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Your Summary of Benefits

We know how important it is to have a health plan you can count on.

This is a summary of drug and health services covered by Wellcare Dual Select Sync (HMO-POS D-SNP)
from January 1, 2026 to December 31, 2026.

This booklet will provide you with a summary of what we cover and what you pay. It does not list every
service, limitation, or exclusion. A complete list of services can be found in the plan’s Evidence of
Coverage (EOC). You can find the Evidence of Coverage on our website at go.wellcare.com/OR. To
request a copy, please call 1-844-480-0680 (TTY 711). Hours are: Sunday-Saturday, 8 am to 8 pm.

Who can join?

This is a Dual Eligible Needs Plan (D-SNP) for people who have both Medicare and Oregon Health Plan
(Medicaid).

To join this plan, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, live in our
service area, and be a United States citizen or lawfully present in the United States. You must continue
to pay your Medicare Part B premium if not otherwise paid for under Oregon Health Plan (Medicaid) or
by another third party. You must be eligible for Medicare and some cost sharing assistance under
Medicaid.

To enrollin this plan you must be eligible for the following Medicare Savings Program:
H2174001000 Wellcare Dual Select Sync (HMO-POS D-SNP) - FBDE, QMB+, SLMB+
Refer to “Medicare Savings Program (MSP) Levels” section below for a description of all MSP levels.

Please contact the plan for further details.

Plan’s service areas:

Our service area includes these counties in Oregon: Clackamas, Lane, Multnomah, and Washington.

About this plan & how to get care

Health Maintenance Organizations (HMOs) are health care plans offered by an insurance provider
with a network of contracted healthcare providers and facilities. HMOs generally require members to
select a primary care provider (PCP) to coordinate care and if you need a specialist, the PCP will choose
one who is also in our network.

Health Maintenance Organizations-Point of Service (HMO-POS) plans are HMOs with the
Point-of-Service (POS) benefit. The POS benefit allows members to get care from out-of-network
providers for routine dental services as shown in the “Benefits” section of this document. Your
out-of-pocket costs may be higher if you use out-of-network providers.You don’t need a referral to go
out-of-network for your POS benefit. However, before getting services from out-of-network providers,
you may want to confirm with us that the services are covered by us. If we later determine that the
services are not covered, we may deny coverage and you will have to pay the costs. Please call our


http://go.wellcare.com/OR
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Member Services number or see your Evidence of Coverage for more information, including the
cost-sharing that applies to out-of-network services.

Our plan gives you access to our network of skilled medical providers in your area. You can look forward
to choosing a primary care provider (PCP) to work with you and coordinate your care. Please note that,
if you go elsewhere without proper authorization, you will have to pay in full. Neither Medicare nor our
plan will be responsible for the costs. The only exceptions are emergencies, urgently needed services
when the network is not available (that is, in situations when it is unreasonable or not possible to
obtain services in-network), out-of-area dialysis services, and cases in which Wellcare Dual Select Sync
(HMO-POS D-SNP) authorizes use of out-of-network providers.

Part D prescription drugs are covered. You have access to our large network of pharmacies. Some of
our network pharmacies have preferred cost-sharing. You may pay less if you use these pharmacies.
Our plan uses a formulary. Our drug plans are designed specifically for Medicare beneficiaries and
include a comprehensive selection of affordable generic and brand name drugs.

Which doctors, hospitals and pharmacies can | use? Wellcare Dual Select Sync (HMO-POS D-SNP) has
a network of doctors, hospitals, pharmacies, and other providers. You may use out-of-network
providers for routine dental services. For all other services, you must use providers that are within our
network, or the plan may not pay for the service.

You can save money by using our preferred mail-order pharmacy and by using providers in the plan’s
network. You can see our plan’s provider and pharmacy directory at go.wellcare.com/
2026providerdirectories. Our complete plan Formulary (list of Part D prescription drugs) is on our
website at go.wellcare.com/druglist-6712.

We cover the services and items in this document and the Evidence of Coverage if they are medically
necessary.

If you want to know more about the coverage and costs of Original Medicare, look in your current
“Medicare & You” handbook. View it online at www.medicare.gov or get a copy by calling
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

We must provide information in a way that works for you (in languages other than English, in audio, in
braille, in large print, or other alternate formats, etc.). For more information, or to request information
in an alternate format, please call us at 1-844-480-0680 (TTY users should call 711). Hours are:
Sunday-Saturday, 8 am to 8 pm.

Understanding Dual Eligibility

Dual Eligible Special Needs Plans (DSNPs) are specialized Medicare Advantage plans that provide
healthcare benefits for beneficiaries that have both Medicare and Medicaid coverage.

Medicaid is a joint federal and state government program that helps with medical costs for certain
people with limited incomes and resources. Medicaid benefits are valuable because the state provides


http://go.wellcare.com/2026providerdirectories
http://go.wellcare.com/2026providerdirectories
http://go.wellcare.com/druglist-6712
http://www.medicare.gov
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additional healthcare coverage and financial support based on your Medicare Savings Program (MSP)
level. Medicaid coverage varies depending on the state and the type of Medicaid you have. What you
pay for covered services may depend on your level of Medicaid eligibility. Some people with Medicaid
get help paying for their Medicare premiums and other costs. Other people may also get coverage for
additional services and drugs that are covered under Medicaid but not by Medicare.

Medicare Savings Program (MSP) Levels

« Full-Benefit Dual Eligible (FBDE): Medicaid may pay for your Medicare Part A & B premiums,
deductibles, coinsurances, and copayments. Eligible beneficiaries also receive full Medicaid
benefits.

e Qualified Medicare Beneficiary (QMB): Medicaid will pay for your Medicare Part A & B premiums,
deductibles, coinsurances, and copayments. (Some people with QMB are also eligible for full
Medicaid benefits (QMB+)).

» Specified Low-Income Medicare Beneficiary (SLMB): Medicaid will absorb the cost of your
Medicare Part B Premiums. Some people with SLMB are also eligible for full Medicaid benefits
(SLMB+).

e Qualified Individual (QI): Medicaid will pay costs associated with Medicare Part B.

e Qualified Disabled Working Individual (QDWI): Medicaid will pay costs associated with
Medicare Part A.

Note: Some MSP levels automatically qualify for Extra Help for Medicare prescription drug coverage
assistance. Some states do not cover Parts A & B cost sharing.

What is Extra Help?

A Low Income Subsidy (LIS), also referred to as Extra Help, may be available to help you with Part D
out-of-pocket expenses such as premiums, deductibles, coinsurance, or copayments. Many people
qualify for the Extra Help Program and don’t even know it. Keep in mind that assistance may also
depend on your Medicare Savings Program (MSP) level and your dual eligible status.

If you have questions about your Medicaid eligibility and what benefits you are entitled to, call the
number listed on the back cover of this document.

There are services that are not covered by our plan but are available through Oregon Health Plan
(Medicaid). Refer to the Summary of Medicaid-Covered Benefits section later in this document for
more information.
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Benefits

Note: Services with an asterisk (*) may require prior authorization.
Services with a square (s) means a referral may be required.

Monthly Plan Premium $0 copay
(includes both medical and drugs) | Because you get Extra Help, your plan premium is paid on your
behalf.

You must continue to pay your Medicare Part B premium, if not
otherwise paid for by Oregon Health Plan (Medicaid) or another
third party.

Deductible $0 or The Part B deductible was $257 for select Part B services.
This is based on Original Medicare’s 2025 costs and may change
in 2026. You can contact Member services or check the plan’s
website for updates after November 1. If you are eligible for full
Medicare cost sharing assistance under Oregon Health Plan
(Medicaid), you pay $0.

Maximum Out-of-Pocket (MOOP) | $9,250 annually

Responsibility o If you are eligible for Medicare cost-sharing assistance under
Ejdrﬁg)not incllide prescription Oregon Health Plan (Medicaid) 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.
Inpatient Hospital Coverage For each admission, you pay:

« $00r$2,230 copay per stay for days 1 through 90

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*
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Benefits

Outpatient Hospital Coverage

Outpatient Hospital Services

$0 or 20% coinsurance for surgical and non-surgical services.
If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Outpatient Hospital
Observation Services

$0 or 20% coinsurance for outpatient observation

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Ambulatory Surgical Center

S0 or 20% coinsurance for each Medicare-covered visit to an

Primary Care Providers

(ASC) Services ambulatory surgical center.
If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Doctor Visits

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Specialists

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*
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Benefits

Preventive Care (e.g., Annual
Wellness visit, Bone mass
measurement, Breast cancer
screening (mammogram),
Cardiovascular screenings,
Cervical and vaginal cancer
screening, Colorectal cancer
screenings, Diabetes screenings,
Hepatitis B Virus Screening,
Prostate cancer screenings (PSA),
Vaccines (including Flu/influenza
shots, Hepatitis B shots,
Pneumococcal shots, COVID
shots))

$0 copay

Emergency Care

$0 or $115 copay

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Copay is waived if you are admitted to a hospital within 24
hours.

Worldwide Emergency
Coverage

$115 copay

Worldwide emergency and worldwide urgently needed services
are subject to a $50,000 maximum plan coverage. There is no
worldwide coverage for care outside of the emergency room or
emergency hospital admission. The copay is not waived if
admitted to the hospital for worldwide emergency services.

Urgently Needed Services

$0 or $40 copay

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Copay is waived if you are admitted to a hospital within 24

hours.
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Benefits

Worldwide Urgent Care $115 copay
Coverage
Worldwide emergency and worldwide urgently needed services
are subject to a $50,000 maximum plan coverage. The copay is
not waived if admitted to the hospital for worldwide urgently
needed services.
Diagnostic

Services/Labs/Imaging

Lab Services

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Diagnostic Tests and
Procedures

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Outpatient X-rays

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Diagnostic Radiology Services
(e.g. MRI, CAT Scan)

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Therapeutic Radiology

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*
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Benefits

Hearing Services

Hearing Exam Medicare-covered

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Routine Hearing Exam

$0 copay

1 exam(s) every year

Hearing Aids

Hearing Aid
Fitting/Evaluation(s)

Hearing Aid Allowance
All Types

$0 copay

1 fitting(s) / evaluation(s) every year

Up to a $750 allowance per ear every year for hearing aids.
$0 copay

Limited to 2 hearing aid(s) every year

Additional Hearing Information

What you should know

Medicare covers diagnostic hearing and balance exams if your
doctor or other health care provider orders these tests to see if
you need medical treatment.

Dental Services

Medicare-covered

$0 or 20% coinsurance for each Medicare-covered service.

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*
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Benefits

Routine Diagnostic and
Preventive Services

Fluoride Treatment

Other Diagnostic Dental
Services

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

Cleanings 2 every year

Dental x-rays 1 set(s) every date of service to 3 plan years
depending on type of service

Oral exams 2 every year

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

1 every year

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

1 every date of service to 3 plan years depending on type of
service
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Benefits

Other Preventive Dental
Services

Routine Comprehensive
Services

Restorative Services

Endodontics/Periodontics

Oral/Maxillofacial Surgery

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

1 every date of service to 3 plan years depending on type of
service

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

In-Network
$0 copay

Out-of-Network
25% coinsurance

*
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Benefits
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Prosthodontics, Fixed

Prosthodontics, Removable

Adjunctive General Services

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

In-Network
$0 copay

Out-of-Network
25% coinsurance

For more information, limitations and exclusions, please
see your Evidence of Coverage. Additional dental
limitations and exclusions apply.

Additional Dental Information

What you should know:

This plan includes coverage up to $3,000 per plan year for all
in-network and out-of-network covered routine comprehensive
dental services.

You may use either in-network or out-of-network dentists for
routine dental care (non-Medicare-covered services). Your
out-of-pocket costs may be higher if you use out-of-network
providers. Out-of-network providers are not contracted to
accept plan payment as payment in full. They might charge you
more than the plan pays.
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Benefits
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Vision Care

Eye Exam
Medicare-covered

$0 or 20% coinsurance for each Medicare-covered diabetic
retinopathy screening or diabetic eye exam

$0 or 20% coinsurance for all other Medicare-covered eye
exams

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Routine Eye Exam (Refraction)

$0 copay

1 exam(s) every year

Glaucoma Screening

$0 or 20% coinsurance

Eyewear
Medicare-covered

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Routine Eyewear

Contact Lenses/ Eyeglasses
(frame and lenses)/
Eyeglass Frames

Eyewear Allowance

$0 copay

Up to a $300 combined allowance towards contacts and
glasses (lenses and/or frames) every year.




Your Summary of Benefits

Benefits

Mental Health Services

Inpatient Visit

For each admission, you pay:

« S0 0r$2,080 copay per stay for days 1 through 90
If you are eligible for full Medicare cost sharing assistance

under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Outpatient Individual Therapy
Visit

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Outpatient Group Therapy Visit

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Skilled Nursing Facility (SNF)

For each admission, you pay:

« S0 copay per day for days 1 through 20
« S0 o0r$218 copay per day for days 21 through 70
« S0 copay per day for days 71 through 100

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Therapy and Rehabilitation
Services

Physical Therapy

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*
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Outpatient Rehabilitation
Services Provided by an
Occupational Therapist

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Pulmonary Rehabilitation

S0 or 20% coinsurance

Ground Ambulance

Services If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Ambulance

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Air Ambulance

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Transportation Services
(Non-emergency medical
transportation)

Up to 12 rides every year to plan approved healthcare
locations. This includes doctors, specialists, pharmacies, and
dental or vision providers.

$0 copay (per one-way trip)

What you should know:

Mileage limitations may apply. Call the number on the back of
your member ID card 72 hours in advance to reserve a ride for
your appointment. Rides may also be reserved via mobile app.
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Medicare Part B Drugs

Chemotherapy Drugs and
Other Part B Drugs

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Certain Part B rebatable drugs may be subject to a lower
coinsurance than the amount shown above.

Insulin

$0 or $35 copay (maximum per month)

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Allergy Antigen

0% coinsurance

*
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Part D Prescription
Drug Coverage

Stage 1: Yearly Deductible Stage
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If a plan has a Part D drug deductible, the deductible doesn’t apply to covered insulin products and
most adult Part D vaccines including shingles, tetanus and travel vaccines.

Deductible Because you get Extra Help, you do not pay a deductible for Part D drugs. This
payment stage doesn’t apply.

Stage 2: Initial Coverage Stage (after you pay your deductible, if applicable)

You stay in the Initial Coverage Stage until your total out-of-pocket costs reach $2,100. You then
move on to the Catastrophic Coverage Stage.

What You Pay for Vaccines:
Our plan covers most Part D vaccines at no cost to you, even if you have not paid your deductible (if
your plan has a deductible).

What You Pay for Insulin:

Tier 3: You won’t pay more than the lesser of 25% of our negotiated price for the drug or $35 for up to
a 1-month supply, the lesser of 25% of our negotiated price for the drug or $70 for up to a 2-month
supply, or the lesser of 25% of our negotiated price for the drug or $105 for up to a 3-month supply of
each covered insulin product, even if you have not paid your deductible (if your plan has a
deductible).

Tier 4: You won’t pay more than the lesser of 25% of our negotiated price for the drug or $35 for up to
a 1-month supply, the lesser of 25% of our negotiated price for the drug or $70 for up to a 2-month
supply, or the lesser of 25% of our negotiated price for the drug or $105 for up to a 3-month supply of
each covered insulin product, even if you have not paid your deductible (if your plan has a
deductible).

What you pay for other Part D Drugs:
The cost share you pay depends on your level of Extra Help.
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Part D Prescription
Drug Coverage

Stage 2: Initial Coverage Stage (after you pay your deductible, if applicable) (Continued)

Retail cost-sharing (30-day / 100-day supply)

For more details on tier descriptions, please see the Evidence of Coverage.

Preferred

Standard

Tierl
(Preferred Generic)

Generics: $0/$1.60/$5.10
Brands: $0/$4.90/ $12.65

Generics: $0/$1.60/$5.10
Brands: $0/$4.90/ $12.65

Tier 2
(Generic)

Generics: $0/$1.60/$5.10
Brands: $0/$4.90/ $12.65

Generics: $0/$1.60/$5.10
Brands: S0/ $4.90/ $12.65

Tier 3
(Preferred Brand)

Generics: $0/$1.60/ $5.10
Brands: S0/ $4.90 / $12.65

Generics: $0/$1.60/$5.10
Brands: $0/$4.90 / $12.65

Tier4
(Non-Preferred
Drug)

Generics: $0/$1.60/$5.10
Brands: $0/$4.90/ $12.65

Generics: $0/$1.60/$5.10
Brands: $0/$4.90/ $12.65

Tier 5

(Specialty Tier)
Limited to 30 day
supply

Generics: $0/$1.60/$5.10
Brands: $0/$4.90 / $12.65

Generics: $0/$1.60/$5.10
Brands: S0/ $4.90/ $12.65

Tier 6
(Select Care Drugs)

$0 copay

$0 copay
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Part D Prescription
Drug Coverage

Stage 2: Initial Coverage Stage (after you pay your deductible, if applicable) (Continued)

Mail-order cost-sharing (100-day supply)

(Preferred Brand)

Brands: $0/$4.90/ $12.65

Preferred Standard
Tier1 $0 copay Generics: 50/ $1.60/ $5.10
(Preferred Generic) Brands: $0/ $4.90 / $12.65
Tier 2 $0 copay Generics: $0/$1.60/ $5.10
(Generic) Brands: $0/$4.90 / $12.65
Tier 3 Generics: $0/$1.60/ $5.10 Generics: $0/$1.60/$5.10

Brands: $0/$4.90/ $12.65

Tier4
(Non-Preferred
Drug)

Generics: $0/$1.60/$5.10
Brands: S0/ $4.90 / $12.65

Generics: $0/$1.60/$5.10
Brands: $0/$4.90 / $12.65

(Select Care Drugs)

Tier 5 Not Available Not Available
(Specialty Tier)

Limited to 30 day

supply

Tier6 $0 copay $0 copay

Stage 3: Catastrophic Coverage Stage

During this payment stage, the plan pays the full cost for your covered Part D drugs. You pay nothing
for the rest of the calendar year.

You enter this stage after your yearly out-of-pocket drug costs (including
drugs purchased through your retail pharmacy and through mail order) reach

$2,100.

Generic drugs may be covered on tiers other than Tier 1 and Tier 2. Please check this plan’s Formulary
to validate the specific tier on which your drugs are covered.



Your Summary of Benefits 20

Cost-sharing may differ based on point-of-service (mail-order, retail, Long Term Care (LTC)), home
infusion, whether the pharmacy is in our preferred or standard network, or the day supply received.
Mail order prescriptions are dispensed at a quantity of 35 days or more.

Medicare Prescription Payment Plan

The Medicare Prescription Payment Plan is a payment option that works with your current drug
coverage, and it can help you manage your drug costs by spreading them across monthly payments
that vary throughout the year (January - December).

To learn more about this payment option, please contact us at 1-833-750-9969. (TTY only, call
1-800-716-3231.) We are available for phone calls 24 hours a day, 7 days a week or visit go.wellcare.com/
OR-MPPP.


http://go.wellcare.com/OR-MPPP
http://go.wellcare.com/OR-MPPP
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Additional Benefits

Note: Services with an asterisk (*) may require prior authorization.
Services with a square (s) means a referral may be required.
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Chiropractic Services
Medicare-covered $0 copay
Routine Chiropractic Services $0 copay

24 visit(s) every year

Acupuncture

Medicare-covered

$0 or 20% coinsurance for Medicare-covered Acupuncture
received in a PCP office.

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

$0 copay for Medicare-covered Acupuncture received in a
Chiropractor office.

$0 or 20% coinsurance for Medicare-covered Acupuncture
received in a Specialist office.

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

Routine Acupuncture Services

$0 copay

Limited to 24 visit(s) every year

Podiatry Services (Foot Care)

Medicare-covered

$0 copay
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Routine Podiatry Services (Foot | $0 copay
Care) *
6 visit(s) every year
Virtual Visits $0 copay for virtual visit services performed through your

plan’s virtual visit provider(s).

Our plan offers 24 hours per day, 7 days per week virtual visit
access to board certified doctors to help address a wide variety
of health concerns/questions. Covered services include general
medical, behavioral health, dermatology, and more.

A virtual visit (also known as telehealth or telemedicine) is a
visit with a doctor either over the phone or internet using a
smart phone, tablet, or a computer. Certain types of visits may
require internet and a camera-enabled device.

For more information, please see your Evidence of Coverage.

What you should know:

The $0 copay above only applies when services are received
from your plan’s virtual visit provider(s). If you receive
telemedicine services from a network provider and not your
plan’s virtual visit provider(s), you will pay the cost shares
listed for those providers, as outlined within the Evidence of
Coverage (e.g., if you receive telehealth services from your PCP,
you will pay the PCP cost share).

Social Support Platform

Our plan provides an online and app-based support platform
for your overall well-being. The platform offers personalized
therapeutic self-guided activities and programs to help manage
stress, anxiety, and support your emotional and mental health.

Engage in interactive activities, meditations and games tailored
to your needs. The platform also features the ability to join
social communities.

Available online 24/7 - you can use it whenever you choose.
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Additional Benefits

For more information on how to access the social support
platform, please see your Evidence of Coverage.

$0 copay

Home Health Agency Care

$0 copay

Medical Equipment/Supplies

Durable Medical Equipment
(DME)

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Prosthetics

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Diabetic Supplies

$0 copay

For more information, limitations and exclusions, please see
your Evidence of Coverage.

Diabetic Therapeutic Shoes Or
Inserts

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*

Opioid Treatment Program
Services

$0 or 20% coinsurance

If you are eligible for full Medicare cost sharing assistance
under Oregon Health Plan (Medicaid), you pay a $0 copayment
amount.

*
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Health and Wellness Education
Programs

Fitness

For a detailed list of wellness education program benefits
offered, please refer to the Evidence of Coverage.

$0 copay

What you should know:

To help support an active and healthy lifestyle, your plan
provides a fitness program that offers access to fitness
locations nationwide. You may access one or more gyms within
the fitness network.

Members have access to in-person fitness centers, available
on-demand exercise programs, and a variety of Home Fitness
Kits.

24-Hour Nurse Advice Line $0 copay
Annual Routine Physical Exam $0 copay
What you should know:

The exam includes a detailed medical/family history and
recommendations for preventive screenings/care.

Special Supplemental Benefits
for the Chronically Ill (SSBCI)
Benefits mentioned are a part of
Special Supplemental Benefits for
the Chronically Ill. Not all members
will qualify. In addition to being
high-risk, you must have one or
more of the following chronic
conditions: cancer, cardiovascular
disorders, chronic and disabling
mental health conditions, chronic
lung disorders, diabetes. There are
other eligible conditions not listed.

If eligible, you can use your Wellcare Spendables® allowance
towards the additional benefits shown below. Once
determined eligible these expanded benefits will be available
in 7-10 business days. See the Wellcare Spendables® section in
this chart for more information about the Wellcare
Spendables® card.

Your card allowance can be used towards:

» Gas pay-at-pump - You can use your card to pay for gas
directly at the pump. The card cannot be used to pay
in-person at the cash register. Your card can only be used
up to the available allowance amount.

» Healthy Food - You can use your card to pay for healthy
foods and produce at participating retailers. Delivery
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Eligibility for this benefit cannot be
guaranteed based solely on your
condition. All applicable eligibility
requirements must be met before
the benefit is provided. For details,
please contact us or see the plan’s
Evidence of Coverage.

options for eligible grocery items may be available.
Prepared meals and produce boxes are available for order
via online portal.

+ Home Assistance and Safety Items - You can use your card
to help with the cost of home assistance and safety items,
including installation. You can also use your card to help
with the cost of pest and insect control. Log in to your
member portal to purchase accepted items and view
eligible services.

* Rent Assistance - You can use your card to help with the
cost of rent/mortgage for your home.

« Utility Assistance - You can use your card to help with the
cost of utilities for your home. Your card can be used
toward utility expenses including water, heating oil and
natural gas, electricity, trash, cable TV service (excludes
streaming services), landline or mobile phone and internet.

Wellcare Spendables®

You will receive $142 monthly preloaded on your Wellcare
Spendables® card to spend on OTC items, Dental, Vision, and
Hearing services. Your monthly allowance rolls over to the
following month if unused and expires at the end of the plan
year.

Your card allowance can be used towards:

Over-the-Counter items (OTC)- Your card can be used at
participating retail locations, through the mobile app, or online
through your member portal to place an order for home
delivery. Examples of covered items include brand name and
generic over-the-counter items, vitamins, pain relievers, cold
and allergy items and diabetic items.

Dental, Vision, and Hearing - You may use your card to help
reduce your out-of-pocket expenses for eligible dental, vision,
and hearing services.

Benefits mentioned below are part of SSBCI. Not all
members will qualify. You must meet eligibility criteria for
the following plan benefits.
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If you qualify, your card allowance can also be used towards:
Gas pay-at-pump

Healthy Food

Home Assistance and Safety Items

Pest Control [tems and Services

Rent Assistance

Utility Assistance

L] L] L] L] L] L]

Refer to Special Supplemental Benefits for the Chronically Il
(SSBCI) in this chart for more information on these benefits.

For more information, limitations, and exclusions, please see
your Evidence of Coverage.

My Wellcare Rewards

With My Wellcare Rewards, you can earn up to $100 by
completing eligible health activities and portal activities
through your member portal.

Rewards will be loaded onto your Wellcare Spendables® card.
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Comprehensive Written Statement for Prospective Enrollees

The benefits described earlier in this Summary of Benefits are covered by our Wellcare Dual Select Sync
(HMO-POS D-SNP) plan. For each benefit listed, you can see what our plan covers. What you pay for
covered services under our plan may depend on your level of Oregon Health Plan (Medicaid) eligibility.

Summary of Medicaid-Covered Benefits

The following information is for people with Medicare and Oregon Health Plan (Medicaid). If a benefit is
covered by both our plan and Oregon Health Plan (Medicaid), you must fully use our plan benefit
coverage before the benefit is covered by Oregon Health Plan (Medicaid).

Coverage of the benefits may depend on your level of Oregon Health Plan (Medicaid) eligibility.

If you have questions about your Oregon Health Plan (Medicaid) eligibility, what benefits you are
entitled to, or for the most current Oregon Health Plan (Medicaid) information, see your Medicaid
Member Handbook. You can also visit https://www.oregon.gov/OHA/HSD/OHP/Pages/index.aspx, or
call Oregon Health Plan (Medicaid) at 1-800-699-9075; TTY: 711. Hours are: 7 a.m. - 6 p.m. PT, Monday -
Friday.

+ Inpatient Hospital Services

+ Outpatient Hospital Services

« Doctor's Office Visits

« Preventive Care

+ Emergency Care

+ Urgently Needed Services

+ Diagnostic Imaging, Tests and Procedures

+ Hearing Services

+ Dental Services

« Vision Services

« Behavioral Health Services



https://www.oregon.gov/OHA/HSD/OHP/Pages/index.aspx
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+ Travel help

+ Diabetes Supplies and Services

+ Durable Medical Equipment

+ End-Stage Renal Disease

« Family Planning Services

« Foot Care (podiatry services)

+ Health and Wellness Education Programs

« Home Health Care

+ Hospice

+ Incontinence Supplies

+ In-Home Support Services

+ Meal Delivery Program

+ Medicare Part B Drugs

+ Over-the-Counter Drugs

+ Physical Therapy

+ Personal Emergency Response System (PERS)

+ Prosthetics Devices and Related Supplies

« Routine Immunizations

+ Skilled Nursing Facility

+ Special Supplemental Benefits for Hypertension

« Substance Abuse Services
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« Transportation

« Telehealth




English: You can get this communication in other languages, large print,
Braille or a format you prefer. You can also ask for an interpreter. This help is
free. Call 1-844-867-1156 or TTY 711. We accept relay calls.

You can get help from a certified and qualified health care interpreter.

Spanish: Puede obtener esta informacion en otros idiomas, en letra de imprenta
grande, en braille o en un formato de su preferencia. También puede solicitar
unintérprete. Esta ayuda es gratuita. Llame al 1-844-867-1156; los usuarios de
TTY deben llamar al 711. Aceptamos llamadas del servicio de retransmision.

Puede obtener la asistencia de un intérprete certificado y calificado en
atencion medica.

Russian: Bbl MOXKeTe Noay4mTb JaHHOe CoobLEeHMe Ha APYrmnx A3blKax,
KPYMHbIM WPpKUPTOM, WpmndTtom bpanna nam B npeanoyTnTensHoMm Gpopmare.
Bbl Tak}Ke MOXKeTe 3anpocuTb YC/yrn nepeBoaymKa. Takasd NoMOLLb
npenocTaBaseTca becnnatHo. [103BOHWTE MO HoOMepy 1-844-867-1156 namnm TTY
711. Mbl IpUHUMaEM 3BOHKM Yepe3 KOMMYTATOPHYHO CAYKOy.

Bam MOKeT 0Ka3aTb MNOMOLLb AUMIOMUPOBAHHbIN NEPEBOAYMK C
KBa/IMdUKaLMen B 061aCTU 340aBOOXPaHEHNS.
Vietnamese: Quy vi cé thé 1dy thong tin nay bang cac ngén ngr khac, ban
in c& chr l6n, chr ndi hoac dinh dang yéu thich. Quy vi ciing cé thé yéu
cau thong dich vién. Trg gitp nay mién phi. Goi sO 1-844-867-1156 hodc
TTY 711. Chung t6i chdp nhan cudc goi chuyén tiép.
Quy vi c6 thé dugc thong dich vién cham soc stc khoe cé chiing nhan va
du nang luc tro giup.
43, sk ol 3508 Cajalidelilay 5l (AT claly e gladll s2a e J semall GliSas :Arabic
Sl Al baclusall 038 5,5 ) 58 an i iladd Calla Uiyl iy alladi AT Ganily 5l s
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Somali: Waxaad ku heli kartaa ee isgaarsiintan lugado kale, far waaweyn,
farta indhoolaha ama gaabka aad doorbideyso. Waxaad ee sidoo kale codsan
kartaa turjumaan. Caawimadani waa bilaash. Wac 1-844-867-1156 ama TTY 711.
Waxaan agbalnaa wicitaanada gudbinta.

Waxaad caawimo ka heli kartaa turjumaan daryeel caafimaad oo shahaado
haysta oo agoon leh.

Simplified Chinese: E;’Fr PIRUR IR P s o SR Elwﬁwﬁn 15
AV =N Sy, BT i Il ﬁ[jwjrﬁg Lr ,iq 7. ﬁﬁbz‘,%‘ ?ﬁ‘xﬁ
1-844-867-1156 F\/}f;ﬁ F}jﬁJ'éF“r i TTY 711, =4 r‘j}% TR,

[ D) e e 7 ﬁ‘ﬂj& il h,ir GATRIE A,

Traditional Chinese: & A] LUZZ D H Tﬁlnﬁt v KRR ~ BRFIREVE R
SRV TVEELL A WA IR OZER o LIRBAREIR
it o EHEEFT 1-844-867-1156 T, TTY 711 © T FIIEZERERE o

ERAIIEGKREZ R EREREDZESN®RE -

Korean: /2 A= 0| EAE CI2 101, CHE QUAHA|, X} EE=
MSstegaloz ghe QLT SJAIE @FESHKA =%
USLICE Ofedet X &2 F 2 LICL 1-844-867-1156 EE= TTY 711
HO 2 N3leH TAAIL 20| S3tE 7Ise L T}

Ol= 3 RAA o2 59| & s 4= A TL T},

Chuukese: Ka tongeni kuna ei pwan non ekoch kapasen fanu, awattei mak,
kewe tikitik faniten chuun ika met sokkun format (ititin om mak ka mochen) en
mi mochen. Ka tongeni eis emon chon chiaku epwe anisuk. Mi free ei aninis.
Kori ei nampa 1-844-867-1156 ika TTY 711. Am mi etiwa aninisin kewe mi ter
rese tongeni koko.

Ka tongeni kuna aninis seni ekewe mi tufich chon health care chiaku.



Ukrainian: B mokeTe oTpumaTu Lie NOBIAOMNEHHSA IHWMMN MOBaMMK,
BENMKUM LWPUPTOM, WpudTom bpanna abo iHwomy dopmaTi 33 BalLMM
HarkaHHAM. BM TaKOXK MOXKeTe OTpMMaTK A0NOMOry nepeknagada. L
Aonomora 6e3koLlToBHaA. TenedoHymTe 3a Homepom 1-844-867-1156 abo
TTY 711. M npUMMaeMo nepeHanpasaeHi A3BiHKN.

B morkeTe oTprmaT AONOMOrY Big cepTUPIKOBAHOTO Ta KBaiPiKOBAHOIO
MeMYHOro nepeKknagaya.

aS e L L e dad ccad o Gla 800 sl 40 1 allas ol a0l 5« sFarsi
) GGl S Gl S e Sl g3 53 il g e Cpined L 20S L 30 280 e s
) b 5330 a seada 4l ) slagala Le 2 580 QLS TTY 711 L 1-844-867-1156 o_ted L
0SS s 101 5 ne e SIS i G ) il s
Romanian: Puteti obtine aceasta comunicare in alte limbi, cu scris mare,
in Braille sau intr-un format preferat de dvs. De asemenea, puteti solicita
asistenta unui interpret. Aceasta asistenta este oferita gratuit. Sunati la

1-844-867-1156 sau TTY 711. Acceptam si servicii de apeluri pentru persoane
cu dizabilitati de auz si/sau de vorbire.

Puteti primi asistenta din partea unui interpret certificat si calificat in
domeniul medical.
3y 5e el b oy o850 la S0 sl L) 4o 1, Bl ) Gl a9l 58 e LS iDari
) GGl S Gl S el g3 50 ) g (s Lad S il pa a8 Hlas
A e ) la ulad L 0y 580 Galad TTY 711 L 1-844-867-1156 o_jleds b
8 SS Loyl i aal g 5 yiine oaa s il e Glea 55 CSG ) il 5 e e
Khmer/Cambodian: J;i‘ﬁ“mi‘j's*gmmsmj‘pﬁ@'ﬁmmégmism’nmm
IRIHY MHSPNYS HEPUNEURSOMITSS g SERuw
IEUHATGHSSUCNSY RSN HAUSTUNUENSThSNY
1211 ISWISASSASIGY YU TINISTIUS 1-844-867-1156 U
TTY 7114 DR S SUWAIIN SN UM SUSS
HEMGSSUMSESWAHSUMIUNMUENSINAISSIusSMmMn
IZUENSUSINUYSRUFNS SHESMIUNNS



Amharic: £U7 (AORT N T RTLP T NTAAP &.LATT NN&A DL
ACAP NTLADCMET PCRT T9VTF & FANA: ANTCATY 772 PCNAP (DMPP
€ AN €U AH 92PCNM: NYR Y@< DL 1-844-867-1156 DL.I° TTY 711
€M\ QAIHEE MEPFITIP RYPNANT::

NTOANCAT ARG NPT NAD- MLE AYANNM ANTCATY ACRTF T9VTF & FAA:

Swabhili: Unaweza kupata mawasiliano haya katika lugha zingine, maandishi
makubwa, Breli au muundo unaopendelea. Unaweza pia kuomba huduma za
mkalimani. Huu ni usaidizi wa bila malipo. Piga simu kwa 1-844-867-1156 au
TTY 711. Tunakubali upigaji simu za relay.

Unaweza kupata msaada kutoka kwa mkalimani wa huduma za afya
aliyethibitishwa na aliyehitimu.
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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 to a Customer Service representative at
1-844-480-0680 (TTY: 711). Hours are Sunday-Saturday, 8 am to 8 pm.

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 go.wellcare.com/OR or call
1-844-480-0680 (TTY: 711) to view a copy of the EOC. Hours are Sunday-Saturday, 8 am to 8 pm.

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 pharmacy directory to make sure the pharmacy you use for any prescription medicine 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 to make sure your drugs are covered.

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.

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2027.

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. If you have a Marketplace plan, you will need to
contact the Marketplace to cancel the plan. If you do not cancel your Marketplace plan, you may be
paying for coverage you cannot use and there may be penalties on your next year’s tax return.

Our plan allows you to see providers outside of our network (non-contracted providers) for certain
services. However, while we will pay for certain covered services, the provider must agree to treat
you. Except in an emergency or urgent situation, non-contracted providers may deny care. In
addition, you will pay a higher co-pay for services received by non-contracted providers.

This planis a dual eligible special needs plan (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.



Wellcare is the Medicare brand for Centene Corporation, an HMO, PPO, PFFS, PDP plan with a Medicare
contract and is an approved Part D Sponsor. Our D-SNP plans have a contract with the state Medicaid
program. Enrollment in our plans depends on contract renewal.

Out-of-network/non-contracted providers are under no obligation to treat Plan members, except in
emergency situations. Please call our Customer Service number or see your Evidence of Coverage for
more information, including the cost-sharing that applies to out-of-network services.



Contact Us

For more information, please contact us:

By phone

Toll-free at 1-844-480-0680 (TTY: 711). Your call may be
answered by a licensed agent.

Hours of Operation
Sunday-Saturday, 8 am to 8 pm

Online
go.wellcare.com/OR

Medicare

Prescription Drug Coverage


http://go.wellcare.com/OR
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