Chronic Special Needs Plans
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SB Combo

070-072-0/7-082 - 083

070 - Freedom VIP Care
(HMO C-SNP)

072 - Freedom VIP Savings
(HMO C-SNP)

077 - Freedom VIP Savings
COPD (HMO C-SNP)

Counties: Citrus, Hernando, Hillsborough,
Lake, Manatee, Marion, Orange, Osceola, Palm

Beach, Pasco, Pinellas, Polk, Sarasota,
Seminole, Sumter, and Volusia

082 - Freedom VIP Savings
(HMO C-SNP)

083 - Freedom VIP Savings
COPD (HMO C-SNP)
Counties: Broward, Charlotte, Collier,

Indian River, Lee, Martin, St. Lucie, and
(Brevard only in 082)

2023 Summary of Benefits







Summary of Benefits
January 1, 2023 - December 31, 2023

Freedom VIP Care (HMO C-SNP) H5427_070

Freedom VIP Savings (HMO C-SNP) H5427_072
Freedom VIP Savings COPD (HMO C-SNP) H5427_077
Freedom VIP Savings (HMO C-SNP) H5427_082
Freedom VIP Savings COPD (HMO C-SNP) H5427_083

The purpose of the Summary of Benefits is to provide you with a summary of drug and health benefits covered by Freedom VIP
Care (HMO C-SNP) H5427_070, Freedom VIP Savings (HMO C-SNP) H5427_072, Freedom VIP Savings COPD (HMO
C-SNP) H5427_077, Freedom VIP Savings (HMO C-SNP) H5427_082 and Freedom VIP Savings COPD (HMO C-SNP)
H5427_083 which describes what we cover and what you pay. This information is not a complete description of benefits. Call 1-800-
401-2740 (TTY: 711) for more information. Limitations, copayments and restrictions may apply. Benefits, premiums and/or co-
payments/co-insurance may change on January 1 of each year.

Freedom Health, Inc. is an HMO with a Medicare contract. Enrollment in Freedom Health, Inc. depends on contract renewal. Freedom
Health, Inc. has been approved by the National Committee for Quality Assurance (NCQA) to operate as a Chronic Condition Special
Needs Plan (C-SNP) through 2023 based on a review Freedom Health, Inc.’s Model of Care.

To be eligible for Freedom VIP Care (HMO C-SNP) H5427_070, Freedom VIP Savings (HMO C-SNP) H5427_072 and
Freedom VIP Savings (HMO C-SNP) H5427_082 you must have both Medicare Part A and Medicare Part B. Our plans are
designed to meet the specialized needs of people who have certain medical conditions. To be eligible for these plans, you must have
cardiovascular disorders, chronic heart failure, and/or diabetes, and live in our service area.

To be eligible for Freedom VIP Savings COPD (HMO C-SNP) H5427_077 and Freedom VIP Savings COPD (HMO C-SNP)
H5427_083 you must have both Medicare Part A and Medicare Part B. Our plans are designed to meet the specialized needs of people
who have certain medical conditions. To be eligible for these plans, you must have chronic lung disorders, and live in our service area.
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Our service area includes the following counties in Florida:

Freedom VIP Care (HMO C-SNP) H5427_070: Citrus, Hernando, Hillsborough, Lake, Manatee, Marion, Orange, Osceola, Palm
Beach, Pasco, Pinellas, Polk, Sarasota, Seminole, Sumter and Volusia

Freedom VIP Savings (HMO C-SNP) H5427_072: Citrus, Hernando, Hillsborough, Lake, Manatee, Marion, Orange, Osceola, Palm
Beach, Pasco, Pinellas, Polk, Sarasota, Seminole, Sumter and Volusia

Freedom VIP Savings COPD (HMO C-SNP) H5427_077: Citrus, Hernando, Hillsborough, Lake, Manatee, Marion, Orange,
Osceola, Palm Beach, Pasco, Pinellas, Polk, Sarasota, Seminole, Sumter and Volusia

Freedom VIP Savings (HMO C-SNP) H5427_082: Brevard, Broward, Charlotte, Collier, Indian River, Lee, Martin and St. Lucie
Freedom VIP Savings COPD (HMO C-SNP) H5427_083: Broward, Charlotte, Collier, Indian River, Lee, Martin and St. Lucie

Freedom Health, Inc. has a network of doctors, hospitals, pharmacies, and other providers. You must use plan providers to get your
medical care and services except in emergency or urgent needed services when the network is not available, out-of-area dialysis
services and in cases in which the plan authorizes use of out-of-network providers. If you obtain routine care from out-of-network
providers neither Medicare nor Freedom Health, Inc. will be responsible for the costs. Out-of-network/non-contracted providers are
under no obligation to treat Freedom Health, Inc. 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.
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Premiums and Benefits Freedom VIP Care Freedom VIP Savings Freedom VIP Savings
(HMO C-SNP)_070 (HMO C-SNP)_072 COPD (HMO C-SNP)_077
Monthly Plan Premium You pay $0 You pay $0 You pay $0
Freedom Health, Inc. will Freedom Health, Inc. will
reduce your Medicare Part B reduce your Medicare Part B
premium by up to $150 premium by up to $150
Deductible You pay $0 You pay $0 You pay $0

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

$1,500 annually

$3,400 annually

$3,400 annually

Inpatient Hospital Coverage

You pay $0 copay each day
for days 1 through 5 and $0
copay each day for days 6
through 90 per admission

You pay $175 copay each day
for days 1 through 7 and $0
copay each day for days 8
through 90 per admission

You pay $175 copay each day
for days 1 through 7 and $0
copay each day for days 8
through 90 per admission

Outpatient Hospital
Coverage

You pay $100 copay per visit

You pay $195 copay per visit

You pay $195 copay per visit

Page 4 of 30




Freedom VIP Savings
(HMO C-SNP)_082

Freedom VIP Savings
COPD (HMO C-SNP)_083

What you should know

You pay $0

Freedom Health, Inc. will reduce
your Medicare Part B premium by
up to $100

You pay $0

Freedom Health, Inc. will
reduce your Medicare Part B
premium by up to $100

You must continue to pay your Medicare Part B Premium unless
your Part B Premium is paid for you by Medicaid or another
third party.

You pay $0

You pay $0

These plans do not have a deductible.

$3,400 annually

$3,400 annually

This is the most you pay for copays, coinsurance and other
costs for medical services for the year.

Contact the Plan for details on what is covered in the Maximum
Out-of-Pocket.

You pay $195 copay each day
for days 1 through 5 and $0
copay each day for days 6
through 90 per admission

You pay $195 copay each day
for days 1 through 5 and $0
copay per day for days 6
through 90 per admission

Except in an emergency, you must get prior authorization in
advance before you are admitted to the facility or your stay
may not be covered.

You pay $195 copay per visit

You pay $195 copay per visit

Prior authorization is required for some services by your doctor
or other network provider. Please contact the Plan for more
information.

Services include but are not limited to Medicare-covered
outpatient hospital facility visits, clinic, outpatient treatment
room, observation room, or outpatient surgery services.
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Premiums and Benefits

Freedom VIP Care
(HMO C-SNP)_070

Freedom VIP Savings
(HMO C-SNP)_072

Freedom VIP Savings
COPD (HMO C-SNP)_077

Ambulatory Surgery Center

You pay $0 copay for each
Medicare-covered ambulatory
surgical center visit

You pay $100 copay for each
Medicare-covered outpatient
hospital facility visit

You pay $25 copay for each
Medicare-covered ambulatory
surgical center visit

You pay $195 copay for each
Medicare-covered outpatient
hospital facility visit

You pay $25 copay for each
Medicare-covered ambulatory
surgical center visit

You pay $195 copay for each
Medicare-covered outpatient
hospital facility visit

Doctor’s Visits

e Primary

e Specialists

You pay $0 copay per visit

You pay $0 copay per visit

You pay $0 copay per visit

You pay $20 copay per visit

You pay $0 copay per visit

You pay $20 copay per visit

Preventive Care

You pay $0 copay

You pay $0 copay

You pay $0 copay

Emergency Care

You pay $75 copay per visit

You pay $75 copay per visit

You pay $75 copay per visit

Urgently Needed Services

You pay $10 copay

You pay $10 copay

You pay $10 copay
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Freedom VIP Savings
(HMO C-SNP)_082

Freedom VIP Savings
COPD (HMO C-SNP)_083

What you should know

You pay $50 copay for each
Medicare-covered ambulatory
surgical center visit

You pay $195 copay for each
Medicare-covered outpatient
hospital facility visit

You pay $50 copay for each
Medicare-covered ambulatory
surgical center visit

You pay $195 copay for each
Medicare-covered outpatient
hospital facility visit

Prior authorization may be required. Contact the Plan for
details.

If you are having surgery in a hospital facility, you should check
with your provider about whether you will be an inpatient or
outpatient.

You pay $0 copay per visit

You pay $25 copay per visit

You pay $0 copay per visit

You pay $25 copay per visit

Your primary care physician will coordinate the covered services
you receive as a member of our plan.

In order for you to see a specialist, you will need to have a
referral from your PCP first.

Separate copay may apply for each additional service received
at an office visit.

You pay $0 copay

You pay $0 copay

Any additional preventive services approved by Medicare during
the contract year will be covered. Preventive services in a
hospital-based setting may require prior authorization.

You pay $75 copay per visit

You pay $75 copay per visit

$500 copay for each emergency service, urgent service and
emergency transportation outside the U.S. $100,000 plan
coverage limit for emergency services, urgent services and
emergency transportation outside the U.S. every year. Contact
the plan for details.

You pay $10 copay

You pay $10 copay

$500 copay for each emergency service, urgent service and
emergency transportation outside the U.S. $100,000 plan
coverage limit for emergency services, urgent services and
emergency transportation outside the U.S. every year. Contact
the plan for details.
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Premiums and Benefits

Freedom VIP Care
(HMO C-SNP)_070

Freedom VIP Savings
(HMO C-SNP)_072

Freedom VIP Savings
COPD (HMO C-SNP)_077

Diagnostic
Services/Labs/Imaging

* Diagnostic Radiology
Services (e.g., MRI)

e Lab Services

e Diagnostic Tests and
Procedures

e Outpatient X-rays

e Therapeutic Radiology

You pay $25-$100 copay
depending on the service

You pay $0-$50 copay
depending on the place of
service

You pay $0-$100 copay or
20%o coinsurance depending
on the service

You pay $0-$100 copay
depending on the service

You pay 20% coinsurance for
Therapeutic Radiology

You pay $25-$195 copay
depending on the service

You pay $0-$50 copay
depending on the place of
service

You pay $0-$195 copay or
20%o coinsurance depending
on the service

You pay $0-$195 copay
depending on the service

You pay 20% coinsurance for
Therapeutic Radiology

You pay $25-$195 copay
depending on the service

You pay $0-$50 copay
depending on the place of
service

You pay $0-$195 copay or
20%o coinsurance depending
on the service

You pay $0-$195 copay
depending on the service

You pay 20%b coinsurance for
Therapeutic Radiology

Hearing Services

e Hearing Exam/Hearing
Aid Fitting-Evaluation

e Hearing Aid

You pay $0 copay for one
routine hearing exam and one
hearing aid fitting-evaluation
every year

You pay $0 copay for two
hearing aids (1 per ear) per
year

You pay $0 copay for one
routine hearing exam and one
hearing aid fitting-evaluation
every year

You pay $0 copay for two
hearing aids (1 per ear) per
year

You pay $0 copay for one
routine hearing exam and one
hearing aid fitting-evaluation
every year

You pay $0 copay for two
hearing aids (1 per ear) per
year
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Freedom VIP Savings
(HMO C-SNP)_082

Freedom VIP Savings
COPD (HMO C-SNP)_083

What you should know

You pay $25-$195 copay
depending on the service

You pay $0-$50 copay
depending on the place of
service

You pay $0-$195 copay or
20%o coinsurance depending on
the service

You pay $0-$195 copay
depending on the service

You pay 20% coinsurance for
Therapeutic Radiology

You pay $25-$195 copay
depending on the service

You pay $0-$50 copay
depending on the place of
service

You pay $0-$195 copay or
20% coinsurance depending
on the service

You pay $0-$195 copay
depending on the service

You pay 20% coinsurance for
Therapeutic Radiology

Prior authorization is required for some services by your doctor
or other network provider. Please contact the plan for more
information.

You pay $0 copay for one
routine hearing exam and one
hearing aid fitting-evaluation
every year

You pay $0 copay for two
hearing aids (1 per ear) per year

You pay $0 copay for one
routine hearing exam and one
hearing aid fitting-evaluation
every year

You pay $0 copay for two
hearing aids (1 per ear) per
year

Our Plan pays up to a maximum of $1,000 ($500 per
hearing aid) for hearing aid benefit every year.

You are responsible for payment of any amount in excess of the
maximum $1,000 ($500 per hearing aid)

For all plans, you pay $0 copay for Medicare-covered diagnostic
hearing exam.
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Premiums and Benefits

Freedom VIP Care
(HMO C-SNP)_070

Freedom VIP Savings
(HMO C-SNP)_072

Freedom VIP Savings
COPD (HMO C-SNP)_077

Dental Services

Oral Exam & Cleaning

Fluoride Treatment

Dental X-rays

Extraction of Tooth

Fillings

Debridement

Deep Cleaning
(Scaling/Root Planing)

Periodontal Maintenance

You pay $0 copay for Oral
Exam, 2 per year, $0 copay
for Problem Focused Exam, 2
per year and $0 copay for
Cleaning, 2 per year

You pay $0 copay for fluoride
treatment, 2 per year

You pay $0 copay for Dental
X-rays

You pay $0 copay for
extraction of tooth, 1
procedure per year

You pay $0 copay for resin
filling or restoration, 1 per
year

You pay $0 copay for 1 full
mouth debridement per 2
years

You pay $0 copay for
Scaling/Root Planing

You pay $0 copay for 2
procedures per year

You pay $0 copay for Oral
Exam, 2 per year, $0 copay
for Problem Focused Exam, 2
per year and $0 copay for
Cleaning, 2 per year

You pay $0 copay for fluoride
treatment, 2 per year

You pay $0 copay for Dental
X-rays

You pay $0 copay for
extraction of tooth, 1
procedure per year

You pay $0 copay for resin
filling or restoration, 1 per
year

You pay $0 copay for 1 full
mouth debridement per 2
years

You pay $0 copay for
Scaling/Root Planing

You pay $0 copay for 2
procedures per year

You pay $0 copay for Oral
Exam, 2 per year, $0 copay
for Problem Focused Exam, 2
per year and $0 copay for
Cleaning, 2 per year

You pay $0 copay for fluoride
treatment, 2 per year

You pay $0 copay for Dental
X-rays

You pay $0 copay for
extraction of tooth, 1
procedure per year

You pay $0 copay for resin
filling or restoration, 1 per
year

You pay $0 copay for 1 full
mouth debridement per 2
years

You pay $0 copay for
Scaling/Root Planing

You pay $0 copay for 2
procedures per year
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Freedom VIP Savings
(HMO C-SNP)_082

Freedom VIP Savings
COPD (HMO C-SNP)_083

What you should know

You pay $0 copay for Oral Exam,
2 per year, $0 copay for Problem
Focused Exam, 2 per year and
$0 copay for Cleaning, 2 per
year

You pay $0 copay for fluoride
treatment, 2 per year

You pay $0 copay for Dental X-
rays

You pay $0 copay for extraction

of tooth, 1 procedure per year

You pay $0 copay for resin filling
or restoration, 1 per year

You pay $0 copay for 1 full
mouth debridement per 2 years

You pay $0 copay for
Scaling/Root Planing

You pay $0 copay for 2
procedures per year

You pay $0 copay for Oral
Exam, 2 per year, $0 copay
for Problem Focused Exam, 2
per year and $0 copay for
Cleaning, 2 per year

You pay $0 copay for fluoride
treatment, 2 per year

You pay $0 copay for Dental
X-rays

You pay $0 copay for
extraction of tooth, 1
procedure per year

You pay $0 copay for resin
filling or restoration, 1 per
year

You pay $0 copay for 1 full
mouth debridement per 2
years

You pay $0 copay for
Scaling/Root Planing

You pay $0 copay for 2
procedures per year

Prior Authorization may be required, and services must be
performed by a participating Dental provider.

For more details or to get a complete list of services we cover,
please refer to your Evidence of Coverage.

For all plans, you pay $0 copay for Medicare-covered dental
benefit.

For Scaling/Root Planing, 4 procedures per year and limited to
1 procedure per quadrant per year.
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Premiums and Benefits

Freedom VIP Care
(HMO C-SNP)_070

Freedom VIP Savings
(HMO C-SNP)_072

Freedom VIP Savings
COPD (HMO C-SNP)_077

Vision Services

¢ Routine Eye Exam

o Eyeglasses
(Frames and Lenses)

You pay $0 copay for 1
routine eye exam every year
by an Optometrist

You pay $10 copay for the
plan coverage limit for 1 pair
of eyeglasses or contact lenses
per year

You pay $0 copay for
Medicare-covered eyewear
(one pair of eyeglasses which
includes frame and plastic lens
or contact lenses) after
cataract surgery

You pay $0 copay for 1
routine eye exam every year
by an Optometrist

You pay $10 copay for the
plan coverage limit for 1 pair
of eyeglasses or contact lenses
per year

You pay $0 copay for
Medicare-covered eyewear
(one pair of eyeglasses which
includes frame and plastic lens
or contact lenses) after
cataract surgery

You pay $0 copay for 1
routine eye exam every year
by an Optometrist

You pay $10 copay for the
plan coverage limit for 1 pair
of eyeglasses or contact lenses
per year

You pay $0 copay for
Medicare-covered eyewear
(one pair of eyeglasses which
includes frame and plastic lens
or contact lenses) after
cataract surgery

Mental Health Services

e Inpatient Visit

e Outpatient Group
Therapy Visit

e Outpatient Individual
Therapy Visit

You pay $0 copay each day
for days 1-5 and $0 copay
each day for days 6-90 per
admission

You pay $0 copay for
outpatient group/individual
therapy visit

You pay $175 copay each day
for days 1-7 and $0 copay
each day for days 8-90 per
admission

You pay $20 copay for
outpatient group/individual
therapy visit

You pay $175 copay each day
for days 1-7 and $0 copay
each day for days 8-90 per
admission

You pay $20 copay for
outpatient group/individual
therapy visit
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Freedom VIP Savings
(HMO C-SNP)_082

Freedom VIP Savings
COPD (HMO C-SNP)_083

What you should know

You pay $0 copay for 1 routine
eye exam every year by an
Optometrist

You pay $10 copay for the plan
coverage limit for 1 pair of
eyeglasses or contact lenses per
year

You pay $0 copay for Medicare-
covered eyewear (one pair of
eyeglasses which includes frame
and plastic lens or contact
lenses) after cataract surgery

You pay $0 copay for 1
routine eye exam every year
by an Optometrist

You pay $10 copay for the
plan coverage limit for 1 pair
of eyeglasses or contact lenses
per year

You pay $0 copay for
Medicare-covered eyewear
(one pair of eyeglasses which
includes frame and plastic lens
or contact lenses) after
cataract surgery

Eye exams to diagnose and treat diseases and conditions of the
eye by an Ophthalmologist are subject to the Specialist copay.

Contact the Plan for additional supplemental benefits. Services
must be performed by a participating Vision provider.

You pay nothing for exams to diagnose and treat diseases and
conditions of the eye by an Optometrist

For all plans, the coverage limit is $150 for eyewear
(eyeglasses or contact lenses) per benefit year.

You will be responsible for the $10 copay and any amount over
the plan benefit maximum total retail cost of $150 for eyewear
benefit.

You pay $195 copay each day
for days 1-5 and $0 copay each
day for days 6-90 per admission

You pay $25 copay for
outpatient group/individual
therapy visit

You pay $195 copay each day
for days 1-5 and $0 copay
each day for days 6-90 per
admission

You pay $25 copay for
outpatient group/individual
therapy visit

Prior Authorization may be required. Except in an emergency,
your doctor must tell the plan that you are going to be admitted
to the hospital.
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Premiums and Benefits

Freedom VIP Care
(HMO C-SNP)_070

Freedom VIP Savings
(HMO C-SNP)_072

Freedom VIP Savings
COPD (HMO C-SNP)_077

Skilled Nursing Facility

You pay $0 copay each day
for days 1 — 20

You pay $150 copay each day
for days 21 — 100

You pay $0 copay each day
for days 1 - 20

You pay $150 copay each day
for days 21 — 100

You pay $0 copay each day
for days 1 — 20

You pay $150 copay each day
for days 21 — 100

Physical Therapy
(Rehabilitation Services)

e Occupational Therapy
Visit

e Physical Therapy Visit

e Speech Therapy Visit

e Language Therapy Visit

You pay $0 copay

You pay $20 copay

You pay $20 copay

Ambulance

You pay $150 copay for
Medicare-covered one-way
Ground Ambulance services

You pay 20% coinsurance for
Medicare-covered one-way Air
Ambulance services

You pay $150 copay for
Medicare-covered one-way
Ground Ambulance services

You pay 20% coinsurance for
Medicare-covered one-way Air
Ambulance services

You pay $150 copay for
Medicare-covered one-way
Ground Ambulance services

You pay 20% coinsurance for
Medicare-covered one-way Air
Ambulance services

Transportation

You pay $0 copay for up to
20 one-way trips every year

You pay $0 copay for up to
20 one-way trips every year

You pay $0 copay for up to
20 one-way trips every year
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Freedom VIP Savings
(HMO C-SNP)_082

Freedom VIP Savings
COPD (HMO C-SNP)_083

What you should know

You pay $0 copay each day for
days 1 -20

You pay $150 copay each day
for days 21 — 100

You pay $0 copay each day
for days 1 — 20

You pay $150 copay each day
for days 21 — 100

Our plan covers up to 100 days in a SNF per benefit plan.

You must get prior authorization in advance before you are
admitted to the facility, or your stay may not be covered.

You pay $25 copay

You pay $25 copay

For rehabilitative services, you will need a referral or
authorization from your PCP first depending on the specific
service.

There may be limits on physical therapy, occupational therapy,
and speech and language pathology services. Contact the plan
for details.

You pay $150 copay for
Medicare-covered one-way
Ground Ambulance services

You pay 20% coinsurance for
Medicare-covered one-way Air
Ambulance services

You pay $150 copay for
Medicare-covered one-way
Ground Ambulance services

You pay 20% coinsurance for
Medicare-covered one-way Air
Ambulance services

Prior authorization may be required. Contact the Plan for
details.

You pay $0 copay for up to 20
one-way trips every year

You pay $0 copay for up to
20 one-way trips every year

Transportation is intended for rides to and/or from plan
approved locations for medical appointments and health needs
within your county.

Call to schedule a ride at least 72 hours prior to scheduled
medical appointment.
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Premiums and Benefits

Freedom VIP Care
(HMO C-SNP)_070

Freedom VIP Savings
(HMO C-SNP)_072

Freedom VIP Savings
COPD (HMO C-SNP)_077

Medicare Part B Drugs

You pay 20% of the cost for
chemotherapy drugs

You pay 20% of the cost for
other Part B drugs

You pay 20% of the cost for
chemotherapy drugs

You pay 20% of the cost for
other Part B drugs

You pay 20% of the cost for
chemotherapy drugs

You pay 20% of the cost for
other Part B drugs

Foot Care
(Podiatry Services)

e Foot Exams and
Treatment

You pay $0 copay

You pay $20 copay

You pay $20 copay

Medical Equipment/ Supplies

e Durable Medical
Equipment (e.g.,
wheelchairs, oxygen)

e Prosthetics (e.g.,
braces, artificial limbs)

e Diabetes Supplies

You pay 20%o coinsurance

You pay 20%o coinsurance

You pay 0% coinsurance

You pay 20%o coinsurance

You pay 20% coinsurance

You pay 0% coinsurance

You pay 0% coinsurance for
Oxygen and 20%o coinsurance
for all other DME

You pay 20% coinsurance

You pay 0-20% coinsurance

Wellness

e Fitness

e 24 Hour Nurse Advice
Line

You pay $0 copay

You pay $0 copay

You pay $0 copay

You pay $0 copay

You pay $0 copay

You pay $0 copay
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Freedom VIP Savings
(HMO C-SNP)_082

Freedom VIP Savings
COPD (HMO C-SNP)_083

What you should know

You pay 20% of the cost for
chemotherapy drugs

You pay 20% of the cost for
other Part B drugs

You pay 20% of the cost for
chemotherapy drugs

You pay 20% of the cost for
other Part B drugs

The Plan may require authorization to determine whether
certain drugs are covered by Medicare Part B or Part D.

Please refer to your Evidence of Coverage for more details.

You pay $25 copay

You pay $25 copay

Covered podiatry benefits are for medically necessary foot care.

You will need to have a referral or authorization from your PCP
first depending on the service.

You pay 20% coinsurance

You pay 20% coinsurance

You pay 0% coinsurance

You pay 0% coinsurance for
Oxygen and 20%o coinsurance
for all other DME

You pay 20%o coinsurance

You pay 0-20% coinsurance

We cover all medically necessary Durable Medical Equipment
covered by Original Medicare.

You will need to have a referral or authorization from your PCP
first depending on the service.

You pay $0 for Diabetic Monitors, Lancets and Test Strips
ordered through the Plan’s Mail Order Program.

For plans 77 and 83 you pay 20% for all diabetic supplies at a
retail pharmacy.

For plans 70, 72, and 82, you pay $0 for all diabetic supplies
at a retail pharmacy.

You pay $0 copay

You pay $0 copay

You pay $0 copay

You pay $0 copay

Health Club Memberships are limited to participating facilities.

Health Advice from a nursing professional, available 24 hours a
day, 7 days a week.
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Premiums and Benefits

Freedom VIP Care
(HMO C-SNP)_070

Freedom VIP Savings
(HMO C-SNP)_072

Freedom VIP Savings
COPD (HMO C-SNP)_077

Flex Account — Active Fitness

$500 Annual Allowance

$500 Annual Allowance

$500 Annual Allowance

Over The Counter (OTC)

$75 Monthly Allowance

The plan doesn't allow you to
roll over any remaining OTC
allowance into the next month

$75 Monthly Allowance

The plan doesn't allow you to
roll over any remaining OTC
allowance into the next month

$75 Monthly Allowance

The plan doesn't allow you to
roll over any remaining OTC
allowance into the next month

In-Home Support Services
(Papa’s Pals)

You pay $0 copay for Up to
30 hours of companion
services per year

You pay $0 copay for Up to
30 hours of companion
services per year

You pay $0 copay for Up to
30 hours of companion
services per year

Special Supplemental
Benefits for the Chronically
Ill - Healthy Groceries

$50 monthly allowance on
prepaid credit card for healthy
and nutritious grocery items

$50 monthly allowance on
prepaid credit card for healthy
and nutritious grocery items

$50 monthly allowance on
prepaid credit card for healthy
and nutritious grocery items

Personal Emergency
Response System (PERS)

You pay $0 copay for 1
Personal Emergency
Response (PERS)
monitoring device and
monitoring service

You pay $0 copay for 1
Personal Emergency
Response (PERS)
monitoring device and
monitoring service

You pay $0 copay for 1
Personal Emergency
Response (PERS)
monitoring device and
monitoring service
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Freedom VIP Savings
(HMO C-SNP)_082

Freedom VIP Savings
COPD (HMO C-SNP)_083

What you should know

Not covered

Not covered

The plan covers a spending allowance of $500 per year
towards the payment of facility access fees for golf, tennis or
swimming. Any unused amounts do not carry forward to the
next calendar year. For more information about this benefit
please contact Member Services.

$50 Monthly Allowance

The plan doesn't allow you to roll

over any remaining OTC
allowance into the next month

$50 Monthly Allowance

The plan doesn't allow you to
roll over any remaining OTC
allowance into the next month

Please contact the plan or visit our website for specific
instructions for using this benefit and our list of covered Over-
the-Counter items.

Call Member Services at 1-800-401-2740, TTY users call 711, or
visit our website at www.freedomhealth.com.

You pay $0 copay for Up to 30
hours of companion services
per year

You pay $0 copay for Up to
30 hours of companion
services per year

Services include but are not limited to Household Chores,
Companionship and Technical Guidance. Services are scheduled
in 1-hour increments. Please call 1-888-228-5958 for specific
instructions for using this benefit. TTY users call 711.

Not covered

Not covered

You will get a monthly credit to spend on healthy food items.
Credits cannot be used to purchase tobacco or alcohol. Credits
are added to your account every month and expire at the end
of the month. You must buy food at participating retailers.
Please call Member Services at 1-800-401-2740 for specific
instructions for using this benefit. TTY users call 711.

You pay $0 copay for 1
Personal Emergency
Response (PERS) monitoring
device and monitoring service

You pay $0 copay for 1
Personal Emergency
Response (PERS) monitoring
device and monitoring service

With a Personal Emergency Response System (PERS), help is a
button press away. PERS is a monitoring device that can
provide you with confidence, knowing you have quick access to
the help you need, 24 hours a day, in any situation. You must
use the plan's contracted provider/vendor. For more details
contact Member Services at 1-800-401-2740, TTY users call
711.

Page 19 of 30



https://www.freedomhealth.com/

Outpatient Prescription Drugs

Freedom VIP Care (HMO C-SNP) H5427_070

Standard Retail Rx
30 — day Supply

Standard Mail Order
90 — day Supply

What you should know

* Important Message About What You Pay for Vaccines and Insulin- Our plan covers most Part D vaccines at no cost to you
and you won't pay more than $35 for a one-month supply for any covered Insulin.

Deductible Stage

This stage doe

s not apply to you

Initial Coverage Stage
Tier 1: Preferred Generic
Tier 2: Preferred Brand
Tier 3: Non-Preferred Drug
Tier 4: Specialty Tier

Tier 5: Select Diabetic
Drugs

$0 Copay*
$15 Copay
$55 Copay

339%o of the Cost

$0 Copay*

*Select Insulins will be
a $0 copay in Tier 1
and $0 copay in Tier 5

$0 Copay*
$30 Copay
$110 Copay

Long Term Supply Not
Available

$0 Copay*
*Select Insulins will be

a $0 copay in Tier 1 and
$0 copay in Tier 5

Cost Sharing may change depending on
the pharmacy you choose and when you
enter another phase of Part D benefit. You
pay your cost share until your total yearly
drug costs reach $4,660. Not all drugs
qualify for a 90-day supply. Some Tier 1
medications allow up to a 100-day supply.

For more information, please call us or
access our Evidence of Coverage online.

If you reside in a long-term care facility,
you pay the same as a Standard Retail
one-month supply for a 34-day supply.

*Select Insulins are part of the Senior
Savings Model and applies to beneficiaries
who do not qualify for a program that
helps pay for your drugs (“Extra Help”).
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Outpatient Prescription Drugs

Freedom VIP Care (HMO C-SNP) H5427_070

Standard Retail Rx Standard Mail Order
30 — day Supply 90 — day Supply What you should know

Coverage Gap Stage
Tier 1: Preferred Generic

Tier 5: Select Diabetic
Drugs

For all other drugs, you pay 25% of the
price for brand drugs and 25% of the

$0 Copay* $0 Copay* price for all generic drugs (plus a portion
" " of the dispensing fee). You stay in this
$0 Copay $0 Copay stage until your out-of-pocket costs reach

. . ) . a total of $7,400.
*Select Insulins will be | *Select Insulins will be

a $0 copay inTier1 | a $0 copay in Tier 1 and | xggject Insulins are part of the Senior
and $0 copay in Tier 5 Savings Model and applies to beneficiaries
$0 copay in Tier 5 who do not qualify for a program that
helps pay for your drugs (“Extra Help”).

Catastrophic Coverage
Stage

You pay the greater of: During this stage, the plan will pay most
of the cost of your drugs for the rest of

° 0,
5% of the cost of the drug, or the calendar year.

e $4.15 copay for generic (including drugs
treated as generic) and $10.35 copay for all
other drugs

e Our Plan pays the rest of the cost
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Outpatient Prescription Drugs

Freedom VIP Savings (HMO C-SNP) H5427_072

Standard Retail Rx Standard Mail Order

30 — day Supply 90 — day Supply What you should know

* Important Message About What You Pay for Vaccines and Insulin- Our plan covers most Part D vaccines at no cost to you
and you won't pay more than $35 for a one-month supply for any covered Insulin.

Deductible Stage This stage does not apply to you
Initial Coverage Stage Cost Sharing may change depending on
the pharmacy you choose and when you
Tier 1: Preferred Generic $0 Copay* $0 Copay* enter another phase of Part D benefit. You
pay your cost share until your total yearly
Tier 2: Preferred Brand $25 Copay $50 Copay drug costs reach $4,660. Not all drugs
qualify for a 90-day supply. Some Tier 1
Tier 3: Non-Preferred Drug $65 Copay $130 Copay medications allow up to a 100-day supply.
Tier 4: Specialty Tier 33% of the Cost Long Term Supply Not | For more information, please call us or
Available access our Evidence of Coverage online.
Tier 5: Select Diabetic $10 Copay* $20 Copay* If you reside in a long-term care facility,
Drugs you pay the same as a Standard Retail

*Select Insulins will be | *Select Insulins will be | one-month supply for a 34-day supply.
a $0 copay in Tier 1 a $0 copay in Tier 1 and
and $10 copay in Tier 5 $20 copay in Tier 5 *Select Insulins are part of the Senior
Savings Model and applies to beneficiaries
who do not qualify for a program that
helps pay for your drugs (“Extra Help”).
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Outpatient Prescription Drugs

Freedom VIP Savings (HMO C-SNP) H5427_072

Standard Retail Rx Standard Mail Order What you should know
30 — day Supply 90 — day Supply

Coverage Gap Stage For all other drugs, you pay 25% of the
price for brand drugs and 25% of the

Tier 1: Preferred Generic $0 Copay* $0 Copay* price for all generic drugs (plus a portion
of the dispensing fee). You stay in this

Tier 5: Select Diabetic $10 Copay* $20 Copay* stage until your out-of-pocket costs reach

Drugs a total of $7,400.

*Select Insulins will be | *Select Insulins will be
a $0 copay in Tier 1 a $0 copay in Tier 1 and | *Select Insulins are part of the Senior
and $10 copay in Tier 5 $20 copay in Tier 5 Savings Model and applies to beneficiaries
who do not qualify for a program that
helps pay for your drugs (“Extra Help”).

Catastrophic Coverage You pay the greater of: During this stage, the plan will pay most
Stage e 5% of the cost of the drug, or of the cost of your drugs for the rest of

e $4.15 copay for generic (including drugs the calendar year.
treated as generic) and $10.35 copay for all
other drugs

e Our Plan pays the rest of the cost

Page 23 of 30



Outpatient Prescription Drugs

Freedom VIP Savings COPD (HMO C-SNP) H5427_077
Standard Retail Rx Standard Mail Order
30 — day Supply 90 — day Supply What you should know
* Important Message About What You Pay for Vaccines and Insulin- Our plan covers most Part D vaccines at no cost to you
and you won't pay more than $35 for a one-month supply for any covered Insulin.
Deductible Stage This stage does not apply to you
Initial Coverage Stage Cost Sharing may change depending on
the pharmacy you choose and when you
Tier 1: Preferred Generic $0 Copay $0 Copay enter another phase of Part D benefit. You
pay your cost share until your total yearly
Tier 2: Preferred Brand $20 Copay $40 Copay drug costs reach $4,660. Not all drugs
qualify for a 90-day supply. Some Tier 1
Tier 3: Non-Preferred Drug $60 Copay $120 Copay medications allow up to a 100-day supply.
For more information, please call us or
Tier 4: Specialty Tier 33% of the Cost Long Term Supply Not | access our Evidence of Coverage online.
Available If you reside in a long-term care facility,
you pay the same as a Standard Retail
one-month supply for a 34-day supply.
Coverage Gap Stage For all other drugs, you pay 25% of the
price for brand drugs and 25% of the
Tier 1: Preferred Generic $0 Copay $0 Copay price for all generic drugs (plus a portion
of the dispensing fee). You stay in this
stage until your out-of-pocket costs reach
a total of $7,400.
Catastrophic Coverage You pay the greater of: During this stage, the plan will pay most
Stage « 5% of the cost of the drug, or of the cost of your drugs for the rest of
e $4.15 copay for generic (including drugs the calendar year.
treated as generic) and $10.35 copay for all
other drugs
e Our Plan pays the rest of the cost
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Outpatient Prescription Drugs

Freedom VIP Savings (HMO C-SNP) H5427_082
Standard Retail Rx Standard Mail Order
30 — day Supply 90 — day Supply What you should know

* Important Message About What You Pay for Vaccines and Insulin- Our plan covers most Part D vaccines at no cost to you

and you won't pay more than $35 for a one-month supply for any covered Insulin.

Deductible Stage This stage does not apply to you

Initial Coverage Stage Cost Sharing may change depending on
the pharmacy you choose and when you

Tier 1: Preferred Generic $0 Copay $0 Copay enter another phase of Part D benefit. You
pay your cost share until your total yearly

Tier 2: Preferred Brand $30 Copay $60 Copay drug costs reach $4,660. Not all drugs
qualify for a 90-day supply. Some Tier 1

Tier 3: Non-Preferred Drug $80 Copay $160 Copay medications allow up to a 100-day supply.
For more information, please call us or

Tier 4: Specialty Tier 33% of the Cost Long Term Supply Not | access our Evidence of Coverage online.

Available If you reside in a long-term care facility,

- . . . you pay the same as a Standard Retail
'Il;lﬁ:'gss. Select Diabetic $10 Copay $20 Copay one-month supply for a 34-day supply.
Coverage Gap Stage For all other drugs, you pay 25% of the

price for brand drugs and 25% of the
Tier 1: Preferred Generic $0 Copay $0 Copay price for all generic drugs (plus a portion
of the dispensing fee). You stay in this
stage until your out-of-pocket costs reach
a total of $7,400.
Catastrophic Coverage You pay the greater of: During this stage, the plan will pay most
Stage « 5% of the cost of the drug, or of the cost of your drugs for the rest of
e $4.15 copay for generic (including drugs the calendar year.
treated as generic) and $10.35 copay for all
other drugs
e Our Plan pays the rest of the cost
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Outpatient Prescription Drugs

Freedom VIP Savings COPD (HMO C-SNP) H5427_083
Standard Retail Rx Standard Mail Order
30 — day Supply 90 — day Supply What you should know
* Important Message About What You Pay for Vaccines and Insulin- Our plan covers most Part D vaccines at no cost to you
and you won't pay more than $35 for a one-month supply for any covered Insulin.
Deductible Stage This stage does not apply to you
Initial Coverage Stage Cost Sharing may change depending on
the pharmacy you choose and when you
Tier 1: Preferred Generic $0 Copay $0 Copay enter another phase of Part D benefit. You
pay your cost share until your total yearly
Tier 2: Preferred Brand $30 Copay $60 Copay drug costs reach $4,660. Not all drugs
qualify for a 90-day supply. Some Tier 1
Tier 3: Non-Preferred Drug $80 Copay $160 Copay medications allow up to a 100-day supply.
For more information, please call us or
Tier 4: Specialty Tier 33% of the Cost Long Term Supply Not | access our Evidence of Coverage online.
Available If you reside in a long-term care facility,
you pay the same as a Standard Retail
one-month supply for a 34-day supply.
Coverage Gap Stage For all other drugs, you pay 25% of the
price for brand drugs and 25% of the
Tier 1: Preferred Generic $0 Copay $0 Copay price for all generic drugs (plus a portion
of the dispensing fee). You stay in this
stage until your out-of-pocket costs reach
a total of $7,400.
Catastrophic Coverage You pay the greater of: During this stage, the plan will pay most
Stage « 5% of the cost of the drug, or of the cost of your drugs for the rest of
e $4.15 copay for generic (including drugs the calendar year.
treated as generic) and $10.35 copay for all
other drugs
e Our Plan pays the rest of the cost
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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.

To get a complete list of services we cover, please review the “Evidence of Coverage” online at www.freedomhealth.com or get a copy
by calling 1-800-401-2740 (TTY: 711).

This document is available in alternate formats such as large print and Spanish. For more information, please call us at the phone
number below or visit us at www.freedomhealth.com.

Please call our Member Services number at 1-800-401-2740 for additional information. TTY users should call 711. From October 1 to
March 31, we are open 7 days a week from 8 a.m. to 8 p.m. EST. From April 1 to September 30, we are open Monday through Friday,
8 a.m. — 8 p.m. EST.

You can see our plan’s provider and pharmacy directories at our website www.freedomhealth.com or call us and we will send you a
copy of the directories. The formulary, pharmacy network, and/or provider network may change at any time. You will receive notice
when necessary.

We cover Part D drugs. In addition, we cover Part B drugs such as chemotherapy and some drugs administered by your provider.
You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our website at
www.freedomhealth.com.

Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits.

Freedom Health, Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex.

Freedom Health, Inc. cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color,
nacionalidad, edad, discapacidad o sexo. Freedom Health, Inc. konfom ak Iwa sou dwa sivil Federal ki aplikab yo e li pa fé
diskriminasyon sou baz ras, koulg, peyi orijin, laj, enfimite oswa séks. Espafiol (Spanish): ATENCION: Si habla espafiol, tiene a su
disposicion servicios gratuitos de asistencia lingliistica. Llame al 1-800-401-2740 (TTY: 711). Kreyol Ayisyen (French Creole):
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou. Rele 1-800-401-2740 (TTY: 711).
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Discrimination Is Against the Law
Notice Informing Individuals about Nondiscrimination and Accessibility Requirements

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

Freedom Health, Inc.:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages
If you need these services, contact the Freedom Health Civil Rights Coordinator.
If you believe that Freedom Health, Inc. 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 with:

Freedom Health Civil Rights Coordinator
P.O. Box 152727

Tampa, FL 33684

Phone: 1-800-401-2740, TTY: 711

Fax: 813-506-6235

You can file a grievance by mail, fax, or phone. If you need help filing a grievance, the Freedom Health Civil Rights Coordinator 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

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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¥y FREEDOM Multi-Language Insert
A HEALTH

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 1-800-401-2740 (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 1-800-401-2740 (TTY: 711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A/ 152 (k5 2 f i IRk 55, #ONIERME A K T HRe2G Wy IR B RO BE 1A), AR TS SRR SS, TE 20
1-800-401-2740 (TTY: 711), FATI ST TAE AN BARR R WER, X —T% RS,

Chinese Cantonese: #®R¥fFAMyfd FE sl st ba vl sE(r A RN, B ULIMR Ot e B Ik, MRy, HE0E
1-800-401-2740 (TTY: 711), HAMa#E bty N B8 s A @Mt E ), 5 & TR B IR,

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 1-800-401-2740 (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 1-800-401-2740 (TTY: 711). Un interlocuteur parlant Francgais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu théng dich mién phi dé tra 18i cadc cau hoi vé chudng slic khde va chuang trinh
thuéc men. Néu qui vi can théng dich vién xin goi 1-800-401-2740 (TTY: 711) sé& c6 nhan vién ndi tiéng Viét giup dg
qui vi. bay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und

Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-401-2740 (TTY: 711). Man wird Ihnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: A= o5 W3l = oF s wgo] 93 Ao e mejus F5 3 AuAs Alestal JFHY 5 AHAE
°o]-8-3e™ 13} 1-800-401-2740 (TTY: 711) Mo = o8 FHA L. F=ol& sk FAVE mef Bd APyt of A2

FEREZ ZIHYT

Form CMS-10802
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Russian: Ecnu y Bac BO3HMKHYT BOMNPOCblI OTHOCUTE/IbHO CTPaxoBOro Ui MeAnkKaMeHTHOro nsaHa, Bbl MOXeTe
BOCMOJ1b30BaTbCs HawmMum b6ecnnaTtHbIMX ycayramm nepesBoaymkoB. YTobbl BOCNOAb30BaTLCS YCNyraMmn nepeBoayvnKka,
no3BoHUTe HaM no TenedoHy 1-800-401-2740 (TTY: 711). Bam okaxeT NOMOLLb COTPYAHWUK, KOTOPbIA FOBOPUT MO-
pyccku. laHHasa ycnyra 6ecnniaTtHas.

s e Gl (g e o Jsanll Ll 4 50¥) Jsan 5l daally lati Al (ol (e DU il (5 )58l aa yiall cilead o0 L) 1 Arabic
oilae s oda cline Luay 4y pall Saty Lo add a8 ,1-800-401-2740 (TTY:711) e W JuaiV)

Hindi: §AR WY I1 &dT &1 Ao & IR J 39 fooeit 1 Y & SaTd o o fore gHIR IR o gHITT Tamd Suds €. T gHTan ured
& & T, S 8H 1-800-401-2740 (TTY: 711)WR B BY. HIs G ol gl Sieidl g TGS R ghdl ¢. I8 U HUd a1 ©.

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 1-800-401-2740 (TTY: 711). Un nostro incaricato
che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servigos de interpretacao gratuitos para responder a qualquer questao que tenha acerca do
nosso plano de saude ou de medicagdo. Para obter um intérprete, contacte-nos através do numero
1-800-401-2740 (TTY: 711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta genyen konsenan plan medikal oswa
dwog nou an. Pou jwenn yon entépret, jis rele nou nan 1-800-401-2740 (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, ktéry pomoze w uzyskaniu odpowiedzi na
temat planu zdrowotnego lub dawkowania lekéw. Aby skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer1-800-401-2740 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: 4jil D HERCRER & KA LI T T BT A SHEBICBE Z T Ao 10, MEOERY —EZ S FT IS F
T, R E CH@mIC e 51213, 1-800-401-2740 (TTY: 71D BHEEL 723w, HAEBZGET A E LWL £9, i3
DY — AT,
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Chronic Special Needs Plans

2023 Summary of Benefits
AL 072 - Freedom VIP Savings
v FREEDOM
é (HMO C-SNP)
P.O. BOX 151137 Pasco, Pinellas, Polk, Sarasota, Seminole, Sumter,
www.freedomhealth.com (HIMOIC-SNE)
Counties: Broward, Charlotte, Collier,

SB Combo
070-072-077-082 - 083
(HMO C-SNP)
HEALTH

Counties: Citrus, Hernando, Hillsborough, Lake,

Tampa, FL 33684 and Volusia
083 - Freedom VIP Savings COPD
Indian River, Lee, Martin, St. Lucie, and

070 - Freedom VIP Care
& (HMO C-SNP)
077 - Freedom VIP Savings COPD
Freedom Health ) Inc. Manatee, Marion, Orange, Osceola, Palm Beach,
082 - Freedom VIP Savings
(HMO C-SNP)
(Brevard only in 082)
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