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2011 Prescription Drug Benefits for HMO-POS, HMO SNP, PPO, and PFFS MAPD Plans

GOLD PLATINUM Universal PPO HMO-POS HMO C-SNP
Annual Deductible $0 $0 $0 S0 $0
Coverage
Tier 1 - Value Generics $4 $2 $4 S0 $0
Tier 2 - Generics $15 $7 $15 $10 $5
Tier 3 - Preferred Brands $45 $35 $40 $45 $30
Tier 4 - Nonpreferred Brands $80 $65 $80 $70 $60
Tier 5 - Specialty Drugs 33% 33% 33% 33% 33%
Mail Order 90-day: 3 Months for 90-day: 90-day: 90-day:
Tier 1/2/3/4 $8/$30/%$120/$220 2 co-pays $8/%$30/5100/$200 | $0/$20/$120/$180 | $0/$10/$75/$150
agzz;zvgftd;”der 23% 23% 23% 23% 23%
Inital Coverage Limit O ot Wha the Mernor anihe Plan paid reach 2040, —

. Member pays
$10 for Tier 2 drugs.

Cosmaaiie Covarnae Then, the Member will pay the greater of $2.50 co-pay for generic (including brand drugs treated 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-POS, HMO SNP, PPO, and PFFS PLANS

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

Frequency Co-Pay

Intraoral - Complete Series (including Bitewings) 1 per3yrs $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 N
Bitewings - Two Films 1 $5
Bitewings - Four Films 1 $10
Panoramic Film 1 per 3 yrs $25
Temporomandibular Joint Film 1 $75

2011 Benefit Comparison

CONFIDENTIAL - FOR AGENT USE ONLY
NOT INTENDED FOR DISTRIBUTION TO POTENTIAL MEMBERS

Labs and Diagnostics

HEALTHCARE

@K UNIVERSAL

PPO and PFFS PLANS

Physician Office/
Freestanding Center

Bone Density S0

Simple X-Rays $5
Ultrasonography $10
Echocardiogram/ $25

Echo Doppler

CT Scans $25
Nuclear Medicine $25
Nuclear Stress Test $50

MRI 10%

MRA 10%

PET Scan 10%

Hospital

$0
25%
25%
25%

25%
25%
25%
25%
25%

25%

HMO POS and HMO C-SNP

Physician Office/
Freestanding Center

Bone Density S0

Simple X-Rays $5

Ultrasonography $10
Echocardiogram/Echo Doppler $25
CT Scans $25
Nuclear Medicine $50
Nuclear Stress Test $50
MRI $100
MRA $100
PET Scan $100

Hospital
$0
25%
25%
25%
25%
25%
25%
25%
25%
25%

2011
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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, 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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PPO HMO-POS

Network PFFS

Nonnetwork PFFS

UNIVERSAL

\/ HEALTHCARE

IMPORTANT INFORMATION INPATIENT CARE OUTPATIENT CARE OUTPATIENT MEDICAL SERVICES AND SUPPLIES PREVENTIVE SERVICES DENTAL BENEFITS HEARING SERVICES VISION SERVICES OTHER BENEFITS
DOCTOR OFFICE
VISITS OUTPATIENT SERVICES . DIAGNOSTIC TESTS, X-RAYS AND LAB SERVICES
Outpatient Rehab:
Plan Name Inpatient Outpatient Ambulatory Occupational Diabetes Photochromic
Inpatient Mental Skilled Home Mental |Outpatient| Surgery Worldwide | Urgently | Therapy; Physical | Durable Self- Basic Advanced Colorectal Pap Smears | Prostate Medicare-| Routine | Hearing Lenses, Lenses Cardiac
Plan Hospital Health Nursing Health Chiropractic | Podiatry Health | Substance| Center Ambulance |[Emergency| Coverage | Needed | Therapy/Speech & | Medical | Prosthetic | Monitoring| Diabetes X-Ray/ Radiation X-Ray/ |Blood Lab Bone Mass | Screening Pneumo and Pelvic Cancer Renal Covered | Hearing Aids Dx & Routine Frames & Progressive (i.e., Glaucoma | Physical Rehab Smoking Gym
Premium| Down Max Deductible | Referral Care Care Facility Care PCP Specialist Services Services Care Abuse (ASC) Hospital Services Care Benefit Care | Language Therapy | Equipment [ Devices Training Supplies | Radiology | Therapy [Radiology | Services |Pathology|Measurement| Exams |Immunizations| Vaccine |Mammograms Exams Screening | Dialysis Dental Benefit Exam Test Benefit | After Surgery |Treatment| Exam Contacts Lenses Transitions®) | Screening | Exams Services Cessation |Membership | Additional 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®
Texas - Houston $10 co-pay for up
H6642-001 $0 $60 to 1 pair of glasses
HMO-POS MA-PD every year, if
combined with
Medicare Masterpiece® $3400 $200 new frame
Texas - Dallas/Fort Worth Days1-7 | 400 .
H6642-002 S0 | $40 | Thelimit Nolimitto| 70y 7 10% f$101co-payf 510 o ot T tation [POS at
- ) . - . . . . . . . . i or 1 pair o co-pay max annua . ransportation atsame
HiMO-POS MA-PD &Zﬂfﬁiﬁ: hcc’iSaF;/I:al $100 No 223/5 in 50-5100 50-5100 2%5?’}0 2$5(<)=} 235(1} 25’52} 2352} 2552}0 zssg} 50 RojgrgaClIE:sm, 24yr; $10; co? Oa ; | eyeglasses forlenses limit $100: 50; 253/0 benefit: | co-pay for
- - $0 No $0 $0 $25 $25 $25 $25 $25 25% $125 $50 ) $10 ! 20% 20% ) $0 or 20% or $0 $0 ° ° 0 ° 0 ° ° | 20% aNING AT | 425 ; PAYi | orcontact | $25 | $0;1/yr $50 $0; 1/yr ; ° Yes $0 10 one-way trips | all services;
Medicare Masterpiece® covered Days 11-100)| Maximum Outpatient 5 o Outpatient | Outpatient | Outpatient | Outpatient | Outpatient | Outpatient | Outpatient $0 Fluoride; 1/yr $250 ¢ N ¢ AT 1/yr | Outpatient o
Texas - MA Only Parts Hospital 0%-25% 2ol Hospital Hospital Hospital Hospital Hospital Hospital Hospital $0-$75 Dental X-Ray limit 1/yr lense et InlEmeliElbees, || ABoe e Hospital toplan-approved| 550K limit
H6642-004 $0 $70 A&B cataract $10 co-pay for up to| on amount locations on OON
R . surgery 1 pair of contacts >$100
HMO-POS MA Only se(:r\::ces R
Medicare Masterpiece® g S
Texas HMO C-SNP - Diabetes| (/| <. st | 150 - g 1900mit rf°r
A hospital | DS 17 ev);r ear
HMO-POS C-SNP o 2
days
$10 co-pay for up
to 1 pair of glasses
every year, if
$6700 combined with
new frame
IN & OON $10 co-pay $50 co-pay;
. $269 $50 $0 co- | for 1 pair of $10 co-pay i
The limit $30; $0; $0; $0; $0; $0; $0; $0; max annual $30;
. X Days 1-6 Days 1-20; . ! $0-$50 $0-$50 ' X o o ; o ; o ¢ . $0 Oral Exam; ' $10; pay; | eyeglasses $0; for lenses . K o
UT:;:;T)S:’O $0 $0 l\;lr«]ecc:;jci(:— $0 No g O D:25919-6 35()?’/ S15: $30: R pey 330: $30: jo% 2o DI $50 No $10 Ouztsoftlire]nt 20 20%: 0%: 20%: o 20 or 3%2} 350(1/ Outzsaﬁent Outzsafient Outzsanf;ent Outzsaiuient Outzsag'f;ent Outzsafient Outzsagtloient 23%9:}; 50 Routine Cleaning 2/yr; ;(?;"0/ 30% 5250 or contact $30; 30% Hmies100 $50 50 1/yr; | $0; 1/yr; Outzsaﬁent Yes $0 N/A N/A
No limitto | 22 $128 ° [$30 OON| $40 OON | $40 OON |$40 OON |$40 OON | $40 OON | IN & OON | IN & OON | IN & OON Maximum pat 25% OON [25% OON | 30% OON | 30% OON | 0%-25%; | IN & OON | 0%-25%; N N pa pat pat pat pat pat pat $0 Fluoride; | OON; | limit1/ | lenses after [30% OON| OON; | Inlieu of glasses, ) IN & OON |IN & OON | utPa!
PPO MA-PD covered hospital IN & OON Days 21-100 OON Hospital; IN & OON IN & OON OON OON Hospital; Hospital; Hospital; Hospital; Hospital; Hospital; | Hospital; | OON $0-375 Dental X-Ra OON W v 30% cataract yr $10 co-pay for up to 20% discount Hospital;
Parts A " IN & OON IN&OON | IN&OON | IN&OON | IN&OON | IN&OON | IN&OON | IN&OON Y " 4 > PayIOTUP o1 o amount IN&OON
days IN & OON OON surgery; 1 pair of contacts
A&B >$100
services 30% OON every year
only. $100 limit for
eyewear
every year
30% OON
$10 co-pay for up
Any, Any, Any® Gold - to1 pairofgla§ses
H8098-001 $0 | $40 ; evek;y yedar, !fh
PFFS MA-PD 6700 $269 . combined witl '
IN & OON Days 1-6 $299 2204/00.’ (l\io'l new frame 3‘51?/’
No limit to $15 $40 $20 $40 $40 $40 $125 $15 n 2 $40 [$40; 1/yr $10co-pay | $40 $50 co-pay; o
The limit 1 Days 1-6 Outpatient Order) . Outpatient
® hospital $50 . . . . . . . . X for 1 pair of $10 co-pay max annual _
Any, Any, Any® Gold ) Hospital or 20% $0; $0; $0; $0; $0; $0; $0; $0 Oral Exam; s Hospital
MA-Only includes days Days 1-20; No HDLE $0-550 25% 25% 25% 25% 25% 25% 25% $0 Routine Cleaning 2/yr; eyeglasses forfeEes v 500
$0 $60 |Medicare- $0 No $0 10% 25% $50 X 20% 20% $0 or 20% or 5% 5% X X . X . X . 20% ; ! N/A or contact $0; 1/yr $50 $0; 1/yr | $0; 1/yr Yes $0 N/A N/A
H8098-003 d Maximum AT Outpatient | Outpatient| Outpatient [Outpatient| Outpatient |Outpatient|Outpatient $0 Fluoride; | ’ Ji o % di
PFFS MA-Only covere $128 Wrid 0%-25% Hospital Hospital Hospital Hospital Hospital Hospital | Hospital $0-$75 Dental X-Ray enses after In lievjelidlazsesagli0Ealecolng
Parts Days 21-100} cataract $10 co-pay forup to| on amount
A&B surgery 1 pair of contacts >$100
services . every year .
Any, Any, Any°® Platinum only. 51090/§tay 530: 2 533'
H8098-009 $69 | $0 ’ Nolimitto | $1000/ $10 $30 $30 $30 | $30 $30 $100 $10 25%in 20% $30[$30; 1y $30 imi 25%
B A hospital stay Outpatient ' $100 limit for Outpatient
days Hospital eyewear Hospital
every year
Any, Any, Any® Gold
Plan A
H5820-002 30 $25
PFFS MA-PD
$10 co-pay for up
Py R A O el to 1 pair of glasses
Yy ‘;’ 4 every year, if
Ly so | so | s6700 combined with
RAD-Q IN &OON $269 $15-540 540, new frame $40:
FAFS WD Days 1-6 $299 (PCP or 250/‘; $10 co-pay $50 co-pay; 25%;
The limit NoImitio| pays1-6 | 950 o1 s40 #20 0| %40 | %40 #125 SCP | Outpatient 50; 50; 50; 50; 50; 50; 50; 50 Oral Exam; 340 (540: 1/ for 1 pair of | - $40 $10co-pay | maxannual Outpatient
Any, Any, Any® Gold includes ospita Days 1-20; No co-pay) Hospital $0-$50 $0-$50 259% 259% 250 250 250 259% 250 50 Routine Cleaning 2/yr; eyeglasses forlenses limit $100; Hospital
MA-Only Plan A Medicare- $0 No days $0 10% 25% $50 X 20% 20% $0 20% or 20% or 5% 5% X X . . . X . 20% - ! N/A or contact $0; 1/yr $50 $0; 1/yr | $0; 1/yr Yes $0 N/A N/A
$0 $45 Maximum o e o ~eo Outpatient [Outpatient| Outpatient |Outpatient| Outpatient |Outpatient|Outpatient $0 Fluoride; . .
H5820-026 covered $128 0%:-25% 0%:-25% Hospital | Hospital | Hospital | Hospital | Hospital | Hospital | Hospital $0-$75 Dental X-Ra lenses after Inlieu of glasses, |20% discount
PFFS MA-Only Parts Days 21-100 P P P P P P P Y cataract $10 co-pay for up to| on amount
A&B surgery 1 pair of contacts >$100
services every year
Any, Any, Any® Gold only.
MA-Only Plan B $0 $20 $100 limit for
H5820-029 eyewear
PFFS MA-Only every year
Anv any iAnygRlstinum ?\113 ﬁom/isttfoy $1000/ ?Qg}fz? 32& 3:‘(’2
Pt—;s;gzﬁ;\o_gaD $69 $0 hospital stay $10 $30 $30 $30 $30 $30 $100 SCPco-|  Outpatient $30  [$30; 1/yr $30 Outpatient
(Eys pay) Hospital Hospitil




