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YOUR EVIDENCE OF COVERAGE (EOC)
AND OTHER PLAN DOCUMENTS ARE
AVAILABLE ONLINE

September 2024
Dear Paramount Elite Member,

As a member of Paramount Elite (HMO/PPO), you are able to obtain your 2025
Paramount Elite member materials in several different ways.

If you have a question about covered benefits and/or drugs or need help finding
a network provider and/or pharmacy:

e Call Member Services at 833-554-2335 (TTY 711). Hours are Monday
through Friday, 8 a.m. to 8 p.m. October 1 to March 31, you may call 8 a.m.
to 8 p.m. seven days a week. Or,

e Visit paramounthealthcare.com/medicareplans to access all of our online
documents. Electronic documents will be available by October 15, 2024.

Comprehensive Formulary
Evidence of Coverage (EOC)
Hearing Aid Provider Directory
Dental Provider Directory

Vision Hardware Provider Directory
Pharmacy Directory

Online Provider Directory
Over-the-Counter (OTC) Catalog

0O 0O O O O 0O O O

If you would like a copy of the Formulary, Evidence of Coverage, Hearing Aid
Provider Directory, Dental Provider Directory, Vision Hardware Provider Directory,
Pharmacy Directory, and/or Over-the-Counter Catalog mailed to you, you may
email paramount.memberservices@medmutual.com or call the number above.

Thank you for choosing to be a part of the Paramount Elite family.

Paramount Elite
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fih PARAMOUNT

ELITE | MEDICARE PLANS

Paramount Elite Preferred offered by Paramount Insurance Co

Annual Notice of Changes for 2025

You are currently enrolled as a member of Paramount Elite Preferred Next year, there will be
changes to the plan’s costs and benefits. Please see page 6 for a Summary of Important Costs,
including Premium.

This document tells about the changes to your plan. To get more information about costs,
benefits, or rules please review the Evidence of Coverage, which is located on our website at
paramounthealthcare.com/medicareplans. You may also call Member Services to ask us to mail
you an Evidence of Coverage.

¢ You have from October 15 until December 7 to make changes to your Medicare
coverage for next year.

What to do now
1. ASK: Which changes apply to you

[J Check the changes to our benefits and costs to see if they affect you.
e Review the changes to medical care costs (doctor, hospital).
e Review the changes to our drug coverage, including coverage restrictions and cost sharing.
¢ Think about how much you will spend on premiums, deductibles, and cost sharing.

e Check the changes in the 2025 “Drug List” to make sure the drugs you currently take are
still covered.

e Compare the 2024 and 2025 plan information to see if any of these drugs are moving to a
different cost-sharing tier or will be subject to different restrictions, such as prior
authorization, step therapy, or a quantity limit, for 2025.
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[J Check to see if your primary care doctors, specialists, hospitals and other providers,
including pharmacies, will be in our network next year.

L] Check if you qualify for help paying for prescription drugs. People with limited
incomes may qualify for “Extra Help” from Medicare.

[J Think about whether you are happy with our plan.
2. COMPARE: Learn about other plan choices

[J Check coverage and costs of plans in your area. Use the Medicare Plan Finder at the
www.medicare.gov/plan-compare website or review the list in the back of your
Medicare & You 2025 handbook. For additional support, contact your State Health
Insurance Assistance Program (SHIP) to speak with a trained counselor.

[J Once you narrow your choice to a preferred plan, confirm your costs and coverage on
the plan’s website.

3. CHOOSE: Decide whether you want to change your plan

e If you don't join another plan by December 7, 2024, you will stay in Paramount Elite
Preferred.

e To change to a different plan, you can switch plans between October 15 and December 7.

Your new coverage will start on January 1, 2025. This will end your enrollment with
Paramount Elite Preferred.

e [f you recently moved into or currently live in an institution (like a skilled nursing facility
or long-term care hospital), you can switch plans or switch to Original Medicare (either
with or without a separate Medicare prescription drug plan) at any time. If you recently
moved out of an institution, you have an opportunity to switch plans or switch to Original
Medicare for two full months after the month you move out.

Additional Resources

e Please contact our Member Services number at 1-833-554-2335 for additional information.
(TTY users should call 711.) Hours are Monday through Friday, 8:00 a.m. to 8:00 p.m.
October 1 to March 31, you may call 8:00 a.m. to 8:00 p.m., 7 days a week. This call is
free.

e This document may be available in other alternate formats such as braille and large print.

e Coverage under this plan qualifies as Qualifying Health Coverage (QHC) and satisfies
the Patient Protection and Affordable Care Act's (ACA) individual shared responsibility
requirement. Please visit the Internal Revenue Service (IRS) website at
www.irs.gov/Affordable-Care-Act/Individuals-and-Families for more information.
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About Paramount Elite Preferred

e Paramount Elite Medicare Plans include HMO and PPO plans each with a Medicare
contract. Enrollment in Paramount Elite Medicare Plans depends on contract renewal.

9% <6

e When this document says “we,” “us,” or “our,” it means Paramount Insurance Co. When it

says “plan” or “our plan,” it means Paramount Elite Preferred.
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Summary of Important Costs for 2025

The table below compares the 2024 costs and 2025 costs for Paramount Elite Preferred in several
important areas. Please note this is only a summary of costs.

I
Cost 2024 (this year) 2025 (next year)

Monthly plan premium* $0 $0

* Your premium may be higher
than this amount. See Section
1.1 for details.

Deductible $0 $0
Maximum out-of-pocket From network providers: From network providers:
amounts $5,300 $4,200

This is the most you will pay out
of pocket for your covered
Part A and Part B services. (See

From network and out-of- From network and out-of-

network providers combined: network providers combined:

Section 1.2 for details.) $7,500 35,700

Doctor office visits In-Network In-Network
Primary care visits: Primary care visits:
$0 copay per visit. $0 copay per visit.
Specialist visits: Specialist visits:
$30 copay per visit. $25 copay per visit.
Out-of-Network Out-of-Network
Primary care visits: Primary care visits:
$25 copay per visit. $10 copay per visit.
Specialist visits: Specialist visits:

40% Coinsurance per visit.  $40 copay per visit.

Inpatient hospital stays In-Network In-Network
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Cost

Part D prescription drug
coverage

(See Section 1.5 for details.)

Y0121 P CD1847 2025 M

2024 (this year)
$360 copay per day
for days 1-5.

$0 copay per day
for days 6-90.

Out-of-Network

10% coinsurance per day.

Deductible: $0

Copayment/coinsurance
during the Initial Coverage
Stage:
e Drug Tier 1: $0 copay
e Drug Tier 2: $0 copay
¢ Drug Tier 3: $45 copay
e Drug Tier 4: $100 copay
e Drug Tier 5:
33% coinsurance
You pay $35 per month
supply of each covered

insulin product on this
tier.

Catastrophic Coverage:

¢ During this payment stage,

the plan pays the full cost
for your covered Part D
drugs.

2025 (next year)

$360 copay per day
for days 1-5.

$0 copay per day
for days 6-90.

Out-of-Network
$360 Copay per day.

Deductible: $0

Copayment/coinsurance
during the Initial Coverage
Stage:

Drug Tier 1: $0 copay

Drug Tier 2: $0 copay

Drug Tier 3: $45 copay

Drug Tier 4: $100 copay

Drug Tier 5:

33% coinsurance
You pay $35 per month
supply of each covered
insulin product on this
tier.

Catastrophic Coverage:

¢ During this payment
stage, you pay nothing for
your covered Part D drugs.
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SECTION 1 Changes to Benefits and Costs for Next Year

Section 1.1 — Changes to the Monthly Premium

Cost 2024 (this year) 2025 (next year)

Monthly premium $0 $0

(You must also continue to pay your
Medicare Part B premium.)

Part B Premium Not Applicable $0.90

¢ Your monthly plan premium will be more if you are required to pay a lifetime Part D late
enrollment penalty for going without other drug coverage that is at least as good as
Medicare drug coverage (also referred to as creditable coverage) for 63 days or more.

e [f you have a higher income, you may have to pay an additional amount each month
directly to the government for your Medicare prescription drug coverage.

Section 1.2 — Changes to Your Maximum Out-of-Pocket Amounts

Medicare requires all health plans to limit how much you pay out-of-pocket for the year. These
limits are called the maximum out-of-pocket amounts. Once you reach this amount, you
generally pay nothing for covered Part A and Part B services for the rest of the year.
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Cost

In-network maximum out-
of-pocket amount

Your costs for covered
medical services (such as
copays) from network
providers count toward your
in-network maximum out-of-
pocket amount. Your plan
premium and your costs for
prescription drugs do not
count toward your maximum
out-of-pocket amount.

Combined maximum out-
of-pocket amount

Your costs for covered
medical services (such as
copays) from in-network and
out-of-network providers
count toward your combined
maximum out-of-pocket
amount. Your costs for
outpatient prescription drugs
do not count toward your
maximum out-of-pocket
amount for medical services.

2024 (this year)

$5,300

$7,500

10

2025 (next year)

$4,200

Once you have paid $4,200
out of pocket for covered Part
A and Part B services, you
will pay nothing for your
covered Part A and Part B
services from network
providers for the rest of the
calendar year.

$5,700

Once you have paid $5,700
out of pocket for covered Part
A and Part B services, you
will pay nothing for your
covered Part A and Part B
services from network or out-
of-network providers for the
rest of the calendar year.

Section 1.3 — Changes to the Provider and Pharmacy Networks

Amounts you pay for your prescription drugs may depend on which pharmacy you use. Medicare
drug plans have a network of pharmacies. In most cases, your prescriptions are covered only if
they are filled at one of our network pharmacies.

Updated directories are located on our website at paramounthealthcare.com/medicareplans. You
may also call Member Services for updated provider and/or pharmacy information or to ask us to
mail you a directory, which we will mail within three business days.

Y0121 P CD1847 2025 M
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There are changes to our network of providers for next year. Please review the 2025 Provider
Directory (paramounthealthcare.com/medicareplans) to see if your providers (primary care
provider, specialists, hospitals, etc.) are in our network.

There are changes to our network of pharmacies for next year. Please review the 2025
Pharmacy Directory (paramounthealthcare.com/medicareplans) to see which pharmacies

are in our network.

It is important that you know that we may make changes to the hospitals, doctors and specialists
(providers), and pharmacies that are part of your plan during the year. If a mid-year change in
our providers affects you, please contact Member Services so we may assist.

Section 1.4 — Changes to Benefits and Costs for Medical Services

We are making changes to costs and benefits for certain medical services next year. The
information below describes these changes.

Cost

Ambulance Services

Worldwide Emergency
Transportation

Annual Physical Exam

Colorectal Cancer Screening

Medicare-covered Barium
Enemas

Diabetes Self-Management
Training, Diabetic Services
and Supplies

Y0121 P CD1847 2025 M

2024 (this year)

In-Network and Out-Of-
Network:

You pay a $90 Copay for each
worldwide one-way trip.

Out-of-Network:
You pay 10% of the total cost
for each annual physical exam.

Out-of-Network:

You pay 10% of the total cost
for Medicare-covered barium
enemas.

Out-of-Network:

You pay 10% of the total cost
for Medicare-covered diabetes
self-management training.

2025 (next year)

In-Network and Out-Of-
Network:

You pay a $100 Copay for
each worldwide one-way trip.

Out-of-Network:
You pay a $25 Copay for each
annual physical exam.

Out-of-Network:

You pay 40% of the total cost
for Medicare-covered barium
enemas.

Out-of-Network:

You pay 40% of the total cost
for Medicare-covered self-
management training.
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Cost

Medicare-covered Diabetes
Self-Management Training

Durable Medical Equipment
(DME) and Related Supplies

Medicare-covered DME

Medicare-covered Medical
Supplies

Emergency Care
Emergency Room Visit

Worldwide Emergency
Coverage

Inpatient Hospital Care

Inpatient Acute

Inpatient Services in a
Psychiatric Hospital

Psychiatric Additional Days

Y0121 P CD1847 2025 M

2024 (this year)

Out-of-Network:
You pay 30% of the total cost
for Medicare-covered DME.

You pay 20% of the total cost
for Medicare-covered Medical
Supplies.

In-Network and Out-Of-
Network:

You pay a $90 Copay for each
emergency room Vvisit.

You pay a $90 Copay for each
worldwide emergency room
visit.

Out-of-Network:
You pay 10% of the total cost
per day for days 1 and

12

2025 (next year)

Out-of-Network:
You pay 40% of the total cost
for Medicare-covered DME.

You pay 50% of the total cost
for Medicare-covered Medical
Supplies.

In-Network and Out-Of-
Network:

You pay a $100 Copay for
each emergency room visit.

You pay a $100 Copay for
each worldwide emergency
room Visit.

Out-of-Network:
You pay a $360 Copay per day
for days 1-90.

thereafter.

In-Network: In-Network:

You pay a $295 Copay per day You pay a $295 Copay per day
for days 1-5. for days 1-5.

You pay a $0 Copay per day  You pay a $0 Copay per day

for days 6-90.

There is no lifetime limit for
inpatient services in a
psychiatric hospital.

for days 6-90.

There is a 190-day lifetime
limit for inpatient services in a
psychiatric hospital.
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Cost

2024 (this year)

Out-of-Network:

You pay 10% of the total cost
per day for days 1 and
thereafter.

Medicare-covered Zero Dollar Out-of-Network:

Preventive Services

Outpatient Diagnostic Tests
and Therapeutic Services and
Supplies

Medicare-covered Lab Services

Medicare-covered Therapeutic
Radiological Services

Outpatient Hospital Services

Medicare-covered Outpatient
Hospital Services

Outpatient Rehabilitation
Services

You pay 10% of the total cost
for Medicare-covered zero
dollar preventive services.

In-Network:
You pay a $0 minimum - $10
maximum Copay for each

Medicare-covered lab service.

Out-of-Network:
You pay 10% of the total

13

2025 (next year)

Out-of-Network:
You pay a $295 Copay per day
for days 1-90.

Out-of-Network:

You pay 0% of the total cost
for Medicare-covered zero
dollar preventive services.

In-Network:
You pay a $0 copay for
Medicare-covered lab services.

Out-of-Network:
You pay 40% of the total cost

cost for each Medicare-covered for each Medicare-covered lab

lab service.

You pay 20% of the total cost
for each Medicare-covered
therapeutic radiological
service.

Out-of-Network:

You pay 10% of the total cost
for each Medicare-covered
outpatient hospital service.

Out-of-Network:
You pay 10% of the total cost
for each Medicare-covered

Medicare-covered Occupational occupational therapy visit.

Y0121 P CD1847 2025 M

service.

You pay 40% of the total cost
for each Medicare-covered
therapeutic radiological
service.

Out-of-Network:

You pay 40% of the total cost
for each Medicare-covered
outpatient hospital service.

Out-of-Network:

You pay a a $30 Copay for
each Medicare-covered
occupational therapy visit.
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Cost

Therapy Services

Outpatient Surgery

Medicare-covered Ambulatory
Surgical Center (ASC) Services

Over-the-Counter (OTC)
Drugs and Supplies

Partial Hospitalization
Services and Intensive
Outpatient Services

Partial Hospitalization

Personal Emergency
Response System (PERS)

Physician/Practitioner
Services, including Doctor’s
Office Visits

Medicare-covered Primary Care
Physician Services

Medicare-covered Physician
Specialist Services

Remote Access Technologies

Y0121 P CD1847 2025 M

2024 (this year)

Out-of-Network:

You pay 10% of the total cost
for each Medicare-covered
visit to an ASC center.

In-Network and Out-of-
Network:

$130 allowance every three
months for OTC items.

Out-of-Network:

You pay 10% of the total cost
for each Medicare-covered
partial hospitalization.

This service is not covered.

In-Network:

You pay a $30 Copay for each
Medicare-covered physician
specialist service.

Out-of-Network:
You pay a $25 Copay for each

2025 (next year)

Out-of-Network:

You pay 40% of the total for
each Medicare-covered visit to
an ASC center.

In-Network and Out-of-
Network:

$175 allowance every three
months for OTC items.

Out-of-Network:

You pay 40% of the total

cost for each Medicare-
covered partial hospitalization.

In-Network and Out-Of-
Network:

You pay a $0 Copay for these
services.

In-Network:

You pay a $25 Copay for each
Medicare-covered physician
specialist service.

Out-of-Network:
You pay a $10 Copay for each

Medicare-covered primary care Medicare-covered primary care

physician service.

You pay 40% of the total cost

physician service.

You pay a $40 Copay for each

OMB Approval 0938-1051 (Expires: August 31, 2026)



Paramount Elite Preferred Annual Notice of Changes for 2025

Cost

Podiatry Services

Medicare-covered Podiatry
Services

Prostate Cancer Screening
Exams

Medicare-covered Digital
Rectal Exams

Prosthetic Devices
and Related Supplies

Medicare-covered Prosthetic
Devices

Skilled Nursing Facility Care

Skilled Nursing Facility (SNF)
Medicare-covered stay

Y0121 P CD1847 2025 M

2024 (this year)

for each Medicare-covered
physician specialist service.

You pay a $0 Copay for each
virtual PCP visit.

You pay a $30 Copay for each
virtual behavioral health visit.

In-Network:

You pay a $30 Copay for each
Medicare-covered podiatry
visit.

Out-of-Network:

You pay 40% of the total cost
for each Medicare-covered
podiatry visit.

Out-of-Network:

You pay 10% of the total cost
for Medicare-covered digital
rectal exams.

Out-of-Network:

You pay 20% of the total cost
for Medicare-covered
prosthetic devices.

In-Network:
You pay a $0 Copay per day
for days 1-20.

15

2025 (next year)

Medicare-covered physician
specialist service.

You pay a $10 Copay for each
virtual PCP visit.

You pay a $60 Copay for each
virtual behavioral health visit.

In-Network:

You pay a $25 Copay for each
Medicare-covered podiatry
visit.

Out-of-Network:

You pay a $§55 Copay for each
Medicare-covered podiatry
visit.

Out-of-Network:

You pay 40% of the total cost
for Medicare-covered digital
rectal exams.

Out-of-Network:

You pay 50% Coinsurance for
this Medicare-covered
Prosthetic Devices.

In-Network:
You pay a $0 Copay per day
for days 1-20.

You pay a $188 Copay per day You pay a $214 Copay per day
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Cost

Urgently Needed Services

Worldwide Urgent Coverage

Vision Care
Medicare covered Glaucoma
Screening

Medicare covered Eye Exam

Medicare covered Eyewear

Contact Lenses

Eyeglasses (lenses and frames)

Y0121 P CD1847 2025 M

2024 (this year)

for days 21-100.

Out-of-Network:
You pay 30% of the total cost
per day for days 1-100.

In-Network and Out-Of-
Network:

You pay a $90 Copay for each
worldwide urgently needed
care visit.

Out-of-Network:

You pay 10% of the total cost
for each Medicare-covered
glaucoma screening every year.

You pay 10% of the total cost
for each Medicare-covered eye
exam.

You pay a $25 minimum -
$150 maximum Copay for
Medicare-covered eyewear.

16

2025 (next year)

for days 21-100.

Out-of-Network:
You pay 40% of the total cost
per day for days 1-100.

In-Network and Out-Of-
Network:

You pay a $100 Copay for
each worldwide urgently
needed care visit.

Out-of-Network:

You pay 40% of the total cost
for each Medicare-covered
glaucoma screening every year.

You pay a $40 Copay for each
Medicare-covered eye exam.

You pay any amount over the
following maximum annual
reimbursements:

- $25 for eyeglass plastic
lenses

- $100 for contact lenses

- $150 for eyeglass frames

You pay a $200 Copay for each You pay any amount over the

covered contact lenses.

$200 maximum annual
reimbursement for covered
contact lenses.

You pay a $200 Copay for each You pay any amount over the

covered eyeglasses (lenses and

$200 maximum annual
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-
Cost 2024 (this year) 2025 (next year)

frames). reimbursement for covered
eyeglasses (lenses and frames).

Welcome to Medicare Out-of-Network: Out-of-Network:

Preventive Visit You pay 10% of the total cost You pay 40% of the total cost
for the Medicare-covered EKG for the Medicare-covered EKG

Medicare-covered EKG following welcome visit. following welcome visit.

following Welcome Visit

Section 1.5 — Changes to Part D Prescription Drug Coverage

Changes to Our Drug List

Our list of covered drugs is called a Formulary or Drug List. A copy of our Drug List is provided
electronically.

We made changes to our Drug List, which could include removing or adding drugs, changing the
restrictions that apply to our coverage for certain drugs, or moving them to a different cost-
sharing tier. Review the Drug List to make sure your drugs will be covered next year and to
see if there will be any restrictions, or if your drug has been moved to a different cost-
sharing tier.

Most of the changes in the Drug List are new for the beginning of each year. However, we might
make other changes that are allowed by Medicare rules that will affect you during the plan year.
We update our online Drug List at least monthly to provide the most up-to-date list of drugs. If
we make a change that will affect your access to a drug you are taking, we will send you a notice
about the change.

If you are affected by a change in drug coverage at the beginning of the year or during the year,
please review Chapter 9 of your Evidence of Coverage and talk to your doctor to find out your
options, such as asking for a temporary supply, applying for an exception, and/or working to find
a new drug. You can also contact Member Services for more information.

Starting in 2025, we can immediately replace original biological products with certain
biosimilars. This means, for instance, if you are taking an original biological product that is
being replaced by a biosimilar, you may not get notice of the change 30 days before we make it
or get a month’s supply of your original biological product at a network pharmacy. If you are
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taking the original biological product at the time we make the change, you will still get
information on the specific change we made, but it may arrive after we make the change.

Some of these drug types may be new to you. For definitions of drug types, please see Chapter
12 of your Evidence of Coverage. The Food and Drug Administration (FDA) also provides
consumer information on drugs. See FDA website: https://www.fda.gov/drugs/biosimilars/multi
media-education-materials-biosimilars#For%?20Patients. You may also contact Member Services
or ask your health care provider, prescriber, or pharmacist for more information.

Changes to Prescription Drug Benefits and Costs

Note: If you are in a program that helps pay for your drugs (“Extra Help”), the information
about costs for Part D prescription drugs may not apply to you. We sent you a separate
insert, called the Evidence of Coverage Rider for People Who Get “Extra Help” Paying for
Prescription Drugs (also called the Low-Income Subsidy Rider or the LIS Rider), which tells you
about your drug costs. If you receive “Extra Help” and you haven’t received this insert by
09/30/2025 , please call Member Services and ask for the LIS Rider.

Beginning in 2025, there are three drug payment stages: the Yearly Deductible Stage, the Initial
Coverage Stage, and the Catastrophic Coverage Stage. The Coverage Gap Stage and the
Coverage Gap Discount Program will no longer exist in the Part D benefit.

The Coverage Gap Discount Program will also be replaced by the Manufacturer Discount
Program. Under the Manufacturer Discount Program, drug manufacturers pay a portion of the
plan’s full cost for covered Part D brand name drugs and biologics during the Initial Coverage
Stage and the Catastrophic Coverage Stage. Discounts paid by manufacturers under the
Manufacturer Discount Program do not count toward out-of-pocket costs.

Changes to the Deductible Stage

Stage 2024 (this year) 2025 (next year)

Stage 1: Yearly Deductible Stage = Because we have no Because we have no
deductible, this payment deductible, this payment
stage does not apply to you. stage does not apply to you.

Changes to Your Cost Sharing in the Initial Coverage Stage

Stage 2024 (this year) 2025 (next year)
Stage 2: Initial Coverage Stage Your cost for a one-month  Your cost for a one-month

. . . supply filled at a network  supply filled at a network
During this stage, the plan pays its pharmacy: pharmacy:
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Stage

share of the cost of your drugs, and
you pay your share of the cost.

The costs in this chart are for a one-
month (30-day) supply when you fill
your prescription at a network

pharmacy.

For information about the costs, look
in Chapter 6, Section 5 of your

Evidence of Coverage.

We changed the tier for some of
the drugs on our Drug List. To see
if your drugs will be in a different
tier, look them up on the Drug List.

Most adult Part D vaccines are

covered at no cost to you.

Y0121 P CD1847 2025 M

2024 (this year)
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2025 (next year)

Tier 1: Preferred Generic: Tier 1: Preferred

You pay $0 per
prescription.

You pay $0 per month
supply of each covered
insulin product on this tier.

Your cost for a one-month
mail-order prescription is

$0.

Tier 2: Generic:

You pay $0 per
prescription.

You pay $0 per month
supply of each covered
insulin product on this tier.

Your cost for a one-month
mail-order prescription is

$0.

Tier 3: Preferred Brand:
You pay $45 per
prescription.

Your cost for a one-month
mail-order prescription is
$35.

You pay $35 per month
supply of each covered
insulin product on this tier.

Tier 4: Non-Preferred
Drug:

You pay $100 per
prescription.

Your cost for a one-month
mail-order prescription is

Generic:

You pay $0 per
prescription.

You pay $0 per month
supply of each covered
insulin product on this tier.

Your cost for a one-month

mail-order prescription is
$0.

Tier 2: Generic:

You pay $0 per
prescription.

You pay $0 per month
supply of each covered
insulin product on this tier.

Your cost for a one-month

mail-order prescription is

$0.

Tier 3: Preferred Brand:
You pay $45 per
prescription.

Your cost for a one-month
mail-order prescription is
$35.

You pay $35 per month
supply of each covered
insulin product on this tier.

Tier 4: Non-Preferred
Drug:

You pay $100 per
prescription.

Your cost for a one-month
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Stage

2024 (this year)

$35.

You pay $35 per month
supply of each covered
insulin product on this tier.

Tier 5: Specialty Tier:
You pay 33% of the total
cost.

You pay $35 per month
supply of each covered
insulin product on this tier.

Once your total drug costs
have reached $5,030, you

will move to the next stage
(the Coverage Gap Stage).

20

2025 (next year)
mail-order prescription is
$35.

You pay $35 per month
supply of each covered
insulin product on this tier.

Tier 5: Specialty Tier:
You pay 33% of the total
cost.

You pay $35 per month
supply of each covered
insulin product on this tier.

Once you have paid $2,000
out of pocket for Part D
drugs, you will move to the

next stage (the
Catastrophic Coverage
Stage).

Changes to the Catastrophic Coverage Stage

The Catastrophic Coverage Stage is the third and final stage. Beginning in 2025, drug
manufacturers pay a portion of the plan’s full cost for covered Part D brand name drugs and
biologics during the Catastrophic Coverage Stage. Discounts paid by manufacturers under the
Manufacturer Discount Program do not count toward out-of-pocket costs.

If you reach the Catastrophic Coverage Stage, you pay nothing for covered Part D drugs.

For specific information about your costs in Catastrophic Coverage Stage, look at Chapter 6,
Sections 6 in your Evidence of Coverage.

SECTION 2 Administrative Changes

To better serve our members, Paramount Elite Preferred is introducing new local and toll-free
phone numbers specifically for our Medicare members. You may dial these new numbers
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beginning 10/01/2021 to talk directly with a Medicare Member Services Representative. Your
same local Member Services team will continue to support this new phone number.

Description

Geographic/Service Area

Medicare Prescription Payment
Plan

Y0121 P CD1847 2025 M

2024 (this year)

Service Area consists of the
following Counties: OH:
Adams, Allen, Ashland,
Auglaize, Brown, Butler,
Champaign, Clark, Clermont,

Clinton, Crawford, Cuyahoga,

2025 (next year)

Service Area consists of the
following Counties: IN:
Adams, Allen, Dearborn,
DeKalb, Franklin, Noble,
Ohio, and Switzerland KY:
Boone, Campbell, Kenton

Darke, Defiance, Erie, Fayette, MI: Branch, Hillsdale,

Fulton, Geauga, Greene,
Hamilton, Hardin, Henry,

Lenawee, Monroe, and
Washtenaw OH: Adams,

Highland, Huron, Lake, Lorain, Allen, Ashland, Auglaize,

Lucas, Madison, Medina,
Mercer, Miami, Montgomery,
Ottawa, Paulding, Portage,
Preble, Putnam, Sandusky,
Seneca, Shelby, Summit,
VanWert, Warren, Wayne,

Brown, Butler, Champaign,
Clark, Clermont, Clinton,
Crawford, Cuyahoga, Darke,
Defiance, Erie, Fayette,
Fulton, Geauga, Greene,
Hamilton, Hardin, Henry,

Williams, Wood, and Wyandot Highland, Huron, Lake,

Not Applicable

Lorain, Lucas, Madison,
Medina, Mercer, Miami,
Montgomery, Ottawa,
Paulding, Portage, Preble,
Putnam, Sandusky, Seneca,
Shelby, Summit, VanWert,
Warren, Wayne, Williams,
Wood, and Wyandot

The Medicare Prescription
Payment Plan is a new
payment option that works
with your current drug
coverage, and it can help you
manage your drug costs by
spreading them across
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|
Description 2024 (this year) 2025 (next year)

monthly payments that vary
throughout the year (January
— December).

To learn more about this
payment option, please
contact us at 1-855-749-0851

or visit Medicare.gov.

Member Services Contact Local: 567-585-9888 Local: 567-585-9888
Information (Phone Number)
Toll Free: 833-554-2335 Toll Free: 833-554-2335
TTY: 888-740-5670 TTY:711

SECTION 3 Deciding Which Plan to Choose

Section 3.1 — If you want to stay in Paramount Elite Preferred

To stay in our plan, you don’t need to do anything. If you do not sign up for a different plan or
change to Original Medicare by December 7, you will automatically be enrolled in our
Paramount Elite Preferred.

Section 3.2 — If you want to change plans

We hope to keep you as a member next year but if you want to change plans for 2025 follow
these steps:

Step 1: Learn about and compare your choices

® You can join a different Medicare health plan,

® — OR — You can change to Original Medicare. If you change to Original Medicare, you will
need to decide whether to join a Medicare drug plan. If you do not enroll in a Medicare
drug plan, please see Section 1.1 regarding a potential Part D late enrollment penalty.
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To learn more about Original Medicare and the different types of Medicare plans, use the
Medicare Plan Finder (www.medicare.gov/plan-compare), read the Medicare & You 2025
handbook, call your State Health Insurance Assistance Program (see Section 5), or call Medicare
(see Section 7.2).

As a reminder, Paramount Insurance Co offers other Medicare health plans. These other plans
may differ in coverage, monthly premiums, and cost sharing amounts.

Step 2: Change your coverage
e Tochange to a different Medicare health plan, enroll in the new plan. You will

automatically be disenrolled from Paramount Elite Preferred.

e To change to Original Medicare with a prescription drug plan, enroll in the new drug
plan. You will automatically be disenrolled from Paramount Elite Preferred.

e To change to Original Medicare without a prescription drug plan, you must either:
o Send us a written request to disenroll. Contact Member Services if you need more
information on how to do so.

0 — OR — Contact Medicare, at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7
days a week, and ask to be disenrolled. TTY users should call 1-877-486-2048.

SECTION 4 Deadline for Changing Plans

If you want to change to a different plan or to Original Medicare for next year, you can do it
from October 15 until December 7. The change will take effect on January 1, 2025.

Are there other times of the year to make a change?

In certain situations, changes are also allowed at other times of the year. Examples include
people with Medicaid, those who get “Extra Help” paying for their drugs, those who have or are
leaving employer coverage, and those who move out of the service area.

If you enrolled in a Medicare Advantage Plan for January 1, 2025, and don’t like your plan
choice, you can switch to another Medicare health plan (either with or without Medicare
prescription drug coverage) or switch to Original Medicare (either with or without Medicare
prescription drug coverage) between January 1 and March 31, 2025.

If you recently moved into or currently live in an institution (like a skilled nursing facility or
long-term care hospital), you can change your Medicare coverage at any time. You can change
to any other Medicare health plan (either with or without Medicare prescription drug coverage)
or switch to Original Medicare (either with or without a separate Medicare prescription drug
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plan) at any time. If you recently moved out of an institution, you have an opportunity to switch
plans or switch to Original Medicare for two full months after the month you move out.

SECTION 5 Programs That Offer Free Counseling about Medicare

The State Health Insurance Assistance Program (SHIP) is an independent government program
with trained counselors in every state. Below is a list of the State Health Insurance Assistance
Programs in each state we serve:

¢ In Ohio, the SHIP is called Ohio Senior Health Insurance Information Program
(OSHIIP).

e In Kentucky, the SHIP is called Kentucky State Health Insurance Program (KSHIIP).

¢ In Michigan, the State Health Insurance Assistance Program is called Michigan
Medicare Assistance Program (MMAP, Inc.).

e In Indiana, the SHIP is called State Health Insurance Assistance Program (SHIP).

It is a state program that gets money from the Federal government to give free local health
insurance counseling to people with Medicare. The State Health Insurance Assistance Program
(SHIP) counselors can help you with your Medicare questions or problems. They can help you
understand your Medicare plan choices and answer questions about switching plans. You can call
your State Health Insurance Assistance Program (SHIP) at the numbers below. You can learn
more about your State Health Insurance Assistance Program (SHIP) by visiting their website
below.

Method Ohio Members — Ohio Senior Health Insurance Information Program
(OSHIIP)
CALL 1-800-686-1578 toll-free

WRITE Ohio Dept. of Insurance
50 W. Town St., Suite 300, Columbus, OH 43215

WEBSITE  www.insurance.ohio.gov
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Method Kentucky Members — Kentucky State Health Insurance Information
Program (KSHIIP)

CALL 1-877-293-7447 (option #2) toll-free

WRITE Cabinet for Health and Family Services
275 E. Main St. 3E-E
Frankfort, KY 40601

WEBSITE | https://chfs.ky.gov/agencies/dail/Pages/ship.aspx

Method Michigan Members — Michigan Medicare Assistance Program (MMAP,
Inc.)

CALL 1-800-803-7174 toll-free

WRITE MMAP, Inc.
6105 W. St. Joseph Hwy., Suite 204, Lansing, MI 48917

WEBSITE | www.mmapinc.org/

Method Indiana Members- State Health Insurance Assistance Program (SHIP)
CALL 1-800-452-4800 toll-free

WRITE State Health Insurance Assistance Program
311 W. Washington St., Indianapolis, IN 46204

WEBSITE = www.medicare.in.gov

SECTION 6 Programs That Help Pay for Prescription Drugs

You may qualify for help paying for prescription drugs.

2

e “Extra Help” from Medicare. People with limited incomes may qualify for “Extra Help
to pay for their prescription drug costs. If you qualify, Medicare could pay up to 75% or
more of your drug costs including monthly prescription drug premiums, yearly
deductibles, and coinsurance. Additionally, those who qualify will not have a late
enrollment penalty. To see if you qualify, call:

o 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048, 24
hours a day, 7 days a week;
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o The Social Security Office at 1-800-772-1213 between 8 am and 7 pm, Monday
through Friday for a representative. Automated messages are available 24 hours a
day. TTY users should call, 1-800-325-0778; or

o Your State Medicaid Office.

¢ Prescription Cost-sharing Assistance for Persons with HIV/AIDS. The AIDS Drug
Assistance Program (ADAP) helps ensure that ADAP-eligible individuals living with
HIV/AIDS have access to life-saving HIV medications. To be eligible for the ADAP
operating in your State, individuals must meet certain criteria, including proof of State
residence and HIV status, low income as defined by the State, and uninsured/under-insured
status. Medicare Part D prescription drugs that are also covered by ADAP qualify for
prescription cost-sharing assistance through the agencies listed below. For information on
eligibility criteria, covered drugs, or how to enroll in the program or if you are currently
enrolled how to continue receiving assistance, please call:

o For Ohio, call the Ohio HIV Drug Assistance Program (OHDAP) at 1-800-
777-4775. You can also write to Ohio HIV Drug Assistance Program
(OHDAP), Ohio Department of Health, 246 N. High St., Columbus, OH
43215.

o For Kentucky, call the Kentucky AIDS Drug Assistance Program (KADAP)
at 1-800-420-7431. You can also write to Kentucky AIDS Drug Assistance
Program (KADAP), at Cabinet for Health and Family Services, 275 E. Main
St. HS2E-C Frankfort, KY 40621.

o For Michigan, call the Michigan Drug Assistance Program (MIDAP) at 1-
888-826-6565. You can also write to Michigan Drug Assistance Program,
HIV Care and Prevention Section, Division of HIV and STI Programs,
Michigan Department of Health and Human Services, P.O. Box 30727,
Lansing, MI 48909.

o For Indiana, call the Indiana AIDS Drug Assistance Program at 1-866-588-
4948 option #1. You can also write to Indiana State Department of Health, 2
N. Meridian St., Indianapolis, IN 46204.

Be sure, when calling, to inform them of your Medicare Part D plan name or policy
number.

e The Medicare Prescription Payment Plan. The Medicare Prescription Payment Plan is a
new payment option to help you manage your out-of-pocket drug costs, starting in 2025.
This new payment option works with your current drug coverage, and it can help you
manage your drug costs by spreading them across monthly payments that vary
throughout the year (January — December). This payment option might help you
manage your expenses, but it doesn’t save you money or lower your drug costs.
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“Extra Help” from Medicare and help from your SPAP and ADAP, for those who qualify,
is more advantageous than participation in the Medicare Prescription Payment Plan. All
members are eligible to participate in this payment option, regardless of income level, and
all Medicare drug plans and Medicare health plans with drug coverage must offer this
payment option. To learn more about this payment option, please contact us at 1-833-554-
2335 or visit Medicare.gov.

SECTION 7 Questions?

Section 7.1 — Getting Help from Paramount Elite Preferred

Questions? We're here to help. Please call Member Services at 1-833-554-2335. (TTY only, call
711.) We are available for phone calls 8:00 a.m. to 8:00 p.m., Monday through Friday. From
October 1 to March 31, we are available 8:00 a.m. to 8:00 p.m., 7 days per week. Calls to these
numbers are free.

Read your 2025 Evidence of Coverage (it has details about next year's benefits
and costs)

This Annual Notice of Changes gives you a summary of changes in your benefits and costs for
2025. For details, look in the 2025 Evidence of Coverage for Paramount Elite Preferred. The
Evidence of Coverage is the legal, detailed description of your plan benefits. It explains your
rights and the rules you need to follow to get covered services and prescription drugs. A copy of
the Evidence of Coverage is located on our website at paramounthealthcare.com/medicareplans.
You may also call Member Services to ask us to mail you an Evidence of Coverage.

Visit our Website

You can also visit our website at paramounthealthcare.com/medicareplans. As a reminder, our
website has the most up-to-date information about our provider network (Provider Directory)
and our List of Covered Drugs (Formulary/Drug List).

Section 7.2 — Getting Help from Medicare

To get information directly from Medicare:

Call 1-800-MEDICARE (1-800-633-4227)

You can call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users
should call 1-877-486-2048.
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Visit the Medicare Website

Visit the Medicare website (www.medicare.gov). It has information about cost, coverage, and
quality Star Ratings to help you compare Medicare health plans in your area. To view the
information about plans, go to www.medicare.gov/plan-compare.

Read Medicare & You 2025

Read the Medicare & You 2025handbook. Every fall, this document is mailed to people with
Medicare. It has a summary of Medicare benefits, rights and protections, and answers to the most
frequently asked questions about Medicare. If you don’t have a copy of this document, you can
get it at the Medicare website
(https://www.medicare.gov/Pubs/pdf/10050-medicare-and-you.pdf) or 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.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any guestions you may have
about our health or drug plan. To get an interpreter, just call us at [1-833-554-
2335]. Someones who speaks English/Language can help you. This is a free
service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta gue pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al [1-833-554-2335]. Alguien gue
hable espaficl le podra ayudar. Este es un servicio gratuito.

Chinese Mandanin: F{ 122 EHEHES  THEEET X TERASYEENTOE 2.
MEEEERHERS | B8 1-833-554-2335, NI ITELSEFEENE. &2
—REERES.

Chinese Cantonese: SBHEFNEFIENEHRUEFTERR  SLEMAEEERNHAE R
4. EF=ZIRAE  FEIE 1-833-554-22335, HAESUMN/ SSE2TAMEHEEE. E2
—ERRRHE. |

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-
833-554-2335]. Maaar kayong tulungan ng isang nakakapagsalita ng

Tagalog. Ito ay libreng serbisyo.

French: Mous proposons des services gratuits d'interprétation pour répondre 3
toutes vos questions relatives a notre régime de santé ou d'assurance-
medicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au [1-833-554-2335]. Un interlocuteur parlant Francais pourra vous
aider. Ce service est gratuit.

Vietnamese: Chung thi cd dich vu thdng dich mién phi d& tra |3 cac cau hoi vé
chuang sic khoe va chudng trinh thudc men. NEu qui vi c3n thdng dich vién xin
qoi [1-833-554-2335] s& cd nhan vién noi tiéng Viét gidp dd qui vi. Bay la dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Thren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie

unter [1-833-554-2335]. Man wird Thnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.
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Korean: A= 2|E EF E= 5‘.:7 ol ZEk 2E0 2o B AR FE &5 MBS
HEorn SlgUth 59 ME[2F 08523 E=f [1-833-554-2335]H2E Fo[af
THAZ. =0 E Ot 'F:.“E!I}J‘} Lg EE AgULCE 0] M2 FEE ZEELLE

Russian: ECiW ¥ BaC BOZHWMKHYT EONPOCH OTHOCMTENBHO CTPAX0BOro MM
MEAMKIMEHTHOrS NNadHa, Bbl MOMETE BOCNONBI0BE3TECA HIALWMHMMK BeCnNaTHBIMM
YCNYyramu nepeeogurkos. Y1obbl BOCNONBE0BATRCA YCONYTaMK NepeBoguyvKa,
MNoOZECHWMTE HaM No Tenedwody [1-833-554-2335]. Bam oKameT NoMollbs COTPYOHWE,
KOTOPBIA MOBOPWT No-pycckK. JaHHaa yonyra DecnnatHas.

Tl Do) Jpom ol il glow AT e Bala A Adlal]l JJ’]" pa_fall wilena 205 L s Arabic
i et [AABA S SADRAGT ih Ry e i ke

Gl g Sand 2o |i||j_'|.|:'-|_..._n_, 5._..|U._-rj|

Hindi: S99 =4 1] 241 ®1 ara & a1 5 A0 [ off vy & e o1 & o0 50r ue O
FuTiET STt Iuws ¥ UE ST U ©91 & o0, &9 59 [1-833-554-2335] R BF &1, B5
wfae o fewst giae & 3uait Oee B 9@l ¢, U8 U9 g0 9ar 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 [1-833-554-2335]. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacdo gratuitos para responder a
qualguer questdo que tenha acerca do nosso plano de sadde ou de medicacdo.
Para obter um intérprete, contacte-nos através do ndmero [1-833-554-2335]. Ira
encontrar alguem que fale o idioma Portugués para o ajudar. Este servigo €
gratuito.

French Creole: Mou genyen sévis entépret gratis pou reponn tout kesyon ou ta

genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entéprat, jis
rele nou nan [1-833-554-2335]. Yon moun ki pale Kreydl kapab ede w. Sa a se
won sevis ki gratis.

Polish: Umozliwiamy bezplatne skorzystanie z ustug thumacza ustnego, ktdry
pomoze w uzyskaniu odpowiedzi na temat planu zdroweotnego lub dawkowania

lekow. Aby skorzystac z pomocy tlumacza znajacego jezvk polski, nalezy
zadzwonic pod numer [1-833-554-2335]. Ta ushuga jest bezplatna.

Japanese: YN RBREEEFRHE L ERMAE IS D CETIICERCEZELT A DD
. EEOERYT—E2hHnFITL&VFET, BERECHMICE A2,
[1-833-554-2335] C B EEF 2 & v, BEFBESFTAFHZEVWILIT. chiigED
-ﬂ_“_ I’f; -Fg_-:h

Form CMMS-10802
(Expires 12/31/25)
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Notice of Non-Discrimination: Discrimination is Against the Law

Paramount complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin (including limited English proficiency and primary language), sex (consistent with the
scope of sex discrimination described at 45 CFR §92.101(a)(2)), age, or disability.

Paramount Provides (free of charge and in a timely manner):

+« Reasonable modifications and appropriate auxiliary aids and services for people with disabilities to
communicate effectively with us, such as:

o Qualified interpreters for individuals with disabilities.

o Information in alternate formats (large print, audio, accessible electronic formats, other formats).
e Language assistance services for people whose primary language is not English, which may include:

o Qualified oral interpreters.

o Electronic and written translated documents.

If you need these services, please contact Member Services at 1-833-554-2335 (TTY 711). We are available
from 8:00 a.m. to 8:00 p.m. EST, Monday through Friday. From October 15t through March 315!, we are
available 8:00 a.m. to 8:00 p.m. EST seven (7) days per week.

If you believe that Paramount has failed to provide these services or discriminated on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with our Civil Rights Coordinator (also called our
Section 15357 Coordinator). Our Civil Rights Coordinator can help you with our grievance procedure.

Contact our Civil Rights Coordinator at:

e Mail: Paramount Civil Rights Coordinator, PO Box 928, Toledo, OH 43697
e Phone: 1-833-554-2335 (TTY 711)
* E-mail: paramount. memberservices@medmutual.com

o Fax: 419-887-2047

You may file a grievance in-person at 650 Beaver Creek Circle, Suite 100, Maumee, OH 43537

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights.

¢ Online: Use the Office for Civil Rights Complaint Portal at: hitps://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
For more information on filing a complaint, go to http://www.hhs.qgov/ocr/office/file/index.html.

e Mail: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F,
HHH Building, Washington, D.C. 20201

e Phone: 1-800-368-1019, 800-537-7697 (TDD)

An electronic copy of this notice is available on our website: www.paramounthealthcare.com/medicareplans
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