Prescription Drug Benefits Overview

2010 SCANP® Health Plan (HMO-POS)
BENEFITS & SERVICES IN-NETWORK Benefit Highlighfs

SCAN Contracted Pharmacy $0 copay for Select Generic drugs
1-month/31-Day $5 copay for Generic drugs
Supply of Drugs $32 copay for Brand drugs
$60 copay for Additional Brand drugs
33% copay for Specialty drugs

SCAN Mail Order Service $0 copay for Select Generic drugs
3-month/Q0-Day $12.50 copay for Generic drugs
Supply of Drugs $80 copay for Brand drugs

$150 copay for Additional Brand drugs

Initial Coverage Limit $3,000 in total drug costs

Coverage Gap After $3,000, Generic drug copays apply
Brand drugs not covered

Out-of-network Pharmacy You will be allowed to fill prescriptions at an outofnetwork
pharmacy up to 3 times within the calendar year. If you
request a fourth fill at an outof-network pharmacy, your
request for coverage will be denied. Routine use of an outof-
network pharmacy is not permitted.

HEALTH PLANo 1-800-915-7226
SCAN Health Plan®

3800 Kilroy Airport Way, Suite 100
Long Beach, CA 90806

My Choice

TTY Users
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1-800-735-2929
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Visit our web site
(/=) www.scanhealthplan.com

The benefit information provided is not comprehensive. Additional information should be requested before making
a decision about your coverage. SCAN Health Plan (HMO-POS) is an HMO, Medicare Advantage Prescription
Drug Plan (MAPD) with a Point of Service Option (POS), with a Medicare Advantage Contract; SCAN has a
contract with the Federal Government. SCAN also contracts with the Department of Health Care Services. For \ J
more information, please visit www.scanhealthplan.com. H5425_SCAN_4874_2009_CMS071609
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$10 (10 routine visits combined Acupuncture Not covered

$1,050 Out-of-pocket maximum There is no out-of-pocket maximum
with chiropractic)

applies to Medicare covered benefits | for out-of-network services

$10 for Primary physician visits Doctor office visits $40 per visit $0 copay Health Club Membership You must use in-rTe’rwork
$20 for Specialist visits health club providers
$100 per day; days 1-10 Inpatient hospital care PO @ e e $400 limit for 2 hearing aids Hearing aids Not covered
every 3 years
$30 per day; days 1-20 Skilled nursing facility 20% coinsurance
$100 per day; days 21-100 Glasses or contacts coverage Vision services Not covered
every 2 years:
$50 each visit Emergency care $50 each visit $75 glasses/$100 contacts
waived if admitted immediately Worldwide Coverage waived if admitted immediately
$25 each visit Urgent care $40 each visit ~ /
Worldwide Coverage
$50 for ambulatory surgical center Outpatient surgery $100 for ambulatory surgical center
$100 for hospital facili 20% coinsurance for hospital facili . .
i i piatiactly In-Home Recovery Benefit Overview
$100 per one-way trip Ambulance 20% coinsurance
$0 for diabetic supplies, Diabetes monitoring 20% (monitoring and nutrition)
eierting @ mifen Ty Diabetic supplies are not covered SCAN offers unique in-home services to facilitate recovery from an illness or injury. Coverage is provided up

to $1,000 per calendar year. Authorization rules apply. Contact SCAN for details.

0% - 10% of the cost for Medicare | Medical equipment and supplies | Not covered

covered items
IN-NETWORK BENEFITS & SERVICES OUT-OF-NETWORK

$0 copay Lab services and x-rays 20% coinsurance You pay $0 Home Delivered Meals Nof covered

(limitations apply)
$0 copay Mammogram screenings 20% coinsurance
$0 copay Prostate screenings 20% coinsurance You pay $0 Custodial Level Care Not covered

(limitations apply)
$20 copay Medicare Covered Chiropractic | $40 copay
$10 (10 routine visits combined Routine Chiropractic Coverage | Not Covered

with acupuncture)






