CDA Insurance LLC

Please return signed applications via one of the following methods:

EMAIL: secure email link (Ctrl+Click)
tiffany@lowinsure.com

FAX: 1-541-284-2994

MAIL: CDA Insurance LLC
P.O. Box 26540
Eugene, OR 97402

CONTACT: TiffanyJackson, independent agent, with any questions or concerns.
Email: tiffany@lowinsure.com or phone: 1-541-434-9613

If using the Annual Enrollment Period, please return between October 15th and December 7th for a
January 1st effective date.

All other enrollments will be processed for the first of the month following receipt of the application. A
valid Enrollment Period is required by CMS.

PROVIDENCE MEDICARE ADVANTAGE PLAN DOCUMENTS:

Benefit Summaries

Providence Medicare Extra+tRx HMO | Providence Medicare Prime+Rx HMO |

Providence Medicare Focus Medical HMO | Providence Medicare Reverence HMO-PQOS |
Providence Medicare Timber+Rx HMO

Application
PDF Available 10-15-2025, please email if you would like one to be sent out.
Electronic 10-15-2025 Providence Medicare Advantage electronic application

Links

Provider search
Star Rating HMO
Pharmacy search
Formulary search

TPMO disclaimer: CDA Insurance LLC may not offer every plan available in your area. Currently represented in
the Medicare Advantage market are all plans available from: 9 insurance companies in the state of Oregon, 9 in the
state of Washington, 4 in the state of Idaho, and 3 in the state of Texas. Any information provided is limited to those
plans we do offer in your area. For a breakdown by county, please visit our

websites: Oregon, Washington, Idaho, Texas Please contact Medicare.gov, 1-800-MEDICARE , or your local SHIP
to obtain information on all of your options.



https://cda-insurance.citrixdata.com/share/getinfo/r7a05451975a43c2b
mailto:tiffany@lowinsure.com
mailto:tiffany@lowinsure.com
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Providence/2026/Providence_OR_Valley_Extra+Rx_2026.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Providence/2026/Providence_OR_Portland_Prime+Rx_2026.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Providence/2026/Providence_OR_Valley_FocusMedical_2026.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Providence/2026/Providence_OR_Valley_Reverence_2026.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Providence/2026/Providence_OR_HoodRiver.Lane_Timber+Rx_2026.pdf
https://providence.isf.io/purl/31387228-7470-47f1-bcb6-27f202b31af7
https://phapd.providence.org/medicare
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Providence/2025/star.hmo.pdf
http://phapd.providence.org/Medicare
https://www.providencehealthplan.com/medicare/medicare-advantage-plans/formulary-list-of-approved-drugs
https://medicare-oregon.com/
https://medicare-washington.com/
https://www.medicare-idaho.com/
https://medicare-texas.net/
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This plan is available in Clackamas, Hood River, Lane, Multnomah, Washington, and Yamhill counties in
Oregon and Clark County in Washington.
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When You Join Providence

You are not just part of an insurance policy but part of a community of care, focused on your health and
well-being. This Summary of Benefits is provided to help you make the right health care decisions. It is a
short guide of what we would cover and what you would pay if you joined our Providence Medicare Extra +
Rx (HMO). To be clear, this is not a complete breakdown of benefits, and will not list every service that we
cover, nor every limitation or exclusion. Plans may offer supplemental benefits in addition to Part C and
Part D benefits.

For a complete list of services that we cover, please refer to the Evidence of Coverage (EOC). You can
request a printed copy by visiting ProvidenceHealthAssurance.com/EQOC or by calling our Customer Service
department at one of the numbers listed in the “Get in touch” section below.

Plan Overview

Providence Health Assurance is an HMO, HMO-POS and HMO SNP with Medicare and Oregon Health Plan
contracts. Enrollment in Providence Health Assurance depends on contract renewal.

Not only do our plan members get all of the benefits covered by Original Medicare, they also get some
extra benefits outlined in this summary.

Who Can Join?

To join our plan, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and live in our
service area. Our service area includes Clackamas, Hood River, Lane, Multnomah, Washington, and
Yambhill counties in Oregon and Clark County in Washington.

Get In Touch

Questions? We’'re here to help: From April 1st to September 30th, the hours are Monday through Friday
from 8 a.m. to 8 p.m. From October 1st to March 31st, the hours are Sunday through Saturday (7 days a
week) from 8 a.m. to 8 p.m.

+ If you're a member of this plan, call us toll-free at 1-800-603-2340 (TTY: 711)

+ If you're not a member of this plan, call us toll-free at 1-800-457-6064 (TTY: 711 / 1-800-855-
7100)

+ You can also visit us online at ProvidenceHealthAssurance.com

Helpful Resources

+ Visit ProvidenceHealthAssurance.com/findaprovider to see our plan’s Provider and Pharmacy
Directory or to request a printed copy. You can also call us to have a printed copy mailed to you.

+ Want to see our plan’s formulary (list of Part D prescription drugs), including any restrictions? Visit
ProvidenceHealthAssurance.com/Formulary, or give us a call for a printed copy.

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



https://www.providencehealthplan.com/medicare/medicare-advantage-plans/members/forms-and-documents
https://www.providencehealthplan.com/medicare/medicare-advantage-plans
https://www.providencehealthplan.com/medicare/medicare-advantage-plans/members/request-provider-and-pharmacy-information?utm_medium=direct_mail&utm_source=vurl&utm_campaign=ma_hcs_2025_flushot_mailer
https://www.providencehealthplan.com/medicare/medicare-advantage-plans/formulary-list-of-approved-drugs
https://www.medicare.gov/

Providence Medicare Extra + Rx (HMO)

Monthly Plan Premium

Annual Medical Deductible

Maximum QOut-of-Pocket
Responsibility (does not include
prescription drugs)

Benefits

Inpatient Hospital Coverage?!

Outpatient Hospital Coverage?!
Ambulatory Surgical Center (ASC)
Services?

Primary Care

Doctor Visits Provider Visit

Specialist Visit

Preventive Care (e.g., annual
check-ups, immunizations, flu
shots)

Emergency Care

Urgently Needed Services

$161

In addition, you must continue to pay your Medicare
Part B premium.

$0
There is no medical deductible.

Your yearly limit(s) for this plan:

In-network: $4,200

In-Network

$250 copayment each day for days 1 - 5 and $0 copayment each

day for day 6 and beyond

$150 copayment for outpatient surgery at a hospital facility

$100 copayment for outpatient surgery at an Ambulatory
Surgical Center

$0 copayment

$20 copayment

You pay nothing

$130 copayment
If you are admitted to the hospital within 24 hours, the
emergency care copayment will be waived.

$25 copayment
If you are admitted to the hospital within 24 hours, the urgent
care copayment will be waived.

1 Services may require prior authorization. See the Evidence of Coverage for more information.



Providence Medicare Extra + Rx (HMO)

Benefits

Diagnostic Services/

Hearing
Services

Mental Health

Labs/Imaging

Vision Services Dental Services

Services

Diagnostic Radiology
Services (e.g., MRI,
ultrasounds, CT scans)®

Therapeutic Radiology
Services?

Outpatient X-rays

Diagnostic Tests and
Procedures?

Lab Services?

Medicare-Covered

Routine Exam

Hearing Aids
Medicare-Covered?

Embedded Preventive

Optional

Medicare-Covered
Exams/Screening

Routine Exam

Medicare-Covered
Eyewear

Routine Eyeglasses or
Contact Lenses

Inpatient Visit?

Outpatient Individual®

and Group Therapy Visit?

In-Network

15% of the total cost up to $250 per day

15% of the total cost
$0 copayment
20% of the total cost

$0 copayment

$20 copayment

$0 copayment

$499 copayment per Standard hearing aid, $699 copayment per
Advanced hearing aid, or $999 copayment per Premium hearing aid

$20 copayment

$0 copayment
Includes exams, fluoride treatment, cleanings, X-rays; limits apply

Covered for additional premium; see the last two pages of this
summary

$20 copayment per exam
$0 copayment for glaucoma screening

There is no coinsurance, or copayment for one routine vision exam
(including refraction) per calendar year.

$0 copayment for one pair of Medicare-covered eyeglasses or
contact lenses after each cataract surgery

Allowance of up to $150 per calendar year for any combination of
routine prescription eyewear

$200 copayment each day for days 1-7 and $0 copayment each
day for days 8-90

$20 copayment

1Services may require prior authorization. See the Evidence of Coverage for more information.



Providence Medicare Extra + Rx (HMO)

Benefits
Skilled Nursing Facility (SNF) 1

Physical Therapy?
Ambulancel

Transportation
Medicare Part B Drugs?

Meal Delivery Program (post-
discharge only)

Over-the-Counter ltems

Personal Emergency Response
System (PERS)

Wellness Program

Wig

In-Network

$0 copayment each day for days 1-20 and $218 copayment each
day for days 21-100

$20 copayment
$275 copayment
Not covered

0% - 20% of the total cost
(Insulin cost share up to $35 per month)

$0 copayment for 2 meals per day for 14 days, following a qualifying
inpatient hospitalization

$240 every six months (retail card, catalog, online, mail, and
telephonic ordering)

$0 copayment

$0 copayment for monthly gym membership with participating
fitness clubs

There is no coinsurance, or copayment for one synthetic wig due to
hair loss from chemotherapy

1 Services may require prior authorization. See the Evidence of Coverage for more information.



Prescription Drug Benefits
Providence Medicare Extra + Rx (HMO)

Prescription Drug Deductible

Yearly Deductible
(Applies to all tiers)

Initial Coverage

Preferred Retail and Mail-Order Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

There is no prescription drug deductible for this plan.

You pay the following until your total yearly out-of-pocket costs reach

$2,100. You may get your drugs at network retail pharmacies and mail-

order pharmacies.

Up to 30 days

$0 copayment

$10 copayment

Mail Order: $0
copayment

$40 copayment
($35 copayment for
insulin)

$90 copayment
($35 copayment for
insulin)

33% of the total cost

Up to 60 days

$0 copayment

$20 copayment

Mail Order: $0
copayment

$80 copayment
($70 copayment for
insulin)

$180 copayment
($70 copayment for
insulin)

Not Covered

Up to 100 days

$0 copayment

$30 copayment

Mail Order: $0
copayment

$120 copayment
(Preferred Retail: $105
copayment for insulin

Mail Order: $95
copayment for insulin)

$270 copayment
(Preferred Retail: $105
copayment for insulin

Mail Order: $95
copayment for insulin)

Not Covered



Prescription Drug Benefits
Providence Medicare Extra + Rx (HMO)

Standard Retail Cost Sharing

Up to 30 days Up to 60 days Up to 100 days
Tier 1 (Preferred Generic) $12 copayment $24 copayment $36 copayment
Tier 2 (Generic) $20 copayment $40 copayment $60 copayment
$47 copayment $94 copayment $141 copayment
Tier 3 (Preferred Brand) ($35 copayment for ($70 copayment for ($105 copayment for
insulin) insulin) insulin)
$100 copayment $200 copayment $300 copayment
Tier 4 (Non-Preferred Drug) ($35 copayment for ($70 copayment for ($105 copayment for
insulin) insulin) insulin)
Tier 5 (Specialty) 33% of the total cost Not covered Not covered

If you reside in a long-term care facility, you pay the same as at a standard retail pharmacy. You may get
drugs from an out-of-network pharmacy but may pay more than you pay at an in-network pharmacy. You
may get drugs from a standard in-network pharmacy but may pay more than you pay at a preferred in-
network pharmacy.

After your yearly out-of-pocket drug costs (including drugs purchased

Catastrophic Coverage through your retail pharmacy and through mail order) reach $2,100,
(Applies to all tiers) the plan pays the full cost for your Part D covered drugs. You pay
nothing.

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

Important Message About What You Pay for Vaccines - Our plan covers most Part D vaccines at no cost to
you. Call Customer Service 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.



Optional Supplemental Dental
Providence Medicare Extra + Rx (HMO)

Please Note:

Optional Benefits: You must pay an extra premium each month for these benefits.
Cost Sharing: While you can see any dentist, our in-network providers have agreed to accept a
contracted rate for the services they provide. This means cost sharing will be lower if you see an

in-network provider.

Option 1: Providence Dental Basic

Benefits include: Preventive (See Page 4) and Comprehensive Dental

Monthly Premium Additional $39 per month.

Benefits In-Network
Deductible $50
Annual Benefit Maximum $1,000 every calendar year

Diagnostic and

(0)
Preventive Care* You pay 0%

You pay 30% for fillings
Basic Care*
You pay 50% for all other services

Major Restorative Care*

(o)
(e.g., crowns, bridges) You pay 50%

You must keep paying your Medicare Part B and monthly plan premium.

Out-Of-Network

$150

You pay 20%

You pay 60%

You pay 60%



Optional Supplemental Dental
Providence Medicare Extra + Rx (HMO)

Option 2: Providence Dental Enhanced
Benefits include: Preventive (See Page 4) and Comprehensive Dental

Additional $56 per month.

7R A Cly You must keep paying your Medicare Part B and monthly plan premium.

Benefits In-Network Out-Of-Network
Deductible $50 $150
Annual Benefit Maximum $1,500 every calendar year

Diagnostic and

9 (0)
Preventive Care* You pay 0% You pay 20%

You pay 30% for fillings
Basic Care* You pay 60%
You pay 50% for all other services

Major Restorative Care*

9 0,
(e.g., crowns, bridges) You pay 50% You pay 60%

*Limitations and exclusions apply. Please refer to your Evidence of Coverage for a complete list of
covered dental services. Members must use a Medicare-contracted provider. Out-of-network dentists
may charge more than the amount allowed by Providence Medicare Advantage Plans.



& Providence

Medicare Advantage Plans

Notice of Availability of Language Assistance Services
and Aukxiliary Aids and Services

English

ATTENTION: If you speak English, free language assistance services are available to
you. Appropriate auxiliary aids and services to provide information in accessible
formats are also available free of charge. Call 1-800-603-2340 (TTY: 711) or speak
to your provider.”

Espaiol (Spanish)

ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia
linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacion en formatos accesibles. Llame al 1-800-
603-2340 (TTY: 711) o hable con su proveedor.

Viét (Vietnamese)

LU'U Y: Néu ban néi tiéng Viét, ching t6i cung cap mién phi cac dich vu hé
tro ngén nglr. Cac hd tro’ dich vu phu hop dé cung cép théng tin theo cac
dinh dang dé tiép can ciing dwo'c cung cap mién phi. Vui ldng goi theo sb
1-800-603-2340 (Nguwdi khuyét tat: 711) hoac trao dbi vdi ngudi

cung cép dich vu cua ban.”

H 3 (Chinese-Simplified)

R RN P, WATE R TNERAEE S HEIIRS . FATE % 9 iE
HEE YA T EARS, LAk A2 ME 2. Ff 1-800-603-2340
(CAHE: 711) BUEREI RS R R . ~

H1 Y (Chinese- Traditional)

AR REER T BT AR TRt e BB S IR - el DI
S aYEEh T 2B % - DUmfERE S AL &R - SEECEE 1-800-603-2340
(TTY : 711) BREAAVERAEESGR o |

PYCCKWW (Russian)

BHUMAHMWE: Ecnu Bbl rOBOPUTE Ha PYCCKMUI, BaM AOCTYMHbI HecnaaTHble yCayrm
A3bIKOBOW Noaaep»Kkm. COOTBETCTBYHOLLME BCMOMOraTe /ibHble CPeacTBa M yCayrm
Nno NpeaocTaBNeHnto MHGOPMaLMM B AOCTYNHbIX GopMaTax TaKKe
npenocTaBnstoTca becnnatHo. MNo3soHuTe no TenedoHy 1-800-603-2340 (TTY: 711)
MM 06paTUTECH K CBOEMY MOCTABLLMKY YCAYT.
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St=-0{ (Korean)

0|

Fo|: =0 E AZBSIAN=E R FE A0 XY MHEAE 0| B5HA %=
%aqsr O|87tsttgdAocz YEEMSst= Mt Ex= 7|7 &
ME|AE 282 M3 E U Cl 1-800-603-2340 (TTY: 711)Ho 2

M =tst 1LPA4H|*X1I+°*I1|01| Z oS A2

yKpaiHcbka moBa (Ukrainian)

YBATA: AKLLO BM PO3MOB/IAETE YKPAiHCbKa MOBa, BaM AOCTYMNHI HE3KOLWTOBHI MOBHIi
nocnyru. BianosiaHi AonomixkHi 3acobu Ta nocayrm ans HagaHHAa iHdopmallii y
[OCTYNMHUX GopMaTax TaKOXK A0CTYNHi 6e3KoWTOBHO. 3aTenePpoHymnTe 3a HOMEPOM
1-800-603-2340 (TTY: 711) abo 3BepHIiTbLCA A0 CBOro NOCTa4a/ibHUKa».

HZEE (Japanese)

F BARBEEINSGES. BHOEEEY—ERZIFRAWVVETES. 7
LTIV EELMFATESLSBEIN:) GREA THEREIRE T 50D
WY EO Y —ERLER TTRAL=FE1TE T, 1-800-603-2340
(TTY: 711 ETHEFEZS0, FE. TFHDEERFIZTHEHS

fZ&0y,

(Arabic) 4z _ad)
Jils g 581 LS Auilaal) 4 galll Baclisall Cland Sl 8 giid Ay yald) ARl Ehasts i 1Y)t

a5l e Jeail Ulaa L) J g sl (S iy e shaall i 6l dunlia ciladd 5 dacbe
Masall axie J) sl (711) 1- 800-603-2340

M &N (Khmer)

UEWRGHSAMNM: [USIOERSUNW MAnis/ N[y S SWwMman
SEANIBADISUEIUEMNY SSW SHIUNAYIRUNMAISWS udgiy]
SHMIBUASEISMUSHRIIRUMGGUIDCNITS SMGIFT S
INWNSASIYNHIN NSNS 1-800-603-2340 (TTY: 711)
USuntisim SR RUIINIUE ™Y

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls
kostenlos zur Verfliigung. Rufen Sie 1-800-603-2340 (TTY: 711) an oder sprechen
Sie mit Ihrem Provider.”

H9047_2024RC_PHA1150 _C MDC-538B



(Farsi) (o«)l8

oSS (o 3yl 51,3 Lo oians 33 Ol () Glaside lods 1S s oo 9yl S 1y
OBl 3bay s Job S IB 53 ledlol @bl (Slys amslin (lesliy lods

s 38 b b Sy oled (711 1ubals) 1-800-603-2340 o)l b .didilys S9ge

Frangais (French)

ATTENTION : Si vous parlez Francais, des services d'assistance linguistique gratuits
sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir
des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 1-800-603-2340 (TTY : 711) ou parlez a votre
fournisseur. »

Ina (Thai)

wnowe: wnaaldmen v isduiamsenudismdasunmes s wananni
Fafiimdosfionasusnsthomdemio Wdoya lustuuuiithdeldlas Lidoan Toane
Tusaluséinsio 1-800-603-2340 (TTY: 711) waausnune [Wusnisvosnns”

Tagalog

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng
serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na
auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access
na format. Tumawag sa 1-800-603-2340 (TTY: 711) o makipag-usap sa iyong
provider.”

A71CT (Amharic)
TAAL:- ATICT P91.5714 PrE PR7R Lo ATANT 019 LPCNAPL T avl87 (L0

PCAT ATIPLA I PP T8 WIHPT hG AIANPT A7%0- (19 2750 Ndh &TC 1-
800-603-2340 (TTY: 711) LLm-K @LI° A1\ AP NPT £G6-:"

W(Punjabi)

fimrs fe6: 7 3 dardt 982 I, 31 3973 Bet He3 3T AafesT A Qusey
Jetit I | UdaUdl eraiet ffg Aradt Yeis 9da B8 Ba< Ydd Aded
ATUS W3 AETel St He3 g BUBEU gt I | 1-800-603-2340 (TTY: 711) 3
1% A 1/l MU Y31 8518 IS A3 1”

H9047_2024RC_PHA1150 _C MDC-538B



290 (Laos)

c§LQIV: TIVIVCIMWIZI 290, HESVSNIVFOBOIVWITICCLLLCTVE LWL,
Seéo9q0e ot
NILLSNIVcLLLCTBBTcEVES LG WIZLLILSLCCLLTIFIVIOCSICTO.
tvmacS 1-800-603-2340 (TTY: 711) § AwHued loivdnivzeguion.”

3U36MGEL (Armenian)

NFGUNMYNFEBNFL. Brb ununwd Ge hwjGnGlu, dnwe Yuwnpnn Ge ogundt) (Gguywl
wowygnirjwl wuybwn dwnwjnipintlltphg: Uwwnstbih allwswihbnny
nGnGywunynipntl inpwdwnptint hwdwwwunwuhuwl odwlunwy dhonglutnu
nL ownuw)nLntulbpp Unyuwbu inpuwdwnnynud BU wuybwp: 2wlbgwhwnbe 1-
800-603-2340 htnwhunuwhwdwpnd (TTY" 711) Ywd funubpe Q&n

dwuwnwlwpwnh hGun:

Lus Hmoob (Hmong)

LUS CEEV TSHWIJ XEEB: Yog hais tias koj hais Lus Hmoob muaj cov kev pab cuam
txhais lus pub dawb rau koj. Cov kev pab thiab cov kev pab cuam ntxiv uas tsim
nyog txhawm rau muab lus ghia paub ua cov hom ntaub ntawv uas tuaj yeem nkag
cuag tau rau los kuj yeej tseem muaj pab dawb tsis xam tus nqgi dab tsi ib yam
nkaus. Hu rau 1-800-603-2340 (TTY: 711) los sis sib tham nrog koj tus kws

muab kev saib xyuas kho mob.”

f&dt (Hindi)

& & gfq 3y &l aierd g, 4 3uds forg e HINT TeTadT ard Suds
BIdl 8 | gAY URET! H ST R] Ue $H-- o (o Sugad TeTdd e 3R
Jart (- Yeb ITTS B 1 1-800-603-2340 (TTY: 711) W BT B3 AT

30 UeTall 9 ST B 1"
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	1 MAPD return instruction sheet-Providence.pdf
	Providence_OR_Valley_Extra+Rx_2026.pdf
	2026 Summary of Benefits 
	When You Join Providence 
	Plan Overview 
	Who Can Join? 
	Get In Touch 
	Helpful Resources 
	Providence Medicare Extra + Rx (HMO) 
	Monthly Plan Premium 
	Annual Medical Deductible 
	Maximum Out-of-Pocket Responsibility (does not include prescription drugs) 
	Benefits 
	Inpatient Hospital Coverage 1 (1 Services may require prior authorization. See the Evidence of Coverage for more information.) 
	Outpatient Hospital Coverage 1 (1 Services may require prior authorization. See the Evidence of Coverage for more information.) 
	Ambulatory Surgical Center (ASC) Services 1 (1 Services may require prior authorization. See the Evidence of Coverage for more information.) 
	Doctor Visits 
	Preventive Care (e.g., annual check-ups, immunizations, flu shots) 
	Emergency Care 
	Urgently Needed Services 
	Diagnostic Services/ Labs/Imaging 
	Hearing Services 
	Dental Services 
	Vision Services 
	Mental Health Services 
	Skilled Nursing Facility (SNF) 1 (1 Services may require prior authorization. See the Evidence of Coverage for more information.) 
	Physical Therapy 1 (1 Services may require prior authorization. See the Evidence of Coverage for more information.) 
	Ambulance 1 ( 1 Services may require prior authorization. See the Evidence of Coverage for more information.) 
	Transportation 
	Medicare Part B Drugs 1 (1 Services may require prior authorization. See the Evidence of Coverage for more information.) 
	Meal Delivery Program (post-discharge only) 
	Over-the-Counter Items 
	Personal Emergency Response System (PERS) 
	Wellness Program 
	Wig 


	Prescription Drug Benefits Providence Medicare Extra + Rx (HMO) 
	Prescription Drug Deductible 
	Yearly Deductible (Applies to all tiers) 

	Initial Coverage 
	Preferred Retail and Mail-Order Cost Sharing 
	Standard Retail Cost Sharing 

	Catastrophic Coverage (Applies to all tiers) 
	Important Message About What You Pay for Vaccines 
	Important Message About What You Pay for Insulin 

	Optional Supplemental Dental Providence Medicare Extra + Rx (HMO) 
	Please Note: 
	Optional Benefits: 
	Cost Sharing: 

	Option 1: Providence Dental Basic 
	Monthly Premium 

	Option 2: Providence Dental Enhanced 
	Monthly Premium 


	Notice of Availability of Language Assistance Services and Auxiliary Aids and Services 
	English 
	 Español (Spanish)
	 Việt (Vietnamese)
	 中文 (Chinese-Simplified)
	 中文 (Chinese- Traditional)
	 РУССКИЙ (Russian)
	 한국어 (Korean)
	 українська мова (Ukrainian)
	 日本語 (Japanese)
	 اﻟﻌﯾﺑرﺔ (Arabic)
	 ភាសា搈ែខ្មរ (Khmer)
	 Deutsch (German)
	 ﻓﺎي ر (Farsi)
	 Français (French)
	 ไทย (Thai)
	Tagalog 
	 አማርኛ (Amharic)
	 ਪੰਜਾਬੀ (Punjabi)
	 ລາວ (Laos)
	 ՀԱՅԵՐԵՆ (Armenian)
	 Lus Hmoob (Hmong)
	 िहंदी (Hindi)




