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Summary of Benefits

January 1, 2017 - December 31, 2017

We’re dedicated to providing clear and simple information about your plan so you always stay fully
informed. The following information is a breakdown of what we cover and what you pay. This is
called “cost-sharing” or “out-of-pocket” costs. Cost-sharing includes co-pays and co-insurance.
This will help you control your health care costs throughout the plan year.

Keep in mind that this isn’t a full list of services and drugs we cover, it’s just an overview. To get a
complete list, visit our website at www.UHCRetiree.com/ncshp to see the “Evidence of Coverage”
or call customer service with any questions.

About this plan.

UnitedHealthcare® Group Medicare Advantage (PPO) is a Medicare Advantage PPO plan with a
Medicare contract.

To join UnitedHealthcare® Group Medicare Advantage (PPO) you must be entitled to Medicare Part
A, be enrolled in Medicare Part B, live in our service area as listed on the cover, be a United States
citizen or are lawfully present in the United States and meet the eligibility requirements of your
former employer, union group or trust administrator (plan sponsor).

What’s inside?

Plan Premiums and Benefits
See plan costs including the monthly plan premium and maximum out-of-pocket limit.

UnitedHealthcare® Group Medicare Advantage (PPO) has a network of doctors, hospitals,
pharmacies, and other providers. If you use pharmacies that are not in our network, the plan may
not pay for these drugs, or you may pay more than you pay at an in-network pharmacy. You can see
any provider (in-network or out-of-network) that participates in Medicare at the same cost share.
Your co-pays or co-insurance will be the same.

You can search for a network provider or pharmacy in the online directories at
www.UHCRetiree.com/ncshp.

Drug Coverage

Look to see what drugs are covered along with any restrictions in our plan formulary (list of Part D
prescription drugs) found at www.UHCRetiree.com/ncshp.



UnitedHealthcare® Group Medicare Advantage (PPO)

Base Plan

Premiums and Benefits

Monthly Plan Premium

In-Network and
Out-of-Network

Enhanced Plan

In-Network and
Out-of-Network

Contact your group plan benefit administrator to
determine your actual premium amount, if applicable.

Maximum Out-of-pocket Amount
(does not include prescription drugs)

$4,000 annually for
services you receive from
any provider.

If you reach the limit on
out-of-pocket costs, you
keep getting covered
hospital and medical
services and we will pay
the full cost for the rest of
the plan year.

Please note that you will
still need to pay your
monthly premiums

(if applicable) and
cost-sharing for your

Part D prescription drugs.

$3,300 annually for
services you receive from
any provider

If you reach the limit on
out-of-pocket costs, you
keep getting covered
hospital and medical
services and we will pay
the full cost for the rest of
the plan year.

Please note that you will
still need to pay your
monthly premiums

(if applicable) and
cost-sharing for your

Part D prescription drugs.




UnitedHealthcare® Group Medicare Advantage (PPO)

Base Plan

Benefits

Inpatient Hospital Coverage

In-Network and
Out-of-Network

$160 co-pay per day: for
days 1-10

$0 co-pay per day: for
days 11 and beyond

Our plan covers an
unlimited number of days
for an inpatient hospital
stay.

Enhanced Plan

In-Network and
Out-of-Network

$150 co-pay per day: for
days 1-10

$0 co-pay per day: for
days 11 and beyond

Our plan covers an
unlimited number of days
for an inpatient hospital
stay.

Doctor Visits Primary Care $20 co-pay $15 co-pay
Provider
Specialists $40 co-pay $35 co-pay
Preventive Care Medicare-covered | $0 co-pay $0 co-pay
Routine Physical $0 co-pay* $0 co-pay*

Emergency Care

$65 co-pay (worldwide
coverage)

If you are admitted to

the hospital within

24 hours, you pay the
inpatient hospital co-pay
instead of the Emergency
co-pay. See the “Inpatient
Hospital Care” section

of this booklet for other
costs.

$65 co-pay (worldwide
coverage)

If you are admitted to

the hospital within

24 hours, you pay the
inpatient hospital co-pay
instead of the Emergency
co-pay. See the “Inpatient
Hospital Care” section

of this booklet for other
costs.

Urgently Needed Services

$50 co-pay (worldwide
coverage)

If you are admitted to the
hospital within 24 hours,
you pay the inpatient
hospital co-pay instead
of the Urgently Needed
Services co-pay. See the
“Inpatient Hospital Care”
section of this booklet for
other costs.

$40 co-pay (worldwide
coverage)

If you are admitted to the
hospital within 24 hours,
you pay the inpatient
hospital co-pay instead
of the Urgently Needed
Services co-pay. See the
“Inpatient Hospital Care”
section of this booklet for
other costs.




Base Plan

Enhanced Plan

Benefits In-Network and In-Network and
Out-of-Network Out-of-Network

Diagnostic Diagnostic $100 co-pay $100 co-pay

Tests, Lab radiology services

and Radiology (e.g., MRI)

Services, and

X-rays Lab services $40 co-pay $20 co-pay

(Costs for services
may be different

if received in an
outpatient surgery
setting)

If a lab test is performed
and processed in a
doctor’s office:

$0 co-pay

If a lab test is performed
and processed in a
doctor’s office:

$0 co-pay

Diagnostic tests
and procedures

$40 co-pay

If a diagnostic test is
performed and processed
in a doctor’s office:

$10 co-pay

If a diagnostic test is
performed and processed
in a doctor’s office:

$0 co-pay $0 co-pay
Therapeutic $40 co-pay $10 co-pay
Radiology
Outpatient x-rays | $40 co-pay $25 co-pay

If an outpatient x-ray is
performed and processed
in a doctor’s office:

$0 co-pay

If an outpatient x-ray is
performed and processed
in a doctor’s office:

$0 co-pay

Hearing Services

Exam to diagnose
and treat hearing
and balance
issues

$40 co-pay

$35 co-pay

Routine hearing
exam

$0 co-pay (1 exam every
12 months)*

$0 co-pay (1 exam every
12 months)*

Hearing Aid

Plan pays up to $500
(every 3 plan years)*

Plan pays up to $500
(every 3 plan years)*




Benefits

Vision Services

Base Plan

In-Network and
Out-of-Network

Enhanced Plan

In-Network and
Out-of-Network

Exam to diagnose | $40 co-pay $35 co-pay
and treat diseases

and conditions of

the eye

Eyewear after $0 co-pay $0 co-pay

cataract surgery

Routine eye exam

$40 co-pay (1 exam every
12 months)*

$35 co-pay (1 exam every
12 months)*

Mental Health
Care

Inpatient visit

$140 co-pay per day: for
days 1-10

$0 co-pay per day: for
days 11-190

Our plan covers 190

days for an inpatient
hospital stay.

$150 co-pay per day: for
days 1-10

$0 co-pay per day: for
days 11-190

Our plan covers 190

days for an inpatient
hospital stay.

Outpatient group | $20 co-pay $10 co-pay
therapy visit
Outpatient $20 co-pay $10 co-pay

individual therapy
visit

Skilled Nursing Facility (SNF)

$0 co-pay per day: for
days 1-20

$50 co-pay per day: for

$0 co-pay per day: for
days 1-20

$50 co-pay per day: for

days 21-100 days 21-100
Our plan covers up to 100 | Our plan covers up to 100
days in a SNF. days in a SNF.
Rehabilitation Occupational $20 co-pay $20 co-pay
Services therapy visit
Physical therapy $20 co-pay $20 co-pay
and speech and
language therapy
visit
Ambulance $75 co-pay $75 co-pay




Benefits

Foot Care

(podiatry services)

Foot exams and
treatment

Base Plan

In-Network and
Out-of-Network

$40 co-pay

Enhanced Plan

In-Network and
Out-of-Network

$35 co-pay

Routine foot care

$40 co-pay (6 visits each
plan year)*

$35 co-pay (6 visits each
plan year)*

Medical Durable Medical 20% of the cost 20% of the cost
Equipment/ Equipment (e.g.,
Supplies wheelchairs,
oxygen)
Prosthetics 20% of the cost 20% of the cost
(e.g., braces,
artificial limbs)
Wellness Fitness program $0 membership fee. $0 membership fee.
Programs through Monthly basic Monthly basic

SilverSneakers®

membership for
SilverSneakers through
network fitness centers.

If you live 15 miles or more
from a SilverSneakers
fitness center you

may participate in the
SilverSneakers Steps
Program and select one
of four kits that best fits
your lifestyle and fithess
level — general fitness,
strength, walking or yoga.

membership for
SilverSneakers through
network fitness centers.

If you live 15 miles or more
from a SilverSneakers
fitness center you

may participate in the
SilverSneakers Steps
Program and select one
of four kits that best fits
your lifestyle and fithess
level — general fitness,
strength, walking or yoga.

Medicare Part B
Drugs

Chemotherapy $50 co-pay $50 co-pay
drugs
Other Part B $50 co-pay $50 co-pay

drugs

Allergy shots and
injections

$0 co-pay, if administered
in a physician’s office

$0 co-pay, if administered
in a physician’s office




Prescription Drugs

If the actual cost for a drug is less than the normal cost-sharing amount for that drug, you will pay
the actual cost, not the higher cost-sharing amount.

Your plan sponsor has chosen to make supplemental drug coverage available to you. This
coverage is in addition to your Part D prescription drug benefit. The drug co-pays in this section
are for drugs that are covered by both your Part D prescription drug benefit and your supplemental
drug coverage. Once you are enrolled in this plan, you will receive a separate document called the
“Certificate of Coverage” with more information about this supplemental drug coverage.

Your plan sponsor has elected to offer additional coverage on some prescription drugs that are
normally excluded from coverage on your Formulary. Please see your Additional Drug Coverage list

for more information.

Base Plan

Retail Pharmacy
For a one-month (31-day) supply

Enhanced Plan

Retail Pharmacy
For a one-month (31-day) supply

preferred drug

Tier 1: Preferred $10 co-pay $10 co-pay
Generic

Tier 2: Preferred $40 co-pay $35 co-pay
Brand

Tier 3: Non- $64 co-pay $50 co-pay

Tier 4: Specialty
Tier

25% of the cost or a $100 co-pay
maximum

25% of the cost or a $100 co-pay
maximum

Retail and Mail Order Pharmacy
For a three-month (90-day) supply

Retail and Mail Order Pharmacy
For a three-month (90-day) supply

preferred drug

Tier 1: Preferred $24 co-pay $20 co-pay
Generic

Tier 2: Preferred $80 co-pay $70 co-pay
Brand

Tier 3: Non- $128 co-pay $100 co-pay

Tier 4:
Specialty Tier

25% of the cost or a $300 co-pay
maximum

25% of the cost or a $200 co-pay
maximum

Annual Drug
Out-of-Pocket
Maximum

After your yearly out-of-pocket
drug costs reach $2,500, you pay
$0 co-pay for covered drugs.

After your yearly out-of-pocket
drug costs reach $2,500, you pay
$0 co-pay for covered drugs.




Base Plan Enhanced Plan
Benefits In-Network and In-Network and
Out-of-Network Out-of-Network
Chiropractic Manual $20 co-pay $20 co-pay
Care manipulation
of the spine
to correct
subluxation
Diabetes Diabetes $0 co-pay $0 co-pay
Management monitpring We only cover blood We only cover blood
supplies glucose monitors and test | glucose monitors and test
strips from the following strips from the following
brands: brands:
OneTouch Ultra® 2 OneTouch Ultra® 2
System, OneTouch System, OneTouch
UltraMini®, OneTouch UltraMini®, OneTouch
Verio® Sync, OneTouch Verio® Sync, OneTouch
Verio® IQ, OneTouch Verio® 1Q, OneTouch
Verio® Flex System Kit, Verio® Flex System Kit,
ACCU-CHEK® Nano ACCU-CHEK® Nano
SmartView, and SmartView, and
ACCU-CHEK® Aviva Plus. | ACCU-CHEK® Aviva Plus.
Diabetes Self- $0 co-pay $0 co-pay
management
training
Therapeutic shoes | 20% of the cost 20% of the cost
or inserts
Home Health Care $0 co-pay $0 co-pay

Restrictions apply

Restrictions apply




Benefits

Private duty nursing

Base Plan

In-Network and
Out-of-Network

Covered services

include nursing services
of a registered nurse
(RN), licensed practical
nurse (LPN) or licensed
vocational nurse (LVN)
delivered to a covered
individual who is confined
in the home due to a
medical condition.

Note: Custodial and
domestic services are not
covered.

If covered private duty
nursing services are
received before you
reach the out-of-pocket
maximum, you pay a 20%
of the cost for each visit.
The amounts you pay do
not apply to the out-of-
pocket maximum.

There is a $5,000 limit
per plan year for private
duty nursing services.
Once the plan has paid
$5,000 in a plan year, you
are responsible to pay all
charges for the remainder
of the plan year.

Enhanced Plan

In-Network and
Out-of-Network

Covered services

include nursing services
of a registered nurse
(RN), licensed practical
nurse (LPN) or licensed
vocational nurse (LVN)
delivered to a covered
individual who is confined
in the home due to a
medical condition.

Note: Custodial and
domestic services are not
covered.

If covered private duty
nursing services are
received before you
reach the out-of-pocket
maximum, you pay a 20%
of the cost for each visit.
The amounts you pay do
not apply to the out-of-
pocket maximum.

There is a $5,000 limit
per plan year for private
duty nursing services.
Once the plan has paid
$5,000 in a plan year, you
are responsible to pay all
charges for the remainder
of the plan year.

NurseLineS™

Speak with a registered
nurse (RN) 24 hours a
day, 7 days a week.

Speak with a registered
nurse (RN) 24 hours a
day, 7 days a week.

Outpatient Surgery

Ambulatory surgical
center:

$250 co-pay
Outpatient hospital:
$125 co-pay

Ambulatory surgical
center:

$250 co-pay
Outpatient hospital:
$100 co-pay




Base Plan

Enhanced Plan

Benefits In-Network and In-Network and
Out-of-Network Out-of-Network

Outpatient Group therapy $20 co-pay $10 co-pay
Substance Abuse | visit

Individual therapy | $20 co-pay $10 co-pay

visit
Renal Dialysis 20% of the cost 20% of the cost
Virtual Doctor Visits Speak to specific Speak to specific

doctors using your
computer or mobile
device. Find participating
doctors online at www.
UHCRetiree.com/ncshp

doctors using your
computer or mobile
device. Find participating
doctors online at www.
UHCRetiree.com/ncshp

*Benefit is combined in and out-of-network.




This information is not a complete description of benefits. Contact the plan for more information.
Limitations, co-payments, and restrictions may apply.

The Formulary, pharmacy network, and/or provider network may change at any time. You will
receive notice when necessary.

You are not required to use OptumRx home delivery for a 90-day supply of your maintenance
medication. If you have not used OptumRx home delivery, you must approve the first prescription
order sent directly from your doctor to OptumRx before it can be filled. New prescriptions from
OptumRx should arrive within ten business days from the date the completed order is received, and
refill orders should arrive in about seven business days. Contact OptumRx anytime at 1-888-279-1828,
TTY 1-866-394-7218. OptumRXx is an affiliate of UnitedHealthcare Insurance Company.

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies,
a Medicare Advantage organization with a Medicare contract and a Medicare-approved Part D
sponsor. Enrollment in the plan depends on the plan’s contract renewal with Medicare.

Benefits, premium and/or co-payments/co-insurance may change at the beginning of each plan year.
You must continue to pay your Medicare Part B premium.

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 http://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.

This document is available in other formats such as Braille and large print.

This document may be available in a non-English language. For additional information, call us at
1-866-747-1014.



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 1-866-747-1014. 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 1-866-747-1014. Alguien que hable espanol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: TA JE2 (it 2T HVENRIRSS > BB IERE S R TR s 20 IR ISR 5E (7] - 400
BT HILRNIFIRS » 152 1-866-747-1014 « AT TS TAE AR REFE o« XE—0
RLRS -

Chinese Cantonese: ¥ Ml e gEM R @ nT iEA- A BN, IR EEf R B R s,
TGRS, G2 1-866-747-1014, HAMGEEh Sy A BO S r b2 k38, 18 s
7%

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 1-866-747-1014. 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 1-866-747-1014. Un interlocuteur parlant Francais
pourra vous aider. Ce service est gratuit.

Vietnamese: Chuing t6i c6 dich vu théng dich mién phi dé tra I&i cac cau hdi vé chuwong strc
khée va chwong trinh thuéc men. Néu qui vi can théng dich vién xin goi 1-866-747-1014 sé& co
nhan vién ndi tiéng Viét giup d& qui vi. Pay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-866-747-1014. Man
wird lhnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: GAI= o5 H3 = o Ho sk Ao gal =glux ¥ 85 §
AFeta Utk B9 M| AZ o] &telH 23} 1-866-747-1014 H O & 9]
ol F sk HREAE 2ok - AU o] MRjas FRE YU

Russian: Ecnu y Bac BO3HUKHYT BOMPOCHI OTHOCUTENBHO CTPaxOBOro Ui MeankaMeHTHOro
nnaHa, Bbl MOXXeTe BOCMONb30BaTbCA HawWmnMm 6ecnnatHbiMK ycnyramv nepesoaymkoB. YTobbl
BOCMOMb30BaTbLCA YCriyraMmun nepeBoaynka, No3BoOHUTE HaM No Ternedony 1-866-747-1014. Bam
OKaXKeT MOMOLLIb COTPYAHMK, KOTOPbIA FOBOPUT NO-pyccku. [laHHas ycnyra 6ecnnartHas.



Arabic:

Ll 4 oY) Jan ol danally glati dlif (5F e el dpladdl (5 5l an yiall Clead o L)
Uéi‘:;‘ﬁ)g.'}“‘ 4101-747-668-1 L;cb:dhaﬁ‘}“d)uvﬂ;ﬁcu{gj¢g§)}5?>)hojcd}m;ﬂ
du yall aaty Lo duilae 4003 p2a e livay,

Hindi: AR HarGYT AT &aT 1 ANl & IR H 39eh HiAT 8 [T & a1 o1 & A0
AR 9TH HGd GHINIAT AU 39aqY 8. T gHTYT WY & & e, 97 gH
1-866-747-1014 T BIA . PHIg gIhdT oIl glelal Sleldl & TPl A HT Thdl &. Ig§ Th
Hhd AT g

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 1-866-747-1014. Un
nostro incaricato che parla Italianovi fornira I’assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacao gratuitos para responder a qualquer questao
que tenha acerca do nosso plano de saude ou de medicacao. Para obter um intérprete, contacte-
nos através do numero 1-866-747-1014. Ira encontrar alguém que fale o idioma Portugués para o
ajudar. Este servico é gratuito.

French Creole: Nou genyen sévis entepret gratis pou reponn tout kesyon ou ta genyen konsénan
plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan 1-866-747-1014. Yon
moun ki pale Kreyol kapab ede w. Sa a se yon seévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzystac
z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-866-747-1014. Ta
ustuga jest bezptatna.

Japanese: 4 tEDEEE (IR & SKE AT T BT TERICBE 2T 5720 1,

BtOERY—E2AR1H Y FTTXWET, @iRaE THMIZ/RHI1201E, 1-866-747-1014 (2 HEES
<TEEVW, BARGEZEET AN & PNEBEW-LFET, ZTEROY— B2 TT,
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