2027 PHIP Medicare Plan Comparison

Benefit Description Medicare Advantage Plans Supplement Plan ’é%éé;l;ariggeiljuc?glle.'
Kaiser Permanente Senior Advantage UnitedHealthcare Group Moda Health Medicare not GVG(’?’;b/e st t%’?slﬁnfe,-s
9 Medicare Advantage (PPO) Supplement plan 2 Medicare-covered
In-Network Out-of-Network services only.
Medicare Advantage Any Licensed ? COV@_fdge GDP(i?S to a-
(PPO) Providers Medicare Provider gfgg‘zge:%rg@i‘;;‘;c’”ty
Member pays: Member pays: Member pays: , Medicare benefit period
Applies to Medicare-approved
Calendar Year Deductible None None $283 per individual' supplies/equipment only and
. may require pre-authorization.
Calendar Year Medical : ; .
indivi indivi Some diabetic supplies
Out-of-Pocket Maximum $1,000 per individual $2,500 per individual N/A e fu/I/?p
Preventive Care? Covered in full Covered in full Covered in full Covered in full ® Kaiser Permanente s limited
to a 30-day supply; all other
Inpatient Care plans are for a 31-day supply.
Inpatient Hospital Care $200 copay per admit $100 copay/day; $100 copay/day; Covered in full ¢ Apply the adult rate to the
$300 max. per admit $300 max. per admit PERS retiree; spouse; and
p . 3 .
Skilled Nursing Facility Covered in full $O copay per day up Covered in full per Covered in full dependent domestic .
to 100 days day up to 100 days partner. Apply the child
Outpatient C rate to a dependent child
LIPS s regardless of age. There is
Physician Office Visits $15 copay $15 copay $15 copay Covered in full nogacrjditiona/ pgem/umr I
Specialist Office Visits $15 copay $20 copay $20 copay Covered in full (cost) for more than two
Outpatient Surgery $15 copay $125 copay $125 copay Covered in full children. Monthly rates
Ambulance (air-ground) $50 copay $50 copay $50 copay Covered in full shown do not include the
Emergency Services $50 copay $65 copay $65 copay Covered in full RHIA premium subsidy
Urgent Care $15 copay $20 copay $20 copay Covered in full contribution.
DME* 20% 20% 20% Covered in full
Lab Test Covered in full $0 copay $0 copay Covered in full
X-ray Covered in full 10% 10% Covered in full
Diagnostic Procedures CT/MRI/PET: Covered in full 10% 10% Covered !n full
OT/PT/ST Therapies Covered in full $20 copay $20 copay Covered in full
- _ This is a Medicare Part D prescription drug plan _
5 - Lol
Prescription Drugs included with all Medicare medical plans
Out-of-Pocket Maximum < $2,400 per member >
Pharmacy
Tier 1 Up to an $8 copay Up to an $8 copay Up to an $8 copay
Tier 2 Up to a $15 copay Up to a $15 copay Up to a $15 copay
Tier 3 40% to $250 max per script 40% to $250 max per script 40% to $250 max per script
Tier 4 40% to $250 max per script 40% to $250 max per script 40% to $250 max per script
Tier 5 40% to $250 max per script 40% to $250 max per script 40% to $250 max per script
Tier 6 $0 cost share $0 cost share
Rates® (per member, per month)
Adult $297.33 $372.54 $419.17
Child $239.23 $299.40 $336.71

All plan deductibles/out-of-pocket maximums operate on a calendar year basis which begins on January 1and ends on December 31.

Acupuncture, chiropractic, hearing and vision benefits are included in the medical coverage; coverage varies by plan. You can find more information on pershealth.com.

This is a summary of benefits that you can use to compare plans. If you find any differences between this outline and health plan documents, please refer to the information in the online
health plan documents.





