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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 Dual
Plus (HMO D-SNP). 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/EOC 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, be eligible for full
Oregon Health Plan (Medicaid) benefits and live in our service area. Our service area includes Clackamas,
Multnomah, and Washington counties in Oregon.

Get In Touch

Questions? We're here to help seven days a week from 8 a.m. to 8 p.m. (Pacific Time).
+ 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, look 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.
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Providence Medicare Dual Plus (HMO D-SNP)

Monthly Plan Premium

Annual Medical Deductible

Maximum Out-of-Pocket (does
not include prescription drugs)

Benefits

Inpatient Hospital Coverage?!

Outpatient Hospital Coverage?!

Ambulatory Surgical Center (ASC)
Services?

$0

$0

You are not responsible for paying any out-of-pocket costs toward
the maximum out-of-pocket amount for covered Part A and Part B
services.

Your yearly limit(s) in this plan in-network: $9,350

In-Network
Providence Medicare Dual Plus (HMO D-SNP):

$0 copayment for inpatient hospital

Oregon Health Plan (Medicaid):

$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for outpatient surgery at a hospital facility

Oregon Health Plan (Medicaid):

$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for outpatient surgery at an Ambulatory
Surgical Center

Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services

1 Services may require prior authorization. See the Evidence of Coverage for more information.
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Providence Medicare Dual Plus (HMO D-SNP)

Benefits

Primary Care
Provider Visit

Doctor Visits

Specialist Visit

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

Emergency Care

Urgently Needed Services

In-Network

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for primary care visits

Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for specialist visits

Oregon Health Plan (Medicaid):

$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
You pay nothing for all preventive services covered under Original
Medicare

Oregon Health Plan (Medicaid):

$0 copayment for Medicaid-covered services
Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for emergency care

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

Oregon Health Plan (Medicaid):

$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):

$0 copayment for urgently needed services

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

Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services

1 Services may require prior authorization. See the Evidence of Coverage for more information.
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Providence Medicare Dual Plus (HMO D-SNP)

Benefits

Diagnostic Services/
Labs/Imaging

Hearing
Services

Dental Services

Diagnostic Radiology
Services (e.g., MRI,

ultrasounds, CT scans)
1

Therapeutic Radiology
Services?t

Outpatient X-rays

Diagnostic Tests and
Procedures?

Lab Services?

Medicare-Covered

Medicare-Covered?

Other/Non-Medicare-
Covered

In-Network

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for diagnostic radiology services

Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for therapeutic radiology services

Oregon Health Plan (Medicaid):

$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for outpatient x-rays

Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for diagnostic tests and procedures

Oregon Health Plan (Medicaid):

$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment

Oregon Health Plan (Medicaid):

$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment

Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment

Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$1,900 allowance per calendar year for any dental services of your
choosing

Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services

1 Services may require prior authorization. See the Evidence of Coverage for more information.
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Providence Medicare Dual Plus (HMO D-SNP)

Benefits In-Network

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment per exam

Medicare-Covered $0 copayment for glaucoma screening
Exams/Screening Oregon Health Plan (Medicaid):

$0 copayment for Medicaid-covered services; once every 24 months
for adults age 21 or older

Providence Medicare Dual Plus (HMO D-SNP):

Allowance of one routine vision exam per calendar year at $0

copayment (including refraction)
Routine Exam

@ Oregon Health Plan (Medicaid):
o $0 copayment for Medicaid-covered services; once every 24 months
E for adults age 21 or older
n
g Providence Medicare Dual Plus (HMO D-SNP):
5 $0 copayment for the total cost for one pair of Medicare-covered
> Medicare-Covered eyeglasses or contact lenses after each cataract surgery
Eyewear Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services; only for specific
medical conditions
Providence Medicare Dual Plus (HMO D-SNP):
Allowance of up to $250 per calendar year for any combination of
Routine Eyeglasses or routine prescription eyewear
Contact Lenses Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services; only for specific
medical conditions
@ Providence Medicare Dual Plus (HMO D-SNP):
O . . ..
E Inpatient Visitt $0 copayment for inpatient visits
n Oregon Health Plan (Medicaid):
§ $0 copayment for Medicaid-covered services
(1]
£ _ o . Providence Medicare Dual Plus (HMO D-SNP):
=  Outpatient Individual $0 copayment for outpatient therapy visits
= and Group Thera
o Visit? P by Oregon Health Plan (Medicaid):
= $0 copayment for Medicaid-covered services
Benefits In-Network

Providence Medicare Dual Plus (HMO D-SNP):
Skilled Nursing Facility (SNF) 1 $0 copayment for days 1-20
$0 copayment each day for days 21-100
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Providence Medicare Dual Plus (HMO D-SNP)

Physical Therapy?

Ambulance!

Transportation (This plan
includes non-medical
transportation)

Medicare Part B Drugs?

Meal Delivery Program (post-
discharge only)

Over-the-Counter
ltems

Pre-loaded

Debit Card
Food and Produce*

H9047_2025PD_PHA830_M

Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services. Medicaid covers up to
20 days in a SNF.

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for physical therapy

Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for ambulance services

Oregon Health Plan (Medicaid):

$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for 36 one-way trips (max of 25 miles each)

Oregon Health Plan (Medicaid):

$0 copayment for Medicaid-covered services; non-emergency
medical transportation to covered appointments

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for Part B Drugs (insulin cost share up to $35 per
month)

Oregon Health Plan (Medicaid):
$0 copayment for Medicaid-covered services

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for 2 meals per day for 28 days, following a qualifying
inpatient hospitalization

Oregon Health Plan (Medicaid):
Not covered

Providence Medicare Dual Plus (HMO D-SNP):

$150 allowance every three months (retail card, catalog, online, mail,
and telephonic ordering). You can also use your card to buy eligible
healthy food items like produce, dairy products, meats, and more.

Unspent dollars will rollover from quarter to quarter, then expire at
the end of the 2025 calendar year.

Oregon Health Plan (Medicaid):

Not covered

* This benefit is part of a special supplemental program for the
chronically ill. Members with diabetes mellitus, chronic and disabling
mental health conditions, cardiovascular disorders, chronic lung
disorders, neurologic disorders, and other eligible conditions not
listed may qualify to receive this benefit. Eligibility for this benefit
cannot be guaranteed based solely on your condition. All applicable
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Providence Medicare Dual Plus (HMO D-SNP)

Personal Emergency Response
System (PERS)

Wellness Program

eligibility requirements must be met before the benefit is provided.
For more details, please contact us at 800-603-2340 (TTY: 711), 8
a.m. to 8 p.m. (Pacific Time), seven days a week.

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment

Oregon Health Plan (Medicaid):

Not covered

Providence Medicare Dual Plus (HMO D-SNP):
$0 copayment for monthly gym membership with participating fitness
clubs

Oregon Health Plan (Medicaid):

Not covered

1 Services may require prior authorization. See the Evidence of Coverage for more information.
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Prescription Drug Benefits
Providence Medicare Dual Plus (HMO D-SNP)

Prescription Drug Deductible

Yearly Deductible You do not have a deductible.

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

Initial Coverage $2,000.

For Generic Drugs (including brand drugs treated as generic)

You Pay: You pay $0 copayment

For All Other Drugs

You Pay: You pay $0 copayment

You may get your drugs at network retail pharmacies and mail
order pharmacies.

After your yearly out-of-pocket drug costs (including drugs purchased
Catastrophic Coverage through your retail pharmacy and through mail order) reach $2,000,
you pay nothing for all drugs.

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

Providence Medicare Dual Plus (HMO D-SNP)

Summary of Oregon Health Plan (Medicaid) Covered Services

The benefits described in the Premium and Benefit section of the Summary of Benefits are covered by
Providence Medicare Dual Plus (HMO D-SNP). For certain members, the Oregon Health Plan (Medicaid)
may only pay cost-sharing amounts for services that the Oregon Health Plan (Medicaid) would normally
cover. Please contact the Oregon Health Plan (Medicaid) or your Coordinated Care Organization for more
information. Providence Medicare Dual Plus (HMO D-SNP) members who are enrolled with Providence
through Health Share of Oregon for the Oregon Health Plan (Medicaid) will not have out-of-pocket costs
for any Medicare-covered medical service. Prescription drug cost-sharing amounts still apply.

Detailed information regarding your Oregon Health Plan (Medicaid) benefits can be found at the
following link: www.oregon.gov/oha/HSD/OHP/Pages/Benefits.aspx or by calling your Coordinated Care

Organization's Customer Service.

The following is a list of Oregon Health Plan (Medicaid) Covered Services

Benefits

Additional information

Dental

Basic services including cleaning, fluoride varnish, fillings, and
extractions

Urgent or immediate treatment

Dentures

Stainless steel crowns for molars (back teeth)

Health Related Social Needs (HRSN)
Services

Assistance with housing, nutrition, and climate-related
supports such as air conditioners during extreme weather
conditions. Available to eligible members based on a needs
assessment.

Hearing

Hearing aids and hearing aid exams

Home health

Care provided by a registered nurse or home health aide

Hospice care

End-of-life care

Hospital care

Emergency treatment
Inpatient and outpatient care

Immunizations and vaccines

Such as the flu shot or COVID-19 vaccine

Pregnancy care

Labor, delivery, and post-partum care

Laboratory tests and X-rays

Such as blood screening and mammograms

Medical care from a physician, nurse
practitioner or physician assistant

Such as a routine check-up or a general appointment

Medical equipment and supplies

Such as diabetes testing strips or crutches

Medical transportation

Such as an ambulance or non-emergency transportation to an
appointment

Mental health care

Such as therapy or medical treatment

Physical, occupational and speech
therapy

Therapy to improve skills or function for daily living

Prescription drugs

OHP with Limited Drug only includes drugs that are not covered
by Medicare Part D

Substance use disorder treatment

Such as counseling, medication assisted treatment,
acupuncture, residential treatment, and peer delivered
services

Vision

Medical services

Glasses are covered for adults who have a qualifying medical
condition such as aphakia or keratoconus, or after cataract
surgery.
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https://www.oregon.gov/oha/HSD/OHP/Pages/Benefits.aspx

Summary of Benefits
Providence Medicare Dual Plus (HMO D-SNP)

Services that are not covered by the Oregon Health Plan Medicaid (Exclusions):

Not all medical treatments are covered. When you need medical treatment, please contact your Primary
Care Provider. These are some of the exclusions (does not include every exclusion):

+ Medicare Part D covered prescription drugs
+ Conditions where treatment is not normally

+ Conditions where a “home” treatment is effective such as:
effective, such as applying ointment, resting

. . o , + Some back surgery
a painful joint, drinking plenty of fluids, or a

soft diet. Such conditions include: + TMJ surgery

+ Canker sores + Some transplants

+ Diaper rash + Services performed by an immediate

+ Corns/calluses relative or member of your household

+ Sunburn + Any services received outside the

+ Food poisoning United States

+ Sprains + Non-emergency care if you go to a provider

_ _ who is not a network provider
+ Personal comfort or convenience items

(radios, telephones, hot tubs, treadmills, + Other non-covered services include, but are
etc.) not limited to, the following:

+ Services that are primarily cosmetic, such + Infertility service
as:

+ Benign skin tumors
+ Cosmetic surgery

+ Removal of scars

If you have any questions about covered or non-covered services, contact your Coordinated Care
Organization’s Customer Service.

This information is not a complete description of benefits. Call 1-800-603-2340, TTY users call 711 for
more information. The Part B premium is covered for full-dual enrollees who are eligible for Providence
Medicare Dual Plus (HMO D-SNP). Premium, copays, coinsurance, and deductibles may vary based on the
level of Extra Help you receive. Please contact the plan for further details.
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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
1-800-603-2340 (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 1-800-603-2340 (TTY: 711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A/ 152 0 56 2 (1R R S5, S WA 25 50 T e s 2 W O B PO A2 ] BE 7]
IRAETS S PR 55, 1E £ 1-800-603-2340 (TTY: 711) . AR LIE A RRE
NI, X TR SRS

Chinese Cantonese: &% Ayt B S5 B nT e A BEH], & e M gt s B I MRE Ik
¥, W ER s, HECE 1-800-603-2340 (TTY: 711) . A S0y A B4 5 A 1542
R, 38 & - HREIR,

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 1-800-
603-2340 (TTY: 711). 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 accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-603-2340 (TTY: 711). Un interlocuteur parlant Francais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thdng dich mién phi dé tra 15i cac cadu hdi vé
chudng suc khoe va chudng trinh thuéc men. Néu qui vi can thong dich vién xin goi
1-800-603-2340 (TTY: 711) s€ c6d nhan vién ndi ti€ng Viét giup d3 qui vi. Day la
dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-800-603-2340 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25)
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Korean: 3Al= ol5 B & ofF By #3k Ao gl =8l ux F 85 59 AHAE
Algstil JdFHT &9 HH]*E o]-g3ted A3} 1-800-603-2340 (TTY: 711)%35;
mola] A Q. §l—:711-01§ st @327 o = YUt o] MH| A FRE

=dg YT

Russian: Ecnun y Bac BO3HUKHYT BOMNPOCbl OTHOCUTENIbHO CTPAx0oBOro Uau
MeAMKaMEHTHOro nsaHa, Bbl MOXETe BOCNONb30BaTbCs HaWMMK 6ecnnaTHbIMU
ycnyramMmu nepeBoaumkoB. YTobbl BOCMONb30BaTbLCSA YCyraMm nepeBoaumka,
no3BoHUTE HaM no TenedoHy 1-800-603-2340 (TTY: 711). Bam okaxeT nomoulb
COTPYAHUK, KOTOPbIN rOBOPUT NO-pyCcCKW. [laHHas ycnyra 6ecnnatHas.

Lial & 501 Jpan 5 danally alati Aind 61 (e el Al (5 5il) s jiall cileda o333 W) :Arabic
i psias 1-800-603-2340 (TTY: 711)osle Ly Juai¥l (5 gms e ol ¢5 5 pa sia e Jsomnl
Aoilae Ae0d sda e Lay 4y jel) Eaathy b

Hindi: SHR W 1 a1 &1 A1 &b IR A 310 fobdt +ff 031 & Sare 47 & forg gAR o Yo
SUTRIT TaTd Iuas §. T gHIIAT UTd &’ & o, S99 89 1-800-603-2340 (TTY: 711) R BIH
B, HIg Afad ol f[g-al SIadl & 3TID! Hag B bl §. 9g Udh Jud 4l 5.

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 1-800-603-2340 (TTY 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretagao 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 1-800-603-2340 (TTY:
711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan 1-800-603-2340 (TTY: 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekdéw. Aby skorzystac¢ z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer 1-800-603-2340 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: 4t DL HEIRER & 3 AL THK T T 2B A THMICBEZT A 20
2. R OERY —E 22BN T X WE T, W@iRE IHaIc Ak BT,
1-800-603-2340 (TTY: 711) I BHEEC 23 v, HABZGET A E P LWL £7,
INRERDOT— ERTT,

Form CMS-10802
(Expires 12/31/25)
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