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Doctors HealthCare Plans, Inc. is an HMO with a Medicare contract. Enrollment
in Doctors HealthCare Plans, Inc. depends on contract renewal.

The benefits mentioned are part of a special supplemental program for chronically il
members with one of the following conditions: Diabetes mellitus, Cardiovascular disorders,
Chronic and disabling mental health conditions, Chronic heart failure, Chronic lung
disorder. This is not a complete list of qualifying conditions. Having a qualifying condition
alone does not mean you will receive the benefits. Other requirements apply.

This information is not a complete description of benefits. Call (786) 460-3427 or
(833) 342-7463 (TTY:711) from 8AM to 8PM, 7 days a week, for more information.



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

with a member services representative at (786) 460-3427 or toll-free

(833) 342-7463 (TTY:711), 7 days a week, 8AM to 8PM.

UNDERSTANDING THE BENEFITS

O

O

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 www.doctorshep.com/2025Plans/ or
call (786) 460-3427 or toll-free (833) 342-7463 (TTY:711) to view or request 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.

Review the Provider 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.

Review the Formulary or “Drug List” to make sure your prescription medications are included.

UNDERSTANDING IMPORTANT RULES

O

O

In addition to your monthly plan premium, you must continue to pay your Medicare Part B premium.
This premium is normally taken out of your Social Security check each month. If you have Medicaid,
your Part B premium may be paid by the state.

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2026.

DrPlus (HMO D-SNP) H4140-002 & DrFlex (HMO D-SNP) H4140-013: These plans are
dual eligible special needs plans (D-SNP). Your ability to enroll will be based on verification that you
are entitled to both Medicare and medical assistance from a state plan under Medicaid.

DrExtraCare (HMO C-SNP) H4140-004: This plan is a chronic condition special needs plan
(C-SNP), for people living with Chronic Heart Failure and/or Diabetes Mellitus. Your ability to enroll
will be based on verification that you have a qualifying specific severe or disabling chronic condition.

Effect on Current Coverage: If you are currently enrolled in a Medicare Advantage plan, your
current Medicare Advantage healthcare coverage will end once your new Medicare Advantage
coverage starts. If you have Tricare, your coverage may be affected once your new Medicare
Advantage coverage starts. Please contact Tricare for more information. If you have a Medigap
plan, once your Medicare Advantage coverage starts, you may want to drop your Medigap policy
because you will be paying for coverage you cannot use.
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2025 Summary of Benefits

DrMax (HMO) H4140-001
DrSelect (HMO) H4140-012

This is a summary of drug and health services covered by Doctors HealthCare Plans, Inc.,

beginning January 1, 2025, through December 31, 2025. The Summary of Benefits

does not list every service covered by the plan or list every limitation or exclusion. For

a complete list of covered services, please call us and ask for the Evidence of Coverage

(EOC), or you can view on our website at www.doctorshcp.com/2025Plans/.

WHO CAN JOIN

To join Doctors HealthCare Plans, Inc., you must
be entitled to Medicare Part A, be enrolled in
Medicare Part B and live in our service area.
The service area for DrMax & DrSelect is
Miami-Dade County.

HOW YOU CAN COMPARE
MEDICARE PLANS

For coverage and cost of original Medicare, look
in your current “Medicare & You” handbook. You
can order a handbook, find, and compare health
plans online at www.medicare.gov or by calling
1-800-MEDICARE (1-800-633-4227). TTY users
should call 1-877-486-2048. Hours of operation:
24 hours a day, 7 days a week.

WHAT WE COVER

Everything that Original Medicare covers and
much more including Medicare Part D drugs,
Part B drugs (such as chemotherapy and some
drugs administered by your provider). For more
information, please refer to the Evidence of

Coverage (EOC).
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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.

Important Message About What You Pay for
Vaccines: Our plan covers most Part D vaccines
at no cost to you. Call Member Services for

more information.

For a complete plan formulary (list of Part D
drugs) and information on any restrictions or
limitations, visit our website at: www.doctorshcp.
com/2025druglist/, or call us to obtain a copy of

the drug formulary.

With just a few easy steps, you can find

out what your covered drugs will cost.

Our plan groups medications into 6 tiers. The
amount you pay for the drug will depend on

what tier your drug is in. You will need to use your
formulary to determine the tier. Then, go to the
Summary of Benefits Prescription Drug section and
match your drug to the tier to determine the cost.

Generally speaking, members must use a
pharmacy in our network. You may get your
covered drugs from pharmacies not in our plan
only when you are unable to get your prescription
drugs from a pharmacy that is in our plan.

To find a pharmacy in our plan, see our
online Provider Directory on our website at
www.doctorshep.com/2025Providers/ or call

us fo obtain a copy.



WHICH DOCTORS, HOSPITALS AND
PHARMACIES CAN YOU USE?

Doctors HealthCare Plans, Inc., has a network of
doctors, hospital, pharmacies, and other providers.
Depending on your plan, you may need a referral
to visit a specialist. Except for emergency, urgent,
and preventive services, certain services require
prior authorization and/or referral.

To get detailed information about your
covered services, please see the Evidence
of Coverage (EOC).

DO YOU HAVE MEDICARE
AND MEDICAID?

If you are cost-share protected by the Florida
Medicaid, our providers aren’t allowed to collect
or bill you for services and items covered under
Medicare Part A and Part B, including deductibles,
coinsurance, and copayments. If a provider

asks you to pay, that'’s against the law. You may
however be responsible for a small Medicaid
copayment. If you are cost-share protected and
you are billed or asked to pay the provider for
deductibles, coinsurance, or copayments on
covered Medicare Part A and Part B services

tell your provider you are cost-share protected
and can't be charged. If you have already made
payment you have the right to a refund. If you have
any questions, call us at 1-833-342-7463, TTY-
711. We are open 7 days a week, 8am to 8pm.

ARE PRIOR AUTHORIZATIONS OR
REFERRALS REQUIRED?

For certain procedures, services and drugs, you
may need advanced approval. Please note that
services that may require a prior authorization

are noted with a “1” and services that may require
a referral are noted with a “2” in the benefit titles
listed in this booklet. For more information, you may
refer to your Evidence of Coverage.

To request a prior authorization and/or referral,
please contact your physician.

HOW TO REACH US

If you have any questions and
would like to reach us, please call
the phone numbers listed below or
visit us at www.doctorshcp.com.

If you are a member of this
plan, call Member Services at our
local number (786) 460-3427

or toll-free at (833) 342-7463
(TTY:711).

Hours of operation:

7 days a week, 8AM to 8PM EST.

If you are NOT a member of this
plan, you can call a licensed sales
agent at our local number

(786) 420-3427 or toll-free at
(833) 639-3427 (TTY:711).

Hours of operation:

7 days a week, 8AM to 8PM EST.

This document is available in other
formats such as braille, large print
or audio.

o @DoctorsHealthCarePlans
@ @DoctorsHCP




2025 Summary of Benefits

PREMIUMS AND
BENEFITS DrMax (HMO) H4140-001 DrSelect (HMO) H4140-012

$0: You must confinue to pay your
Medicare Part B premium.

Monthly Plan Premium

Deductible This plan does not have a deductible for

medical services.

$3,000 per year: This amount is

the most you will pay during the plan
year for in-network approved medical
services under our plan. Once you have
paid this amount, we pay 100% of your
covered services for the rest of the year,
excluding any prescription drug costs,
health expenses incurred during foreign
travel, or supplemental benefit costs.

Maximum Out-of-Pocket

(MOOP)

$0: You must continue to pay your
Medicare Part B premium.

This plan does not have a deductible for
medical services.

$3,000 per year: This amount is

the most you will pay during the plan
year for in-network approved medical
services under our plan. Once you have
paid this amount, we pay 100% of your
covered services for the rest of the year,
excluding any prescription drug costs,
health expenses incurred during foreign
travel, or supplemental benefit costs.

COVERED MEDICAL AND
HOSPITAL SERVICES

Inpatient Hospital Care'

$0 per admission: Our plan covers an

DrMax (HMO) H4140-001 DrSelect (HMO) H4140-012

$0 per admission: Our plan covers an

unlimited number of days for an inpatient | unlimited number of days for an inpatient

hospital stay.

$0 copay for:

* Lab services

+ Mental health care group and
individual therapy visits'

» Physical therapy, occupational
therapy, speech and language
therapy'2

+ Cardiac and pulmonary
rehabilitation services'

» Diagnostic procedures and test

* Basic radiology (x-ray) services'?

$50 copay for surgery at a hospital
or facility.!
$50 copay for observation services.

Outpatient Hospital Care

1

Outpatient Surgery —

Ambulatory Surgical Center | $25 copay'

(ASC)

Primary Care Physician (PCP) | $0 copay for primary care

physician visits.

You must select a PCP from the network.
$0 copay for specialist visits.

A referral is NOT required for

specialist visits.

Specialist

hospital stay.

$0 copay for:

* Lab services?

* Mental health care group and
individual therapy visits'

+ Physical therapy, occupational
therapy, speech and language
therapy'2

+ Cardiac and pulmonary
rehabilitation services'?

+ Diagnostic procedures and test?

+ Basic radiology (x-ray) services'?
$75 copay for surgery at a hospital
or facility."?
$75 copay for observation services.'

$25 copay'?

$0 copay for primary care

physician visits.

You must select a PCP from the network.
$0 copay for specialist visits."

A referral is required for

specialist visits.

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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Preventive Care Services

$0 copay for the following
supplemental preventative services:
+ Alcohol Misuse Screening &
Counseling
+ Annual Wellness Visit
« Bone Mass Measurement
« Cardiovascular Disease
Screening Test
» Cervical Cancer Screening
« Colorectal Cancer Screening
+ Counseling to Prevent
Tobacco Use
« COVID-19 Vaccine
& Administration
* Depression Screening
+ Diabetes Screening

» Diabetes Self-Management Training

¢ Flu Shot & Administration
+ Glaucoma Screening
* Hepatitis B Screening
+ Hepatitis B Shot & Administration
* Hepatitis C Screening
* HIV Screening
» IBT for Cardiovascular Disease
« |BT for Obesity
« Initial Preventive Physical Exam
* Lung Cancer Screening
« Mammography Screening
+ Medical Nutrition Therapy
 Medicare Diabetes
Prevention Program
* Pneumococcal Shot
& Administration
« Prolonged Preventive Services
* Prostate Cancer Screening
¢ Screening Pap Test
» Screening Pelvic Exam
« STl Screening & HIBC
to Prevent STls
+ Ultirasound AAA Screening

Any extra preventive services approved

by Medicare during the contract
year will be covered. When you use

doctors in this plan, 100% of the cost of
preventive care screenings are covered.

COVERED MEDICAL AND
HOSPITAL SERVICES DrMax (HMO) H4140-001 DrSelect (HMO) H4140-012

$0 copay for the following
supplemental preventative services:
+ Alcohol Misuse Screening &
Counseling
« Annual Wellness Visit
« Bone Mass Measurement
» Cardiovascular Disease
Screening Test
» Cervical Cancer Screening
« Colorectal Cancer Screening
+ Counseling to Prevent
Tobacco Use
« COVID-19 Vaccine
& Administration
* Depression Screening
+ Diabetes Screening
» Diabetes Self-Management Training
¢ Flu Shot & Administration
+ Glaucoma Screening
¢ Hepatitis B Screening
+ Hepatitis B Shot & Administration
* Hepaititis C Screening
* HIV Screening
« IBT for Cardiovascular Disease
« |BT for Obesity
« Initial Preventive Physical Exam
* Lung Cancer Screening
« Mammography Screening
+ Medical Nutrition Therapy
+ Medicare Diabetes Prevention
Program
* Pneumococcal Shot
& Administration
« Prolonged Preventive Services
* Prostate Cancer Screening
* Screening Pap Test
+ Screening Pelvic Exam
« STl Screening & HIBC
to Prevent STls
+ Ultirasound AAA Screening
Any extra preventive services approved
by Medicare during the contract
year will be covered. When you use
doctors in this plan, 100% of the cost of
preventive care screenings are covered.

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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2025 Summary of Benefits (continued)

COVERED MEDICAL AND
HOSPITAL SERVICES DrMax (HMO) H4140-001 DrSelect (HMO) H4140-012

Emergency Care
Urgent Care

Worldwide Emergency and
Urgent Care Services

Diagnostic Services

$75 copay, waived if admitted within
24 hours.

$0 copay

$125 copay for emergency services
obtained outside the U.S.

$25 copay for urgent care services
obtained outside the U.S.

This plan may cover emergency care,
urgent care and transportfation up to a
$50,000 limit. The plan will reimburse
you for our share of the cost up to the
Medicare allowable charge. If the cost
of the service is more than $50,000 you
will have to pay the difference.

Diagnostic procedures and tests:
+ $0 copay at your primary care
physician’s office
« $0 copay at a specialist's office
« $0 copay at a hospital facility as
an outpatient
Basic radiology (X-ray) services:
+ $0 copay at your primary care
physician’s office
+ $0 copay at a specialist’s office"?
+ $0 copay at a freestanding
radiological facility"2
« $0 copay at a hospital facility as
an outpatient'?
Diagnostic radiology services (includes
advanced imaging services such as
MRI, MRA and CT Scans):
« $0 copay at your primary care
physician’s office
+ $0 copay at a specialist’s office"?
+ $0 copay at a freestanding
radiological facility"2
« $75 copay at a hospital facility as
an outpatient'?
Therapeutic radiology (radiation
therapy) services:"?
+ $75 copay
Lab services:
+ $0 copay

$75 copay, waived if admitted within
24 hours.

$0 copay

$125 copay for emergency services
obtained outside the U.S.

$25 copay for urgent care services
obtained outside the U.S.

This plan may cover emergency care,
urgent care and fransportfation up to a
$50,000 limit. The plan will reimburse
you for our share of the cost up to the
Medicare allowable charge. If the cost
of the service is more than $50,000 you
will have to pay the difference.

Diagnostic procedures and tests:
« $0 copay at your primary care
physician’s office
« $0 copay at a specidlist's office?
« $0 copay at a hospital facility as
an outpatient?
Basic radiology (X-ray) services:
+ $0 copay at your primary care
physician’s office
« $0 copay at a specialist’s office"?
« $0 copay at a freestanding
radiological facility"2
+ $0 copay at a hospital facility as
an outpatient'?
Diagnostic radiology services (includes
advanced imaging services such as
MRI, MRA and CT Scans):
« $0 copay at your primary care
physician’s office
+ $0 copay at a specialist’s office"?
+ $0 copay at a freestanding
radiological facility"2
« $75 copay at a hospital facility as
an outpatient'?
Therapeutic radiology (radiation
therapy) services:"?
« $75 copay
Lab services:?
« $0 copay

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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COVERED MEDICAL AND
HOSPITAL SERVICES

Hearing Services

Dental Services — Preventive

Dental Services —
Comprehensive'

DrMax (HMO) H4140-001 DrSelect (HMO) H4140-012

$0 copay for routine hearing exam.
$0 copay for hearing aid fitting/
evaluation every 2 calendar years.
Up to $1,350 allowance for hearing
aids every 2 calendar years.

$0 copay for the following preventive
dental services:
+ Oral exam, up fo 2 per
calendar year
+ Prophylaxis cleaning(s), up fo 2 per
calendar year
* Fluoride, up to 2 per calendar year
« Bitewing x-rays, up to 2 per
calendar year
* Panoramic x-ray, up to 1 per
3 calendar years

$0 copay for the following
supplemental dental services:
« Fillings (amalgam or resin), up to
6 per calendar year
» Extractions, up to 4 per calendar year
¢ Root canal, up to 1 per calendar year
+ Crowns, up fo 2 per calendar year
+ Implants, up to 2 per calendar year
» Scaling and root planing (deep
cleaning), up to 1 per quadrant per
2 years
+ Dentures, up to 1 full upper and
1 full lower denture per 5 years or
1 partial upper and 1 partial lower
denture per 5 calendar years
You must visit a participating
dental network provider to receive
dental benefits. Please refer to the
plans website www.doctorshcp.
com/2025Providers/ for participating
dental providers.

$0 copay for routine hearing exam.
$0 copay for hearing aid fitting/
evaluation every 2 calendar years.
Up to $1,350 allowance for hearing
aids every 2 calendar years.

$0 copay for the following preventive
dental services:
« Oral exam, up fo 2 per
calendar year
+ Prophylaxis cleaning(s), up fo 2 per
calendar year
« Fluoride, up to 2 per calendar year
« Bitewing x-rays, up to 2 per
calendar year
¢ Panoramic x-ray, up fo 1 per
3 calendar years

$0 copay for the following
supplemental dental services:
« Fillings (amalgam or resin), up to
2 per calendar year
» Extractions, up to 4 per calendar year
¢ Root canal, up to 1 per calendar year
« Crown, up to 1 per calendar year
+ Implant, up to 1 per calendar year
+ Scaling and root planing (deep
cleaning), up to 1 per quadrant per
2 years
+ Dentures, up to 1 full upper and
1 full lower denture per 5 years or
1 partial upper and 1 partial lower
denture per 5 calendar years
You must visit a participating
dental network provider to receive
dental benefits. Please refer to the
plans website www.doctorshcp.
com/2025Providers/ for participating

dental providers.

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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2025 Summary of Benefits (continued)

COVERED MEDICAL AND
HOSPITAL SERVICES DrMax (HMO) H4140-001 DrSelect (HMO) H4140-012

Vision Services

Mental Health Care —
InPatient'

Mental Health Care
Services — Outpatient

$0 copay for eye exams.

Up to $400 allowance for eyeglasses

and/or contact lenses per calendar year.
or

Up to 3 pairs of eyeglasses at no cost
from the iCare Grand Lux Collection per
calendar year.

$0 copay per stay: Our plan has a
lifetime limit of 190 days for inpatient
mental health care in a psychiatric
hospital. This limit does not apply

to inpatient mental health services
provided in a general hospital. Our
plan also covers 60 “lifetime reserve
days.” These are “extra” days that we
cover. If your hospital stay is longer
than 90 days, you can use these extra
days. But once you have used up these
extra 60 days, your inpatient hospital
coverage will be limited to 90 days.
$0 copay: Group'

$0 copay: Individual

Includes outpatient treatment for mental
illness and /or substance abuse.

$0 copay for eye exams.

Up to $400 allowance for eyeglasses

and,/or contact lenses per calendar year.
or

Up to 3 pairs of eyeglasses at no cost

from the iCare Grand Lux Collection per
calendar year.

$0 copay per stay: Our plan has a
lifetime limit of 190 days for inpatient
mental health care in a psychiatric
hospital. This limit does not apply

to inpatient mental health services
provided in a general hospital. Our
plan also covers 60 “lifetime reserve
days.” These are “extra” days that we
cover. If your hospital stay is longer
than 90 days, you can use these extra
days. But once you have used up these
extra 60 days, your inpatient hospital
coverage will be limited to 90 days.
$0 copay: Group'?

$0 copay: Individual'2

Includes outpatient treatment for mental
illness and /or substance abuse.

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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PART D PRESCRIPTION DRUG BENEFITS FOR DrMax & DrSelect

Deductible

Initial Coverage Phase

Tier 1: Preferred Generics
Tier 2: Generics

Tier 3: Preferred Brands

Tier 4: Non-Preferred Drugs

Tier 5: Specialty

Tier 6: Supplemental Drugs

These plans have no deductible.

DrMax (HMO) & DrSelect (HMO): You pay the following until you reach your
maximum annual out-of-pocket (OOP) threshold of $2,000 for Part D drugs.

TIERS RETAIL COST-SHARING MAIL-ORDER COST-SHARING

$0 copay for 30-day supply

$0 copay for 90-day supply

$0 copay for 30-day supply

$0 copay for 90-day supply

$0 copay for 30-day supply

$0 copay for 90-day supply

$55 copay for 30-day supply

$165 copay for 90-day supply

(You pay no more than $35 per month
supply of each covered insulin product
on this tier.)

33% coinsurance for 30-day supply
(You pay no more than $35 per month
supply of each covered insulin product
on this tier))

$0 copay for 30 day-supply
$0 copay for 90-day supply

$0 copay for 30-day supply

$0 copay for 90-day supply

$0 copay for 30-day supply

$0 copay for 90-day supply

$0 copay for 30-day supply

$0 copay for 90-day supply

$55 copay for 30-day supply

$165 copay for 90-day supply

(You pay no more than $35 per month
supply of each covered insulin product
on this tier.)

33% coinsurance for 30-day supply
(You pay no more than $35 per month
supply of each covered insulin product
on this tier))

$0 copay for 30 day-supply
$0 copay for 90-day supply

A long-term supply (also called an “extended supply”) is available for all drugs in Tiers 6 and certain drugs
in Tiers 1-4. Drugs in Tiers 1-4 that are not available for long-term supply are indicated with “NDS” in the
formulary. A long-term supply is not available for any drugs in Tier 5 - Specialty Tier.

Tiers 1, 2 and 6 Drugs are covered at $0 copayment throughout all your benefit stages.

Some drugs can be filled for up to 100 days’ supply. These will be noted in the formulary

with a “100 DS” symbol.

Non-Formulary drugs approved via the Formulary Exception process will be subject to the
Tier 5-Specialty Tier coinsurance.

VACCINES

Important Message About What You Pay for Vaccines: Our plan covers most Part D vaccines
at no cost to you. Call Member Services for more information.

INSULIN

Important Message About What You Pay for Insulin: You won't pay more than $35 for a one-month
supply (no more than $70 for a two-month supply and $105 for a three-month supply) of each insulin
product covered by our plan, no matter what cost-sharing tier it's on and this is applicable throughout

all coverage stages.

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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2025 Summary of Benefits (continued)

CATASTROPHIC COVERAGE FOR DrMax & DrSelect

Once your annual out-of-pocket (OOP) threshold of $2,000 is reached, you enter the Catastrophic Phase.
You will stay in this payment stage until the end of the calendar year. During this stage, the plan pays the full
cost for your covered Part D drugs and for excluded drugs that are covered under our enhanced benefit.
You pay nothing.

SUPPLEMENTAL DRUG COVERAGE AND VITAMINS FOR DrMax & DrSelect

Our plan offers additional coverage of some prescription drugs not normally covered in a Medicare
prescription drug plan under our enhanced benefit (Tier 6 — Supplemental Drugs). Covered drugs include:

»  Some drugs used for the relief of cough and cold symptoms, such as benzonatate.

» Some prescription vitamins, such as ergocalciferol (Vitamin D2) oral and cyanocobalamin (Vitamin
B12) injectable with a limit of 10mLs per month.

»  Some erectile dysfunction drugs, such as sildenafil (generic for Viagra®) and tadalafil (generic for
Cialis®), with a limit of four (4) tablets per month.

Your Plan’s Formulary includes additional information about all drugs covered under this benefit.

ADDITIONAL PRESCRIPTION DRUG INFORMATION FOR DrMax & DrSelect

If you receive “Extra Help”, you pay whichever is less: your plan cost-share or the Low Income Subsidy (LIS)
cost-share. Please refer to your LIS Rider for the specific amount you pay.

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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CONTINUATION
OF BENEFITS DrMax (HMO) H4140-001 DrSelect (HMO) H4140-012

Part B Drugs'

Skilled Nursing Facility (SNF)'

Physical Therapy'?

Ambulance

Transportation

0% coinsurance for select Nebulized
Medications.
These include: Albuterol Sulfate,
Budesonide, Cromolyn Sodium,
Ipratropium Bromide, |pratropium-
Albuterol and Levalbuterol HCL
0%-20% coinsurance for:
+ Chemotherapy/radiation drugs
« Other Part B Drugs
« Part B Insulins (not to exceed $35
monthly)
$0 copay for administration of
Part B Drugs.

$0 copay per day for days

1 through 20.

$60 copay per day for days

21 through 100.

Our plan covers up to 100 days in

a SNF per benefit period. A benefit
period begins the day you're admitted
as an inpatient and ends when you
haven't received any inpatient hospital
care or skilled care in a SNF for 60
days in a row. If you go into a hospital or
SNF after one benefit period has ended,
a new benefit period begins. There's no
limit to the number of benefit periods.

$0 copay

$125 copay per trip for emergency
ground ambulance services.

20% coinsurance per trip for
emergency air ambulance services.

$0 copay for unlimited frips to plan-
approved locations per calendar year.
You must call our contracted
transportation vendor to schedule an
appointment.

0% coinsurance for select Nebulized
Medications.
These include: Albuterol Sulfate,
Budesonide, Cromolyn Sodium,
Ipratropium Bromide, Ipratropium-
Albuterol and Levalbuterol HCL
0%-20% coinsurance for:
+ Chemotherapy/radiation drugs
« Other Part B Drugs
« Part B Insulins (not to exceed $35
monthly)
$0 copay for administration of
Part B Drugs.

$0 copay per day for days

1 through 20.

$60 copay per day for days

21 through 100.

Our plan covers up to 100 days in

a SNF per benefit period. A benefit
period begins the day you're admitted
as an inpatient and ends when you
haven't received any inpatient hospital
care or skilled care in a SNF for 60
days in a row. If you go into a hospital or
SNF after one benefit period has ended,
a new benefit period begins. There's no
limit to the number of benefit periods.

$0 copay
$125 copay per trip for emergency
ground ambulance services.

20% coinsurance per trip for
emergency air ambulance services.

$0 copay for unlimited trips to plan-
approved locations per calendar year.
You must call our contracted
transportation vendor to schedule an
appointment.

Outpatient Rehabilitation

$0 copay per visit for:
+ Cardiac rehabilitation services'
« Pulmonary rehabilitation services'
+ Occupational therapy services'?
» Supervised Exercise Therapy (SET)
services'

$0 copay per visit for:
+ Cardiac rehabilitation services'?
« Pulmonary rehabilitation services'?
« Occupational therapy services'
» Supervised Exercise Therapy (SET)
services'"?

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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2025 Summary of Benefits (continued)

CONTINUATION

OF BENEFITS

DrMax (HMO) H4140-001 DrSelect (HMO) H4140-012

Podiatry Services

$0 copay Medicare-covered foot care.

$0 copay routine foot care, up to
6 visits per year.

Renal Dialysis'?

20% coinsurance

$0 copay Medicare-covered foot care.
$0 copay routine foot care, up to
6 visits per year.

20% coinsurance

Telehealth Services

$0 copay per telehealth visit for:!

Primary Care Physician Services
Occupational Therapy Services
Physician Specialists Services
Individual Sessions for Mental
Health Specialty

Group Sessions for Mental Health
Specialty

Podiatry Services

Other Health Care Professional
Services

Individual Sessions for Psychiatric
Services

Group Sessions for Psychiatric
Services

Physical Therapy and Speech-
Language Pathology Services
Opioid Treatment Program Services
Individual Sessions for Outpatient
Substance Abuse

Group Sessions for Outpatient
Substance Abuse

Kidney Disease Educational
Services

Diabetes Self-Management Training

$0 copay per telehealth visit for:2

Primary Care Physician Services
Occupational Therapy Services
Physician Specialists Services
Individual Sessions for Mental
Health Specialty

Group Sessions for Mental Health
Specialty

Podiatry Services

Other Health Care Professional
Services

Individual Sessions for Psychiatric
Services

Group Sessions for Psychiatric
Services

Physical Therapy and Speech-
Language Pathology Services
Opioid Treatment Program Services
Individual Sessions for Outpatient
Substance Abuse

Group Sessions for Outpatient
Substance Abuse

Kidney Disease Educational
Services

Diabetes Self-Management Training

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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MEDICAL EQUIPMENT

AND SUPPLIES

Durable Medical Equipment
(DME)'

Prosthetic Devices'

Diabetic Supplies'

Therapeutic Shoes or Inserts;
Medicare-covered'

DrMax (HMO) H4140-001 DrSelect (HMO) H4140-012

20% coinsurance for covered items,
including but not limited to:
+ Powered wheelchairs
« Powered mattress systems
+ Non-preferred continuous blood
glucose monitors (CBGMs)
+ And other electric devices

0% coinsurance for:

+ CPAP machines

» Preferred continuous blood glucose
monitors (CBGM’s).
The Plan’s preferred continuous
blood glucose monitors (CBGM'’s)
include: Freestyle®Libre, Dexcom
G6 and Dexcom G7.

+ And all other medical equipment

A Prior Authorization is required for
non-preferred CBGM's.

The list of preferred vendors and
manufacturers for durable medical
equipment (DME) can be found in
your EOC and online at
www.doctorshcp.com/2025Plans/.

20% coinsurance for braces/
artificial limbs.

0% coinsurance for all other
prosthetic devices.

0% coinsurance for preferred
glucometers, test strips, lancets, lancet
devices and control solutions.

The Plan’s Preferred Diabetic Supplies
include Abbott products: FreeStyle®
Lite, FreeStyle® Freedom Lite,

Precision Xtra and Trividia products:

True Metrix.

20% coinsurance for non-preferred
glucometers, test strips, lancets, lancet
devices and control solutions. A Prior
Authorization is only required for non-
preferred glucometers and test strips.

0% coinsurance

20% coinsurance for covered items,
including but not limited to:
+ Powered wheelchairs
« Powered mattress systems
« Non-preferred continuous blood
glucose monitors (CBGMs)
« And other electric devices

0% coinsurance for:

+ CPAP machines

» Preferred continuous blood glucose
monitors (CBGM’s).
The Plan’s preferred continuous
blood glucose monitors (CBGM'’s)
include: Freestyle®Libre, Dexcom
G6 and Dexcom G7.

+ And all other medical equipment

A Prior Authorization is required for
non-preferred CBGM's.

The list of preferred vendors and
manufacturers for durable medical
equipment (DME) can be found in
your EOC and online at
www.doctorshcp.com/2025Plans/.

20% coinsurance for braces/
artificial limbs.

0% coinsurance for all other
prosthetic devices.

0% coinsurance for preferred
glucometers, test strips, lancets, lancet
devices and control solutions.

The Plan’s Preferred Diabetic Supplies
include Abbott products: FreeStyle®
Lite, FreeStyle® Freedom Lite,
Precision Xtra and Trividia products:
True Metrix.

20% coinsurance for non-preferred
glucometers, test strips, lancets, lancet
devices and control solutions. A Prior
Authorization is only required for non-
preferred glucometers and fest strips.

0% coinsurance

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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2025 Summary of Benefits (continued)

WELLNESS PROGRAMS
Prepaid Card*

Health Education

Fitness Benefit

Meals Benefit'2

Over-the-Counter (OTC)

Benefit

Chiropractor Care

DrMax (HMO) H4140-001

Not covered

Interactive sessions with a certified
health educator for members

who qualify.

$0 copay: Membership and access
to fitness facilities, healthy aging
coaching, home fitness kits and fitness
education materials.

$0 copay for up to 16 meals per
calendar year following discharge
from hospital.

$75 monthly

Unused OTC amounts do not roll over
from month to month. Please visit www.
cvs.com/otchs/doctorshep to see a list
of covered over-the-counter items.

$0 copay Medicare-covered
chiropractic services.

$0 copay routine chiropractic care, up
to 12 visits per year.

DrSelect (HMO) H4140-012

$122 monthly on a prepaid card to be
used at approved locations to purchase
groceries and over-the-counter (OTC)
products. Amounts do not roll over from
month to month. Funds will be available
at the beginning of the month.

The prepaid card is only available to
members with certain chronic health
conditions. Refer to your Evidence of
Coverage (EOC) for details.

*The benefits mentioned are part of

a special supplemental program for
chronically ill members with one of the
following conditions: Diabetes mellitus,
Cardiovascular disorders, Chronic and
disabling mental health conditions,
Chronic heart failure, Chronic lung
disorder. This is not a complete list

of qualifying conditions. Having a
qualifying condition alone does not
mean you will receive the benefits.
Other requirements apply.

Interactive sessions with a certified
health educator for members

who qualify.

$0 copay: Membership and access
to fitness faciliies, healthy aging
coaching, home fitness kits and fitness
education materials.

$0 copay for up to 16 meals per
calendar year following discharge
from hospital.

Please refer to your benefit labeled
“Prepaid Card”

$0 copay Medicare-covered
chiropractic services.

$0 copay routine chiropractic care, up
to 12 visits per year.

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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WELLNESS PROGRAMS

Acupuncture

Home Health Services

DrMax (HMO) H4140-001

$0 copay Medicare-covered
acupuncture treatments.

$0 copay supplemental acupuncture
treatments, up to 20 visits per year.

$0 copay for limited skilled nursing care
and certain other health services you
get in your home for the treatment of an
illness or injury.

Number of covered visits is based on
medical need as determined by your
physician and authorized by the plan.

DrSelect (HMO) H4140-012

$0 copay Medicare-covered
acupuncture treatments.

$0 copay supplemental acupuncture
treatments, up to 20 visits per year."?

$0 copay for limited skilled nursing care
and certain other health services you
get in your home for the treatment of an
illness or injury."?

Number of covered visits is based on
medical need as determined by your
physician and authorized by the plan.

Services with a “1” may need prior authorization from the plan. Services with a “2” may need a referral from your primary care physician (PCP).
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Notice Informing Individuals
About Nondiscrimination and
Accessibility Requirements

Doctors HealthCare Plans, Inc. complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex (including pregnancy, sexual orientation,
and gender identity). Doctors HealthCare Plans, Inc. does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex (including pregnancy, sexual orientation, and
gender identity).

Doctors HealthCare 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:
- Quadlified interpreters
- Information written in other languages

* If you need these services, contact Member Services/Civil Rights.

If you believe that Doctors HealthCare Plans has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex (including pregnancy, sexual
orientation, and gender identity), you can file a grievance with:

Doctors HealthCare Plans, Inc.
Attn: Member Services/Civil Rights
2020 Ponce De Leon Blvd, PHI

Coral Gables, FL 33134

Telephone: 833-342-7463 (TTY: 711)
Fax: 786-578-0293,

Email: civilrights@doctorshcp.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Member Services/Civil Rights, 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 https://www.hhs.gov/ocr/complaints/index.html.




FORM APPROVED
OMB# 0938-1421

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 833-342-7463 (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 833-
342-7463 (TTY:711). Alguien que hable espafiol le podrd ayudar. Este es un servicio gratuito.

Chinese Mandarin: ([ 14& Gt 5% By BIE ARS, A B (RRER TR R A RSB E FT5E 17, R GHFE
SLEE AR SE B 833-342.7463 (TTY:711) AT X TIEA RIRAFEH I L, R —TRIE o
Chinese Cantonese: & ¥ H M st Z 4k BT abF A 58 M, BB MR R REZ N FH
BT, HAE 833-342.7463 [TTY-711), RPHH XA B L2 A AR, & 2 BLH .
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 833-342-7463 (TTY:711). Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre & toutes vos questions relatives &
notre régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 833-342-7463 (TTY:711). Un interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.
Vietnamese: Ching t6i c6 dich vu thong dich mién phi dé tra |Gi cac cau hoi vé chudng suic khde va chuong
trinh thuéc men. Néu qui vi can théng dich vién xin goi 833-342-7463 (TTY:711) sé€ c6 nhan vién ndi tiéng
Viét gilip d3 qui vi. Day la dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 833-342-7463 (TTY:711). Man wird lhnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: ZAt= 2|2 Hel = E EH0)| 2ot ZE0| Bl E2|0xt 8 S MH|AE M35 f UAELICH.
S99 MH[AE 0| E5tHH Iﬁef 833 342-7463 (TTY:711)HO 2 Eolsf FHA|L. orame SHe ctekxizt =of
EF AYULICL O] MH|A= REE RIELICL

Russian: Ecnu y Bac BO3HUKHYT BONPOCH OTHOCUTENBHO CTPAXOBOFO MAM MEAUKAMEHTHOTO MNAHQ, Bbl
MOXeTe BOCMOMb30BATLCS HALMMM BECMNATHBIMU YCITYTOMM NEepPeBoaYMKoB. HTobbl BOCMONb30BATLCS
YCNyramu nepeBoaymKa, no3soHute Ham no tenedoHy 833-342-7463 (TTY:711).Bam okaxeT nomos
COTPYAHMK, KOTOPbIM roBopMT no-pyccku. [lanHas ycnyra 6ecnnatHas.

Arabic: al i) el Aol 3005 il (51 e A Al (5 il il asd s
(el a st | 833-342-7463 (TTY:711) e L Juai¥) (5 s clile (il (5 558 aa jin e J ol
ilae dadd o3 liseluay A pall Crats L
Hindi: 871 T_q1H_2_J AT ] b1 AT & TR H AP ! {1 T_T0 T 6 a7 7 b B gHR I8
%Eqaw%@amwﬁ Y €. UF QTG 9T F B 1Y, TH 7 833-342-7463 (TTY:711) W
L. BIS q_A%_af 1 Fed_ 2 a1 & TP 7L B qebelT 2. T U qH_d Gal 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 833-342-7463 (TTY:711). Un nostro
incaricato che parla ltalianovi fornira I'assistenza necessaria. E un servizio gratuito.
Portuguese: Dispomos de servicos de interpretacdo gratuitos para responder a qualquer questdo que tenha
acerca do nosso plano de sadde ou de medicacdo. Para obter um intérprete, contacte-nos através do nimero
833-342-7463 (TTY:711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.
French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen konsénan plan
medikal oswa dwodg nou an. Pou jwenn yon entépreét, jis rele nou nan 833-342-7463 (TTY:711). Yon moun ki
pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.
Polish: Umozliwiamy bezptatne skorzystanie z ustug tumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzystaé z pomocy tumacza
znajqcego jezyk polski, nalezy zadzwonié pod numer 833-342-7463 (TTY:711). Ta us’fugo jest bezptatna.
Japanese: St DR 2R IRIEC Fm Lﬁﬁji/ ICBIIT2CEMICBBER T 270 (. B\EOBRY
—l:zb\awi@uéui% WBERE RSB ICIE. 833-342-7463 (TTY:711) ICHBEES T L\ HAE
EIAE DTNV ELET, N iﬁﬂ@ﬂ EXTY, FORM CMS-10802 | (EXPIRES 12/31/25)




