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2011 Prescription Drug Benefits for HMO MAPD Plans

HMO HMO HMO-POS & IP &DP HMO Premier &
(FL) (S. FL) PPO HMO SNPs Chronic HMO SNPs
Annual Deductible $0 $0 $0 $310 $0
Coverage
Tier 1 - Value Generics $0 $0 $4 25% $0
Tier 2 - Generics $4 S0 $15 25% $0
Tier 3 - Preferred Brands $39 $30 $45 25% $20
Tier 4 - Nonpreferred Brands $69 $60 $79 25% $50
Tier 5 - Specialty Drugs 33% 33% 33% 25% 33%
Mail Order 90-day 90-day 90-day 25% 90-day
Tier 1/2/3/4 $0/$8/$100/$175 | $0/50/$75/$150 | $8/$30/$110/$200 $0/50/5$50/$125
Drugs Covered Under o o o o
Medicare Part B 23% 23% 23% $0 23%
. - Member pays the above co-pay amounts until the total yearly drug costs
it Geveres i (both what the Member and the Plan paid) reach $2840.
. Member pays
(o) 0,
Covrage apioonutiole | ETEELBRG e cfaenecdug ot s SN b S0 55T
yearly P 9 ’ $10 for Tier 2 drugs.
. Then, the Member will pay the greater of $2.50 co-pay for generic (including brand drugs treated
STl SO as generic) and a $6.30 co-pay for all other drugs, or 5% co-insurance for the rest of the year.

Dental X-Ray Co-pays

HMO, HMO SNPs, PPO, and HMO Premier

Radiographs: limit of 1 radiograph service (complete series or intraoral periapicals or panoramic or bitewing)
per year.

Frequency
Intraoral - Complete Series (including Bitewings) 1 per 3 yrs $25
Intraoral - Periapical First Film 1 S0
Intraoral - Periapical Each Additional Film (up to 7) 1 $5
Intraoral - Occlusal Film 2 $10
Bitewing - Single Film 1 $0
Bitewings - Two Films 1 $5
Bitewings - Four Films 1 $10
Panoramic Film 1 per3yrs $25
Temporomandibular Joint Film 1 $75
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Labs and Diagnostics

HMO-POS and PPO HMO Premier and HMO C-SNP
Physician Office/ Hospital Physician Office/ Hospital
Freestanding Center Freestanding Center

Bone Density $0 $0 $0 $0
Simple X-Rays $5 25% S0 $50
Ultrasonography $10 25% $10 $100
Echocardiogram/ $25 25% $25 $200
Echo Doppler
CT Scans $25 25% $50 $200
Nuclear Medicine $25 25% $50 $200 2 O ] ]
Nuclear Stress Test $50 25% $25 $200
MRI 10% 25% $100 $200
MRA 10% 25% $100 $200

Benefit Comparison
for HMO Plans

Physician Office/ Hospital

Freestanding Center

Bone Density $0 $0

Simple X-Rays $5 25% 0 _ 0
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| V2 25% The information contained herein is confidential and is the sole and exclusive property of Universal Health

NuSCREE 350 25% Care (UHC) and may not be used, reproduced in any way, transmitted, or otherwise communicated, in whole or

Nuclear Stress Test $50 25% . . . . : .

MRI 5100 250, in part, without the prior written consent of UHC. The rates and benefits stated herein are nonpublic and are

MRA - 25; pending the approval of the Centers for Medicare & Medicaid Services (CMS) of the U.S. Department of Health
(o)

PET Scan $100 55% & Human Services, and, therefore, may be inaccurate, incomplete, and unreliable, but is being provided to you

for your consideration as UHC'’s preliminary indication of its reasonable expectation of its Medicare Advantage
products, rates, and benefits that will be offered in 2011. Your receipt of the information contained herein
Lab Services for Medicare Masterpiece® Plus (HMO-POS) ONLY:
5% cost sharing for routine blood tests

25% cost sharing for cytological (cancer-related) tests

constitutes (1) your consent to maintain the information in strict confidence and (2) your acknowledgement that
the information is nonpublic, is pending the approval of CMS, and, therefore, may be inaccurate, incomplete,

and unreliable, and is the sole and exclusive property of UHC and may not be used, reproduced in any way,

transmitted, or otherwise communicated, in whole or in part, without the prior written consent of UHC.
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The information contained herein is confidential and is the sole and exclusive property of Universal Health Care (UHC) and may not be used, reproduced in any way, transmitted, or otherwise communicated, in whole or in part, without the prior written consent of UHC. The rates and benefits stated herein are nonpublic and are pending the approval of the Centers for Medicare & Medicaid Services (CMS) of the U.S. Department of Health & Human Services and, therefore, may be inaccurate, incomplete,
and unreliable, but is being provided to you for your consideration as UHC's preliminary indication of its reasonable expectation of its Medicare Advantage products, rates, and benefits that will be offered in 2011. Your receipt of the information contained herein constitutes (1) your consent to maintain the information in strict confidence and (2) your acknowledgement that the information is nonpublic, is pending the approval of CMS and, therefore, may be inaccurate, incomplete, and unreliable,
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IMPORTANT INFORMATION INPATIENT CARE OUTPATIENT CARE OUTPATIENT MEDICAL SERVICES & SUPPLIES PREVENTIVE SERVICES DENTAL BENEFITS HEARING SERVICES VISION SERVICES OTHER BENEFITS

DOCTOR OFFICE VISITS OUTPATIENT SERVICES Outpatient Rehab: DIAGNOSTIC TESTS, X-RAYS & LAB SERVICES
Plan Name Outpatient Occupational Diabetes Photochromic
Inpatient | Inpatient Skille Home Mental [Outpatient| Ambulatory Worldwide | Urgently | Therapy; Physical Durable Self- Advance Colorectal Prostate Medicare- | Routine | Hearing Lenses Cardiac
killed | bul Idwid I h h | bl If- d d | | d d
Plan Out-of- Hospital Mental Nursing Health Chiropractic| Podiatry Health | Substance Surgery Ambulance |Emergency | Coverage | Needed | Therapy/Speech & Medical | Prosthetic | Monitoring | Diabetes |Basic X-Ray/| Radiation X-Ray/ Blood Lab Bone Mass | Screening Pneumo Pap Smears&|  Cancer Renal Covered | Hearing Aids Dx& |Routine| Lenses, Frames& | Progressive (ie., Glaucoma | Physical Rehab Smoking Gym Additional
Premium | Down | Pocket Max | Deductible | Referral Care Health Care| Facility Care PCP Specialist Services Services Care Abuse | Center (ASC) | Hospital | Services Care Benefit Care Language Therapy | Equipment | Devices Training Supplies | Radiology | Therapy | Radiology | Services | Pathology [Measurement| Exams Immunizations| Vaccine |Mammograms| Pelvic Exams | Screening | Dialysis Dental Benefit Exam Test Benefit | AfterSurgery |Treatment| Exam Contacts Lenses Transitions®) |Screening| Exams | Services |Cessation [Membership Benefits POS )
1 1 1 3 4 5 6 8 8 9 10 1 12 13 13 14 15 15 16 17 18 19 20 20 21 21 21 21 21 22 23 24 24 25 26 27 28 30 31 31 31 32 32 32 32 32 32 32 33
Medicare Masterpiece®
Florida
Pays 110 | 4450 $100 25% 25%n
No limit to $20 $30 $20 $30 $30 $30 $50 $200 $125 $10 . $30 $30 Outpatient
" Days 1-10 | Days 11-25 Outpatient $10 co-pay f .
Medicare Masterpiece® hospital Hospital: co-paytorup Hospital;
MA-Only Florida days cmspc;a' $0-6100 $0-$100 to1 pair of glasses CMS Cap
H5404-116 S0 $3400 No P o (;_25% or every year, !f N/A
HMO MA-Only 0-25% combined with
o sg6 | Thelimit $0 co-pay; new frame 50 ' Yes,
= includes $100 $0 $15; 50 $0 $0 50 $0 $0 $0; 1/yr $0 $0 50 $250 limit co-pay; $15: N/A $5k
== | Medicare Masterpiece® Medicare- D 1y $10 co-pay No co-pay max annual o limit
South Florid ays 1-5 $100 $50 25% $0 Oral Exam; for 1 pair of for lenses limit $100; 25%in
T-|ust404 ;34 ? covered Nolimitto| = ) Days No OUtnatient $0 Routine Cleaning 2/yr; eyeglasses or $0;1/ Outpatient
= . ays 1- utpatien o o 9 ; . d . . S
T iaét; $0 hospital 11-100 $50 Maximum el 20% 20% $0 20% 20% 50 Fluoride; $10; 1/yr oS w || i ass, 20% $50 $0; 1/yr | $0; 1/yr | Hospital; Yes $0
; days CMS Cap $0-$75 Dental X-Ray after cataract $10co-payfor | discount CMS Cap
Se"’:ces 50 $15 $15 $15 $15 $15 $25 $100 $100 $5 55 $15 surgery $15 uptopairof | onamount
only. , .
Medicare Masterpiece® Dailil:: A ef/‘:r‘;a;et:r >$100 ¢ 1501 g ’in Covers
Premier so | sso |In-network Referral |\ limitto| 0 525 oL 505200 504200 Outpatient Tier 1 for 35 &
H5404-138 only required hospital Days 1-5 | Days 6-20 Outpatient — Hospital: Tier 2for $10in
HMO MA-PD d p Hospital; 3100 Limit for M pia’ coverage gap
ays CMS Cap eyewear CMS Cap
$40; every year
© i
"4 Medicare Masterpiece® D:;SO? ! o] $0; $0; 50; $0; 50; $0; $0; $40; Pgs p@a )s/afr;re
o Plus A $300 $100 25% $0-$50 ; 25% 25% 25% 25% 25% 25% 25% 25% -
q imi 0 0 - 9% - ices:
=} H5404-086 529 50 D |9 ||m'|t i Days 1-7 | Days 6-20 520 515 G FED e 540 $40 1 2o PIED $15 Outpatient 20% or 0%-25% o e o R || 55 Qutpatient | Outpatient | Outpatient | Outpatient | Outpatient | Outpatient | Outpatient $40 /A 540 Outpatient N/A al services; N/A
= HMO POS hospital Hospital: 0%-25% ital ital ital ital ital ital ital ital $50K limit
T ospital; Hospital Hospital Hospital Hospita Hospital Hospita! Hospita! Hospital
days on OON
CMS Cap
$3400 Transportation
Benefit:
Universal DP A
H5404-111 The limit $50 co-pay; 12 one-way
DR r\;lr;cdlrc(:?:- 0 $0 co-pay i trips to pla;n-
covered e $0 Oral Exam; 50 co-pay; for 1 pair of limit $100; 752:335
- $0 S0 No . $0 Routine Cleaning 2/yr; . - ' | eyeglasses or $0;1/ . .
$0 50 Zagr(t; S0 No Nﬁollsmilttatlo perstay | perday $0 $0 50 S0 $0 $0 $0 $0 S0 S0 S0 Maximum S0 S0 50 50 50 50 S0 S0 50 S0 50 $0 S0 S0 $0; 1/yr $0 S0 S0 $0 $0 Fluoride; S0 $10; 1/yr $253 |Irmlt contact lenses 50 yr | $10co-payforup 20% $50 $0; 1/yr | $0; 1/yr $0 Yes 50 N/A N/A
services dap s $0-$75 Dental X-Ray Y after cataract to 1 pairof glasses | discount
Universal IP 0;: Y surgery everyyear,if | onamount
H5404-113 Y- combined with >$100 N/A
I-SNP new frame
In-network
o only No co-pay
=2 for lenses
v Medicare Masterpiece®
o C-SNP - Diabetes In lieu of glasses,
$3400 g )
E H5404-135 $10 co-pay for
HMO C-SNP The limit upto 1 pair of
includes contacts $50 co-pay;
Medicare- $50 $15; $10 co-pay every year max annual
Medicare Masterpiece® covered Days 1-5 $0 Oral Exam; $0 co-pay: for 1 pair of limit $100; $15; Covers Yes
C-SNP - Dementia Referral - $50 $25 No $100 o o o . o, | $0Routine Cleaning 2/yr; . © 7" | eyeglasses or $0;1/|  $100 Limit for . . $100 Tier 1for $5& !
H5404-136 S0 $96 ll:ag(t; $0 - Nr?ollsmilttatlo Days 1-5 | Days 620 $0 $0 315 $15 $15 $15 $15 $25 $100 $100 $50 Maximum $5 it 20% 20% 50 $0 $0-$200 20% $0-5200 $0 S0 50 $0 $0 $0; 1/yr S0 $0 $0 20% 50 Fluoride; $10 $10; 1/yr $253I|:mt contact lenses $15 yr s 20% $50 $0; 1/yr | $0; 1/yr Outpatient Yes $0 Tier 2 for $10in N/A |i$:1li(r
HMO C-SNP services dap s Hospital; $0-$75 Dental X-Ray Y after cataract every year discount Hospital coverage gap
onl Y CMS Cap surgery on amount
4 5100
Medicare Masterpiece®
C-SNP - COPD In-network
H5404-137 only
HMO C-SNP
$10 co-pay for up
to 1 pair of glasses
Medicare Masterpiece® every year, if
PPO $6700 combined with
H5429-001 %01 Neoon new frame
PPO MA-PD combined $50 $10 co-pay No co-pay $50 co-pay;
$269 . $25; . . . . . . . for 1 pair of max annual .
The limit Days 1-6 $299 Days 1-20; 250 $0-$50 $0-$50 Zssi/ 2352/ 25500} 255?% 2$500}u 255(1/0 2552/ 20%: $0 Oral Exam; $10; | %0 co-pay; | eyeglasses or o $0; forlenses limit $100; $0: e |$0: 1yt ;;5/0 Yes,
S 50 includes 50 No | IN&OON |l ie | s128 s0: % $25: $25: 525 525: $25: 10% e $125 $50 No $10 25% 20%: 20%: 0%: 20%: or 20%: or 0%: 0% | 6 ioatient | Outpatient | Outpatient | Outpatient | Outpatient | Outpatient | Outpatient | 3os |0 Routine Cleaning2/yr; |~ $25; 30% | $250limit | contactlenses | 000 | 30% |\ e g otacca $50 N &y I &y | Outpatient | Yes 50 N/A N/A $5k
o Medicare- No limit to 4 30%OON | $2500N | $40 00N $40 00N | $40OON | $400ON | $4000N | IN&OON IN&OON Maximum |IN & OON Outpatient 25% OON | 25% OON | 30% OON | 30% OON | 0%-25%; | 30% OON | 0%-25%; |30% OON | 30% OON P S P L P L P L P o P L P L v $0 Fluoride; 30%OON| OON; yr; after cataract N OON; 9 ! 20% P L S
covered hospital IN & OON Days OON Hospital; 30% OON 30% OON Hospital; Hospital; Hospital; Hospital; Hospital; Hospital; Hospital; OON $0-675 Dental X-Ray yr | 30% 00N surgery OON Uy $10 co-pay for discount OON OON | Hospital; limit
Parts days 21-100 IN&OOl\i IN&OON IN&OON IN& OON IN&OON IN & OON IN&OON IN&OON upto 1 pair of on amount IN& OON
Medicare Masterpiece® A&B IN&OON 30% OON ef/(:r"ac(:;r 58100
Pmosng:(ggly $20 services vy
PPO MA-Only only. $100 Limit for
eyewear
every year;
30% OON




