0H MOBHOI MIATPEMEH. TenedoHyHTe 3a BoMepoM 1-877-672-8620 (Tenerasm: 711).

HZHE (Japanese) - IEEH : BFRBTOY—EA X CHRLOE S, 1-877-672-8620 (TTY:111) =%
TERCEZN. COY—ERIRETT.

anall il ,;i_;,] 1-877-672-8620 sy Joadl el Sl 8l 45 & gall) soe Liall ilans 518 A gal) Aalll o o€ 13
" (1-800-735-2900 ;554

el 3 g g L g1 3o BN 5 g g (S ) Db« S e KK 0 S 81 A g8 (Farsi) — o
(TTY: 1-800-735-2900) 2 8 il |- 3'.-'7 672-8620 & _jlai

Romani (Romanian) - ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistentd
lingvistica, gratuit. Sunati la 1-877-672-8620 (TTY: 711).

'ﬂEchathd.m; jl_m'i:‘ilﬁ ﬁi‘ﬁ-zutﬂ'lqu:L‘LﬂLﬁFﬁfﬂ‘l::Ei NS SHAGAMAN IENWS 2SS
F;a—n“iﬂw"mhi_ﬁ_ﬁs;;f:q L3RI 1-877-672-8620 (TTY: 711)9

Oroomiffa (Oromo) - XIYYEEFFANNAA: Afaandubbattu Oroomiffa, tajaajila gargaarsa afaann,
kanfaltiidhaan ala, miargama. 1-877-672-8620 (TTY: 711) Bilhlaa.

Deutsch (German) - ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihmen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufpummer: 1-877-672-8620 (TTY: 711).

el 2 g g L g1y OB Sy gumy ) Sl e 208 ga RS s B ) 4 8 24a g5 (Farsd) — (o b
(TTY: 1-800-735-2900) 25 dad 1-877-672-8620 & jlad

Frangais (French) - ATTENTION : 51 vous parlez frangais, des services d'aide hngmstigue sont disponibles
gratuitement. Appelez le 1-877-672-8620 (ATS - 711).

£ o= 1 ¥
mw1lng (Thai) - Ilsanay: amamany ng aaaunialvinehamasmanen1a Tny 1-877-

672-8620 (TTY: 711)

Notice of Nondiscrimination 8.2023
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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 1-877-672-
8620. 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 1-877-672-8620. Alguien que hable espariol le
podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: FA 18k % 3k IRAPERR 55, 75 DD 488 A 725 5 1 (dt e 2 24 W £ [ Yy AT ]
S, INSHEEEREIR S, 15 £ 1-877-672-8620, FAIIgrhSC TAE A AL bR 5 58
IR, X RS,

Chinese Cantonese: & ¥ J MU e ol & Ik [ n] sE - A 5], ALt BAM PR ok 50 Er i)
RS, WIEMERYS, SifE 1-877-672-8620, HofMahdh sty A BB 48 & A A e
B, i3 & N,

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 1-877-672-
8620. 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
acceder au service d'interprétation, il vous suffit de nous appeler au 1-877-672-8620. Un
interlocuteur parlant Francgais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vy thdng dich mién phi dé tra 15i cac cau héi vé chwong
strc khée va chwong trinh thudc men. Néu qui vi can thong dich vién xin goi 1-877-672-
8620 sé& cd nhan vién nai tiéng Viét gitp d& qui vi. Day 1a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-877-672-
8620. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: TJAh= o5 W9l = ofs Bad ¥3 Fiol da =e]ax # 5 &9
MB] 25 Akl s U &9 AH| 2 E o] &t 13} 1-877-672-8620 1 0. =
ol g FAA Q. FHolE e FEATF Roh =Y AIYT o] Aujat FER
-9 g Y.
Form CMS-10802 Form Approved
(Expires 12/31/25) OMB# 0938-1421
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Multi-Language Insert
Multi-language Interpreter Services

Russian: Ecnun y Bac BO3HUKHYT BONPOCbI OTHOCUTENBHO CTPaxoBOro Umim
MeOMKaMEHTHOro nnaHa, Bbl MOXeTe BOCMNOSIb30BaTbCA HaWLMMm becnnaTHbIMN
ycnyramu nepeBoayvmkoB. UTobbl BOCNONbL30BaTLCA yCyraMmn nepeBogynka, No3BOHNTE
HaM no TenedpoHy 1-877-672-8620. Bam okaxeT NOMOLLb COTPYAHUK, KOTOPbIN rOBOPUT
no-pyccku. [laHHaa ycnyra 6ecnnaTHas.

Jpanll ual 4 ga¥) Jgan ol daialls 3l Al (gl e DU Lilaall () 5l) an jiall Ciledd 208 Li): Arabic
e ey L jall aaaty Lo Gl o sians 1-877-672-8620 ol L Juai¥1 (5 5ms e 65558 an s o
Aailaa YUREQPRTY

Hindi: TAR WY 1 Gal &1 AT & IR H 30 bdl 1l U% & Sard < & fofg gaR
T HO GHTNT STt SUds &, U gHITNET UT 3 & 11T, 9 g4 1-877-672-8620
;Tqﬂ?rﬁ HIS e ST fgwar slelal § 39T Heg X Hehcll §. Ig Ueh HWd Har

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 1-877-672-8620. Un nostro incaricato che parla Italianovi fornira I'assistenza
necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicacao. Para
obter um intérprete, contacte-nos através do numero 1-877-672-8620. Ira encontrar
alguém que fale o idioma Portugués para o ajudar. Este servico € 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 1-
877-672-8620. Yon moun ki pale Kreyol kapab ede w. Sa a se yon seévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze
w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby
skorzystac z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwonic¢ pod numer 1-
877-672-8620. Ta ustuga jest bezptatna.

Japanese: it D (@ HEIRER & hn L 3T 7 BT 5 2 %F“F'tﬁ BEZT L0
2. IR OERY —E 22D N T WE T, BEIRE SHeIC T 5123,
1-877-672-86201C B 723 vv», HARZEZET A & ﬁ“fiﬁbx 729, Znldapl
DY — EATT,

Form CMS-10802 Form Approved
(Expires 12/31/25) OMB# 0938-1421

Y0084 MBR_MLI_2024 C 12



	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	medadvantage_cover_sheet.pdf
	2024 Atrio Medicare Advantage Plan Information


