brand new day

HEALTHCARE YOU CAN FEEL GOOD ABOUT

This is important information on changes in your Brand New Day Plan information.

Changes to your 2023 Annual Notice of Changes, Evidence of Coverage and Summary

of Benefits:

Change - Changes
to Benefits and
Costs for Medical
Services - Medicare
Part B Prescription
Drugs

20% coinsurance

2023: You pay
up to 20%
coinsurance.

Certain rebatable
drugs may be
subject to a lower
coinsurance. Part
B insulin cost
sharing is no more
than a $35 copay
for a one-month

supply.

Where you can Original Corrected What does this mean
find the change information: information: to you?

in your 2023

Materials:

Annual Notice of Not included 2022: You pay You pay up to 20%

coinsurance for
Medicare Part B Drugs,
and no more than

a $35 copay for a
one-month supply of
Medicare Part B insulin.

Evidence of
Coverage -
Chapter 4, Section
2.1 Your medical
benefits and costs
as a member of the
plan - Medicare
Part B Prescription
Drugs

You pay 20%
coinsurance

You pay up to 20%
coinsurance.
Certain rebatable
drugs may be
subject to a lower
coinsurance. Part
B insulin cost
sharing is no more
than a $35 copay
for a one-month

supply.

You pay up to 20%
coinsurance for
Medicare Part B Drugs,
and no more than

a $35 copay for a
one-month supply of
Medicare Part B insulin.




Summary of * 20% coinsurance |* Up to 20% You pay up to 20%

Benefits - Medicare |+ 20% coinsurance |coinsurance coinsurance for

Part B Drugs * Up to 20% Medicare Part B Drugs,
* Chemotherapy coinsurance. Part |and no more than
drugs B insulin cost a $35 copay for a
*Other Part B drugs sharing is no more |one-month supply of

than a $35 copay |Medicare Part B insulin.
for a one-month

supply

You are not required to take any action in response to this document, but we
recommend you keep this information for future reference.

If you have any questions, please call us at 1-866-255-4795 (TTY users should call
711.). Hours are 8:00 am to 8:00 pm 7 days a week from October 1 - March 31 and
8:00 am to 8:00 pm Monday - Friday from April 1 - September 30.

Brand New Day is an HMO plan with a Medicare contract. Enrollment in this plan
depends on contract renewal.
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2023 Summary of Benefits

Brand New Day Dual Access Plan (HMO D-SNP) H0838-024
January 1, 2023 - December 31, 2023.

Brand New Day is a Medicare Advantage Organization with a Medicare contract. Enrollment in this
plan depends on contract renewal.

The benefit information provided does not list every service that we cover or list every limitation or
exclusion. To get a complete list of services we cover, please access the “Evidence of Coverage” at
www.bndhmo.com.

This plan is a Dual Eligible Special Needs Plan (D-SNP) for people who are eligible for both Medicare
and Medicaid. As a dual eligible beneficiary, your services are paid first by Medicare and then by

Medicaid. How much Medicaid covers depends on the type of Medicaid eligibility you have. To join
Brand New Day Dual Access Plan, you must be in one of the following Medicaid eligibility categories:

* Qualified Medicare Beneficiary (QMB): Medicaid covers your Medicare Part A and B premiums,
deductibles, coinsurance and copayment amounts. You are not otherwise eligible for any Medicaid
benefits.

* Qualified Medicare Beneficiary Plus (QMB+): Medicaid covers your Medicare Part A and B
premiums, deductibles, coinsurance and copayment amounts. You are also eligible for full Medicaid
benefits, secondary to your Medicare coverage.

* Full Benefit Dual Eligible — Medicaid Only: You are eligible for full Medicaid benefits. Medicaid
may provide some assistance with Medicare cost-sharing. Generally, your cost share is $0 when
the service is covered by both Medicare and Medicaid. There may be instances where you have
to pay Medicare cost-sharing when the service or benefit is not covered by Medicaid.

If your category of Medicaid eligibility changes, your cost-share may also increase or decrease. You
must remain eligible for and enrolled in Medicaid to stay enrolled in this plan. You also must be
entitled to Medicare Part A, be enrolled in Medicare Part B and live in our service area. Our service
area includes the following counties in California: Alameda, Contra Costa, Fresno, Imperial, Kern,
Kings, Los Angeles, Madera, Orange, Placer, Riverside, Sacramento, San Bernardino, San Francisco,
San Joaquin, Solano, Stanislaus, Tulare, Yolo.

Except in emergency situations, if you use providers that are not in our network, we may not pay for
these services.

For coverage and costs of Original Medicare, look in your current “Medicare & You" handbook.
View it online at Medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227) available
24 hours, 7 days a week including some federal holidays. TTY/TDD users should call 1-877-486-2048.

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

Have questions? Please call Brand New Day Member Services Department at
1-866-255-4795, TTY 711 8:00 a.m. to 8:00 p.m. 7 days a week from October 1 — March 31
and 8:00 a.m. to 8:00 p.m. Monday — Friday from April 1 — September 30 or visit our website
at www.bndhmo.com.




Premium & Benefits Brand New Day Dual Access Plan
HMO D-SNP (24)

$38.90

Your premium may be less if you are
receiving Extra Help.

Monthly Plan Premium

You must keep paying your Medicare Part B
premium.

Deductible

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

Inpatient Hospital*

Outpatient Hospital*t
Ambulatory Surgery Center*

Doctor Visits
* Primary care providers
* Specialists*

Preventive Care
Other preventive services are available.

 Flu vaccine, diabetic screenings, etc.*
e Routine Annual Physical{

Emergency Care

Copayment waived if admitted to the hospital
or readmitted to the ER within 72 hours

No deductible

No more than $8,300 annually

$1,600 deductible

$0 copay
per day for days 1-60

$400 copay
per day for days 61-90**

20% coinsurance**

20% coinsurance**

20% coinsurance**
20% coinsurance**

$0 copay

$0 copay

$90 copay**

**Your costs for Brand New Day Dual Access Plan (HMO D-SNP) may be less depending on your

Medi-Cal status.
* Services may require authorization.

1 Please reference Evidence of Coverage (EOC) for details on specific services.
( Services do not require authorization or a referral.



Premium & Benefits Brand New Day Dual Access Plan
HMO D-SNP (24)

Urgent Care

Diagnostic Services/Labs/Imaging*
* Diagnostic tests and procedures
* Lab services

* MRI, CAT scan

o X-rays

Hearing Services*
* Routine hearing exam
One per year

 Hearing aid fittings and evaluations
One per year
e Hearing aid

Dental Services*t

» Preventive dental (e.g., oral exam, x-rays,
cleanings)

Comprehensive Dental*

» Diagnostic services

* Restorative services

* Endodontics

» Periodontics

¢ Extractions

e Prosthodontics, other oral/maxillofacial
surgery, other services

¢ Non-routine services

Vision Services*t
* Routine eye exam

¢ Retinal imaging
» Eyewear allowance

* Services may require authorization.

$0 copay

20% coinsurance**
$0 copay

20% coinsurance**
20% coinsurance**

$0 copay

$0 copay

$149 per hearing aid
for the basic model
You receive 2 hearing aids every 3 years

$0 copay

$0 copay
$0 copay
$0 copay
$0 copay
$0 copay
$0 - $350 copay

$0 copay

$0 copay

One exam per year
$0 copay

One exam per year
Up to $300 per year

**Your costs for Brand New Day Dual Access Plan (HMO D-SNP) may be less depending on your

Medi-Cal status.

T Limitations may apply. See your EOC for details.



Premium & Benefits Brand New Day Dual Access Plan
HMO D-SNP (24)

Mental Health Services*

» Outpatient individual therapy $40 copay**
» Outpatient group therapy $40 copay**
Skilled Nursing Facility (SNF)* $0 copay

per day for days 1-20

Up to $200 copay
per day for days 21-100**

Physical Therapy* $40 copay**
Ambulance (Ground)* 20% coinsurance per ride**
Transportation* $0 for 48 one-way trips to plan approved

locations (up to 50 mile limit)

Medicare Part B Drugs*
» Chemotherapy drugs 20% coinsurance**
e Other Part B drugs 20% coinsurance**

* Services may require authorization.
**Your costs for Brand New Day Dual Access Plan (HMO D-SNP) may be less depending on your
Medi-Cal status.



Outpatient Prescription Drugs

Brand New Day Dual Access Plan
HMO D-SNP (24)

Part D Deductible $0 or $104°
(Tiers 2 to 5) Depending on the level of Extra Help that you receive
Retail Rx 30-day supply Mail Order 90-day supply

Initial Coverage

You are in the Initial Coverage
stage until you reach $4,660 in
drug costs (year to date)

Tier 1 - Preferred Generic $0 copay $0 copay

Tier 2 — Generic ;
Tier 3 - Preferred Brand $0, $1.45, $4.15 or 15% for generic drugs
Tier 4 — Non-Preferred Brand $0, $4.30, $10.35 or 15% for brand drugs
Tier 5 — Specialty Tier

Tier 6 — Select Care 1$0 copay | $0 copay

Depending on the level of Extra Help that you receive

Coverage Gap

You stay in this stage until your
year-to-date “out-of-pocket
costs” (your payments) reach a
total of $7,400

Tier 1 — Preferred Generic $0 copay $0 copay 1
Tier 2 - Generic $0, $1.45, $4.15 or 15% for generic drugs1
Tier 3 - Preferred Brand $0, $4.30, $10.35 or 15% for brand drugs

Tier 4 - Non-preferred Drug
Tier 5 - Specialty

Tier 6 — Select Care $0 copay | $0 copay

Depending on the level of Extra Help that you receive




Outpatient Prescription Drugs

Brand New Day Dual Access Plan
HMO D-SNP (24)

Catastrophic Coverage During this stage, the plan will pay most of the cost of your
You are in this stage after your ;l(r)uz%s) for the rest of the calendar year (through December 31,

year-to-date “out-of-pocket
costs” (your payments) reach a | $4.15 copay or 5% (whichever costs more) for generic
total of $7,400 drugs or a preferred multi-source drug and $10.35 copay
or 5% (whichever costs more) for all other drugs.

Important Message About What You Pay for Vaccines

Our plan covers most Part D vaccines at no cost to you, even if you haven’t paid your deductible
(if you have a deductible). Call Member Services for more information.

Important Message About What You Pay for Insulin

You won't pay more than $35 (or less, depending on your level of Extra Help or if your Tier 3
copay is less than $35) for a one-month supply of each insulin product covered by our plan,
no matter what cost-sharing tier it's on, even if you haven’t paid your deductible (if you have
a deductible).

Cost-Sharing may change depending on the pharmacy you choose and when you enter a new
phase of the Part D benefit.



Extra Benefits* Brand New Day Dual Access Plan
HMO D-SNP (24)

Over-The-Counter (OTC) Items

Healthy Foods Allowancet

Meals and Nutritional Counseling
(Made Easy Meals)t

Acupuncture*
* Medicare-covered acupuncture
* Routine acupuncture

Chiropractic Services*
* Medicare-covered chiropractic care
* Routine chiropractic care

Blood Pressure Cuffs
Scales

Gym Membership
24/7 Telehealth

Personal Emergency Response System
(PERS)

Durable Medical Equipment (DME)*

Up to $180 every 3 months

Up to $50 each month for healthy foods for
members with a qualifying chronic condition

Receive 14 meals each month, for 12
months (168 total meals). Meal delivery is
included 1 time per month.

$0 copay
$0 copay

Up to 30 visits every year combined with
Routine Chiropractic services.

$0 copay
$0 copay

Up to 30 visits every year combined with
Routine Acupuncture services.

$0 copay

$0 copay

$0 copay

$0 copay

$0 copay

20% coinsurance**

1 Please reference Evidence of Coverage (EOC) for details on specific services.
**Your costs for Brand New Day Dual Access Plan (HMO D-SNP) may be less depending on your

Medi-Cal status.



Extra Benefits* Brand New Day Dual Access Plan
HMO D-SNP (24)

Worldwide Emergency Care
 Urgent Care $90 copay

* Emergency Room Coverage up to $50,000
* Emergency Transportation
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Summary of Medi-Cal covered benefits

Services available through Brand New Day California

In addition to the Medicare services described in the Summary of Benefits, you may be eligible
for the following Medi-Cal benefits based on the level of your Medi-Cal coverage. For eligibility
rules, a complete list of services, and additional information about Medi-Cal benefits, please visit:
www.bndhmo.com.

Diagnostic Tests, Lab and Radiology
Services, and X-Rays

Inpatient Hospital Care
Inpatient Mental Health Care

Outpatient H ital Servi
Skilled Nursing Facility (SNF) Hpatient ospital services

Outpatient Substance Abuse Services
Emergency Care

Renal Dialysis
Urgently Needed Services v

Ambulance Services
Home Health Care

Hospice

Doctor Office Visits

Preventive Care

Foot Care

Telemedicine

Speech Therapy

Physical Therapy/Occupational Therapy
Mental Health Care

Routine Transportation

Diabetes Supplies and Services
Durable Medical Equipment (DME)
Prosthetic Devices

Immunizations

Dental Services

Vision Services

Hearing Services

Prescription Drug Benefits

The categories above are subject to the coverage and limitation policies listed in your Medi-Cal

contract.

Have Questions? What you pay for covered services may depend on your level of
Medi-Cal eligibility. If you have questions about your Medi-Cal eligibility and what benefits
you are entitled to, please call: 1-800-221-3943




NOTICE OF NON-DISCRIMINATION

Brand New Day complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex. Brand New Day does not exclude
people or treat them differently because of race, color, national origin, age, disability, or sex.

Brand New Day

* 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:
* Qualified interpreters
¢ Information written in other languages

If you need these services, contact the Brand New Day Customer Service Department at:
1-866-255-4795 (TTY 711). Hours are: 8:00 a.m. to 8:00 p.m. 7 days a week from October 1 -
March 31 and 8:00 a.m. to 8:00 p.m. Monday - Friday from April 1 — September 30.

If you believe that Brand New Day has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance
by calling our Customer Service Department or mailing a letter to:

Brand New Day

Attn: Appeals & Grievances Department
5455 Garden Grove Blvd, Suite 500
Westminster, California 92683

Fax: 657-400-1217

Email: Complaints@universalcare.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
our Customer Service Department 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

Phone: 1-800-368-1019, TDD: 1-800-537-7697

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html




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 1-866-255-4795. 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 1-866-255-4795. Alguien que hable espafol le podra ayudar. Este es un
servicio gratuito.

Chinese Mandarin: IR R RN EFRS , BB E X TRENAYWRRHET £
ﬂmﬂ*%ttﬂwﬂﬁﬂ BEEE 1-866-255-4795, BRI HP X TEARRERE BHE, X2—
MR RRSS

Chinese Cantonese: BHBMNRBREREY R UTEFELRR , AUBRMAREREN BF Ik
%, MEBEZRK , BHE 1-866-255-4795, aﬂiﬁﬁqﬂiﬂ’]kﬁﬂ BERMKIRE HER, E R—
HRER,

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 1-866-255-4795. 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'assurancemédicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au 1-866-255-4795. Un interlocuteur parlant
Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vu thdng dich mién phi dé tra 16i cac cau hdi vé chuong stric khde
va chuong trinh thuSc men. Néu qui vi can thong dich vién xin goi 1-866-255-4795 s& c6 nhan
vién ndi tiéng Viét giup dd qui vi. Pay la dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet |hren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-866-255-4795.
Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: ZAlE | Bl rE &FE HH 1I st ARo| Eel| EC| DA RE EX HHIAE K|
S5t U&LICH 8 HHIA% o|235t2{™ T3} 1-866-255-4795 tHo 2 Eo|al F "*' A2. ﬂi‘
01 sl E“:*XM '=9+ c2 JlL|ct o] MH|lAE FEZ Y ELICH

Russian: Ecnu y Bac BO3HMKHYT BONPOCHI OTHOCUTESTbHO CTPaxXOBOro Ui MeguKaMeHTHOro niiaHa,
Bbl MOXET€e BOCMONb30BaTbCA HaLLMMKM BecnnaTHbIMK ycrnyrammn nepeBogymnkos. YToobl
BOCMONb30BaTbLCA ycnyramm nepesBoaynka, No3BoHUTE HaMm Mo TenedoHy 1-866-255-4795. Bam
OKaXeT MOMOLLb COTPYAHUK, KOTOPbI FOBOPUT No-pycckun. [JaHHasa ycnyra 6ecnnaTtHas.

Arabic:

Lle oozl o) 4,95Y1 J9az ol axally gles diwl sl e alW aslrall s 08l o> iall loas pais L

038 .iaclus dy o)l Saiy b Lot pgimw .1-866-255-4795 e by JlasVl sguw clle Lu (5589 o> io
a0 doa>



Hindi:

EHR WY 1 gdl B AlSH & IR S1ad ol i vy g ad @ ferg

SR U U TN YaTl SUs 5. Teh GHITNIT U - o {olT, o9 g4
1-866-255-4795. TR Tl B, Dls lad ol fo-al ST & 3MID| Hag PR

Hhdl §. g8 U 4ud 44l 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 1-866-255-4795.
Un nostro incaricato che parla Italianovi fornira |'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servigos de interpretagdo gratuitos para responder a qualquer questao
que tenha acerca do nosso plano de salde ou de medicagdo. Para obter um intérprete,
contacte-nos através do nimero 1-866-255-4795. Ird encontrar alguém que fale o idioma
Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou ta genyen konsenan
plan medikal oswa dwog nou an. Pou jwenn yon entéepreét, jis rele nou nan 1-866-255-4795. Yon
moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzysta¢ z pomocy
ttumacza znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-866-255-4795. Ta ustuga jest
bezptatna.

Japanese: Y NRE BRERREEB LFETSVICHIZCEBICEBTATAHLEY 12, &
BOBERY—EANFHYVEIIETVWET, BREZEZABGICHSICIEK, 1-866-255-4795 ICHE
BCEEY, BRBEEITA B NI XBVELET, Chik EHOY—ERXTT,



