SUMMARY OF BENEFITS 2023

« OPTIMO PLUS ¢
« OPTIMO XTRA ¢

{/ TRIPLE-S ADVANTAGE



WHAT INFORMATION WILL YOU
FIND IN THIS DOCUMENT?

This is a summary of your benefits.
We present some of the most important
benefits and services we offer.

In addition, we include the cost-sharing
(copay/coinsurance) that you might
have to pay for certain services, depending
on your plan.

To get the complete information

about your plan, give us a call and ask
for your Evidence of Coverage.
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We are with you at
every step of your care
with benefits and

services to take care

of you. 13 service centers
around the island to serve you

&

CO% Triple-S Contigo

@ Prevention, education and entertainment
Over 13.000 providers programs exclusive for you

to take care of you —
Primary Care Physicians {:(-):}
Specialists —
Laboratories Digital Tools

Imaging Centers
Pharmacies
And more

To facilitate your access to specialists
and prescription drugs, among others



PPO PLANS

In Triple-S, we know that your
healthcare needs are unique.
That’s why we work every day to
understand your needs and design
products that offer a variety of
services and benefits that suits the
needs of each individual. It is
important for us that you understand
all of your options and that you
choose the one that better meets
your health care, economic needs,
as well as your lifestyle. Here, we
present you some coverages that
we have available for you.




A PLAN FOR EVERY NEED

A plan that gives you the freedom to visit providers
inside and out of network in Puerto Rico and United
States, without referral. Optimo Plus (PPO) is a plan with
$0 monthly premium, accessible copayments, and some
supplemental benefits to take care of your health like:
eyeglasses, dental procedures, and transportation.

OPTIMO PLUS
(PPO)

A new coverage with free access to visit providers inside
and outside of network in Puerto Rico and United States,
without referrals. Optimo Xtra (PPO) offers low copays
to take care of your health, savings and supplemental
benefits like eyeglasses, dental procedures, among others.

OPTIMO XTRA
(PPO)




LEARN ABOUT THE BENEFITS OF HAVING
A MEDICARE ADVANTAGE PLAN

When you enroll into a

Medicare Advantage
plan, you will have
benefits in addition to
Original Medicare that
help you save money
while taking better care
of your health.




3 easy and quick options to use.
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Laboratory.
Radiology
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PHARMACY

OTC 2023
OVER THE COUNTER
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DELIVERY TO YOUR HOME

With the app you can order your prescription
drugs and OTC's and get them wherever you
want, at no additional cost. Download the
app today!

AT THE PHARMACY, THE SAME DAY

Buy and take them with you on the same day at
hundreds of community pharmacies by paying
at the cash register with the barcode on your
plan ID card.

AT YOUR PHARMACY, AT THE

PRESCRIPTION COUNTER

In those pharmacies that do not have the
barcode system, you can take your OTC’s at the
prescription counter as you have always done.

OTC GUIDE, MORE FLEXIBLE

Take the ones you prefer with no restrictions on sizes, formats or brands.

*Applies to some plans. Amounts vary by plan.

For your convenience, the guide is organized by
categories and types of products, and we include
examples of some covered brands as reference. Many
more are covered, if you have questions, ask your
pharmacist or call us.
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Scan and download the guide here



SMILE AND GET TO WHERE EVER YOU NEED TO

SO copay
Dental Procedures:

* Crowns

* Root canal

* Full and partial dentures
* Periodontics

* Endodontics

* Implants in full dentures

« NEW! Implants in individual
Crowns

Pon With the trips on your coverage you

a tu saIUd gjzhg;)s:to health care destinations
We help you get Medical appointments
Laboratories
to where you need Imaging centers
to go to take care Pharmacies
Of you Hospitals

Without pre-authorization, coordinate
with time with the contracted
company of your preference.

*Maximum amount of comprehensive dental benefit varies by coverage.



DIGITAL TOOLS

Your health at the palm of your hand

DELIVERY OF MEDICATIONS
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e Submit prescriptions electronically
e Order OTC items

* Receive them at your home or wherever
you need, with no delivery cost

* Receive alerts when you need

refills of your medications | TR|p|_E s§ R
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e Easy payment with credit card 4
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YOUR CLINICAL PROFILE WHEREVER YOU ARE
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Information about your plan in one place.

* Have your plan ID card with you
always

» Easy access to the providers
directory

* Access your medical service history



WE ARE WITH YOU HAND IN HAND

We coordinate your follow-up medical

”’ appointments and the services or
equipment recommended by your
doctor to recover at home.

We make sure that you have your
prescriptions or medications when
you leave the hospital.

During and after a hospitalization
we help you to complete that

transition of care from the hospital
to your home to avoid a relapse. We have our staff at the hospital to

help speed-up the communication
with the medical team.

We provide you with educational
materials about your condition and
recovery process.

We provide you with a kit to make
your stay at the hospital more
comfortable.

Available in some of our Preferred
Network of Hospitals.

Help to control

your diabetes |
With the programs “Ganale a la

diabetes” and “Yo controlo mi

diabetes” we provide you with
information to empower you to take
optimal care of this condition.
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For more information call;
787-277-6571.



SUMMARY OF BENEFITS

SUMMARY OF BENEFITS 2023

*Important*

This Summary of Benefits contains information on the following Triple-S Advantage plans:

O Optimo Plus (PP0)

OO Optimo Xtra (PPO)

Please refer to the coverage you chose during the enrollment process.

ABOUT THIS PLAN

These are Medicare Advantage PPO plans with a Medicare contract. Enrollment in the plan
depends on contract renewal.

Triple-S Advantage, Inc. is a preferred provider organization (PPO), with a Medicare
contract. Enrollment in Triple-S Advantage, Inc. depends on contract renewal.

To enroll in any of these plans you must be entitled to Medicare Part A, be enrolled in
Medicare Part B, be a citizen of or lawfully present in the United States and live in our service
area. Our service area includes the 78 municipalities in Puerto Rico.

Triple-S Advantage, Inc. is an independent licensee of the BlueCross BlueShield Association.

GETTING CARE

These plans have a network of doctors, hospitals, pharmacies, and other providers.

Out-of-network/non-contracted providers are under no obligation to treat Triple-S
Advantage, 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. For a decision about whether we will cover an out-
of-network service, we encourage you or your provider to ask us for an organizational
determination before you receive the service.

You can go to www.sssadvantage.com to see your plan’s Provider and Pharmacy Directories.
You can also view the complete plan Formulary (list of Part D prescription drugs) to see
which drugs are covered and if there are any restrictions.
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SUMMARY OF BENEFITS

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

IF YOU HAVE QUESTIONS

For more information, call us toll-free at our Member Service Center at 1-888-620-1919
(TTY/TDD 1-866-620-2520). If you are not a member of our plan, you can call toll-free at 1-
877-207-8777 (TTY/TDD 1-866-620-2520). You can call us Monday through Sunday from
8:00 a.m. to 800 p.m., Atlantic standard time. You can also visit our webpage at
www.sssadvantage.com.

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 must
call 1-877-486-2048.

NON DISCRIMINATION NOTICE

This document is available for free in Spanish.

It is also available in alternate formats such as braille, large print, and audio. Please contact
Member Services if you need plan information in another format or language.

COVERED BENEFITS AND LIMITATIONS

The benefit information provided is a summary of what we cover and what you pay. It does
not list every service we cover or list every limitation or exclusion. To get a complete list of
covered services, request the Evidence of Coverage by calling Member Services or visiting
our website at www.sssadvantage.com.

With the plan that you chose, you have the option of visiting out-of-network providers. Note
that cost-sharing for these services may be higher.

Out-of-network covered services may be subject to reimbursement. Payments will be
subject to the service being covered and medically necessary, and the rate to be paid for
the service will not necessarily be the rate presented by the provider that rendered the
service, minus the corresponding coinsurance of your plan coverage and following the
monetary limits of each benefit. Plans may offer supplemental benefits in addition to Part C
and Part D benefits.

Benefits, premiums, and/or copays/coinsurance may change on January 1st of every year.

H4005_109923E050_M
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SUMMARY OF BENEFITS

Remember to refer to the plan you chose

PREMIUM AND BENEFITS

OPTIMO PLUS

OPTIMO XTRA

(PPO) (PPO)
Monthly Plan Premium $0 monthly premium. $40 monthly premium.
You must continue to pay your Medicare Part
B premium.
Deductible You pay nothing. You pay nothing.
These plans have no deductible
Maximum Out-of-Pocket Costs
(does not include prescription drugs).

$6,700 $6,700
The maximum amount you will pay in for services you for services you

copayments, coinsurance, and other
expenses for medical services during the
vear.

receive from in-network
providers, annually.

§10,000
for services you
receive from any provider.
Your limit for services
received from in-network
providers will count toward
this limit.

receive from in-network
providers, annually.

$10,000
for services you
receive from any provider.
Your limit for services
received from in-network
providers will count toward
this limit.

Inpatient Hospital Care

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

In-Network: You pay nothing.

Qut-of-Network: 20% coinsurance.

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

Outpatient Hospital Coverage

Observation Care
Some services may require prior authorization

In-Network: $35 copay.

Qut-of-Network: 20% coinsurance.

In-Network: $35 copay.

Qut-of-Network: 20% coinsurance.

In-Network: $35 copay.

Qut-of-Network: 20% coinsurance.

In-Network: $35 copay.

Qut-of-Network: 20% coinsurance.
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Remember to refer to the plan you chose

PREMIUM AND BENEFITS OPTIMO PLUS OPTIMO XTRA

(PPO) (PPO)
Ambulatory Surgery:
e Ambulatory surgery center In-Network: $35 copay. In-Network: $35 copay.
Out-of-Network: 20% coinsurance. Out-of-Network: 20% coinsurance.
e Ambulatory facility in a hospital In-Network: $35 copay. In-Network: $35 copay.
Out-of-Network: 20% coinsurance. Out-of-Network: 20% coinsurance.
Some services may require prior authorization
Doctor Visits:
e Primary Care Physician In-Network: You pay nothing. In-Network: You pay nothing.
Out-of-Network: 20% coinsurance. QOut-of-Network: 20% coinsurance.
o Specialist In-Network: $5 copay. In-Network: $5 copay.
Out-of-Network: 20% coinsurance. Out-of-Network: 20% coinsurance.
e Surgeries and/or procedures ina In-Network: $5 copay. In-Network: $5 copay.
physician’s office (may require prior
authorization) Out-of-Network: 20% coinsurance. Out-of-Network: 20% coinsurance.
You pay nothing at SALUS Clinics. You pay nothing at SALUS Clinics.
Other providers are available in our network. Other providers are available in our network.




SUMMARY OF BENEFITS

Remember to refer to the plan you chose

PREMIUM AND BENEFITS

OPTIMO PLUS

(PPO)

OPTIMO XTRA

(PPO)

Preventive Care
(e.g., flu vaccine, screening for diabetes).
screening for diabetes)

Any additional preventive services that are
approved by Medicare during the year will be
covered.

You pay nothing.

You pay nothing.

Emergency Care

If you are admitted to the hospital within 24 hours
for the same condition for which you were
evaluated in the emergency room, you pay nothing
for the emergency room visit.

Services in the United States may also be
handled through reimbursement according to
Medicare rates and the location where the
services were provided, minus copayment.

$50 copay.

$50 copay.

Urgently Needed Services

Services in the United States may also be managed
through reimbursement according to Medicare
rates and the location where the services were
provided, minus the copay.

You pay nothing.

You pay nothing.

Diagnostic Services / Laboratories / Imaging:

e Diagnostic Radiology Services (e.g.
MRI)
= (eneral

= (omplex

In-Network: 10% coinsurance.

Out-of-Network: 20% coinsurance.

In-Network: $25 copay.

Out-of-Network: 20% coinsurance.

In-Network: 10% coinsurance.

Out-of-Network: 20% coinsurance.

In-Network: $25 copay.

Out-of-Network: 20% coinsurance.




PREMIUM AND BENEFITS

SUMMARY OF BENEFITS

Remember to refer to the plan you chose

Laboratory Service

X-Rays

Diagnostic tests and procedures

Therapeutic Radiology services

OPTIMO PLUS

(PPO)

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

In-Network: 10% coinsurance.

Out-of-Network: 20% coinsurance.

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

In-Network: 10% coinsurance.

Out-of-Network: 20% coinsurance.

OPTIMO XTRA

(PPO)

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

In-Network: 10% coinsurance.

Out-of-Network: 20% coinsurance.

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

In-Network: 10% coinsurance.

Out-of-Network: 20% coinsurance.

Some services may require prior authorization
VTeauiep ou pay nothing at SALUS Clinis.

Other providers are available in our network.

You pay nothing at SALUS Clinics.
Other providers are available in our network.

Hearing Services:

e Hearing exam In-Network: You pay nothing. In-Network: You pay nothing.

Out-of-Network: 20% coinsurance. Out-of-Network: 20% coinsurance.
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Remember to refer to the plan you chose

PREMIUM AND BENEFITS OPTIMO PLUS OPTIMO XTRA

(PPO) (PPO)
e Routine hearing exam (One (1) routine In-Network: You pay nothing. In-Network: You pay nothing.
hearing exam every year)
Out-of-Network: 20% coinsurance. Out-of-Network: 20% coinsurance.
e Hearing aid fitting / evaluation (One (1) In-Network: You pay nothing. In-Network: You pay nothing.
routine hearing exam every year)
Out-of-Network: 20% coinsurance. Out-of-Network: 20% coinsurance.
e Hearing aids You pay nothing. You pay nothing.
Up to $300 per year. Upto $1,000 per year.
Dental Services:
o Preventive: Oral exam, deaning, Fluoride In-Network: You pay nothing. In-Network: You pay nothing.
and X-rays
= (One (1) cleaning every six Out-of-Network: 20% coinsurance. Out-of-Network: 20% coinsurance.
months.
= Dental X-ray
= (One (1) Fluoride treatment
every six months.
= (One (1) oral exam every six
months.
o (omprehensive: May require prior In-Network: You pay nothing. In-Network: You pay nothing.
authorization. Covered services include
but are not limited to restorations, Out-of-Network: 25% coinsurance. Out-of-Network: 25% coinsurance.
periodontics, prosthodontics,
endodontics (root canal) and dental Up to $1,250 coverage limit per year. Up to $3,250 coverage limit per year.
implants. A maximum benefit limit
applies for some services.
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Remember to refer to the plan you chose

PREMIUM AND BENEFITS

Vision Services:

Eye exam (one (1) per year)

Routine eye exam (one (1) per year)

One pair of eyeglasses or contact lenses
after every cataract surgery

Eyeqglasses (frame & lenses), contact
lenses.

OPTIMO PLUS

(PPO)

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

You pay nothing.

You pay nothing.
Upto $400 per year.

OPTIMO XTRA

(PPO)

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

You pay nothing.

You pay nothing.
Upto $400 per year.

Mental Health Services:

Inpatient (up to one hundred ninety (190)
days ina psychiatric hospital for life)

Individual therapy visits

In-Network: $25 copay.

Out-of-Network: 20% coinsurance.

In-Network: $5 copay.

Out-of-Network: 20% coinsurance.

In-Network: $25 copay.

Out-of-Network: 20% coinsurance.

In-Network: $5 copay.

Out-of-Network: 20% coinsurance.
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Remember to refer to the plan you chose

PREMIUM AND BENEFITS

OPTIMO PLUS

OPTIMO XTRA

e Group therapy visits

e  Partial hospitalization (some services may
require prior authorization)

(PPO)
In-Network: $5 copay.

Out-of-Network: 20% coinsurance.

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

(PPO)
In-Network: $5 copay.

Out-of-Network: 20% coinsurance.

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

Skilled Nursing Facility (SNF)

Up to one hundred (100) days in an SNF per benefit
period.

A previous hospital stay is not required.
Requires prior authorization

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

In-Network: You pay nothing.

Out-of-Network: 20% coinsurance.

Physical Therapy

Services provided at Comprehensive Ambulatory
Rehabilitation Centers (CORFs), require prior
authorization.

These services are subject to Medicare-set caps for
rehabilitation services.

Ask your provider to validate if the service you need
is available.

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.

Ambulance
Non-emergent transportation requires prior
authorization.

In-Network:
You pay nothing.

Qut-of-Network:
20% coinsurance.

In-Network:
You pay nothing.

Qut-of-Network:
20% coinsurance.
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Remember to refer to the plan you chose

PREMIUM AND BENEFITS

OPTIMO PLUS

(PPO)

OPTIMO XTRA

(PPO)

Transportation

One way trips for medical destinations.

You pay nothing.

Up to 24 trips per year.

You pay nothing.

Up to 24 trips per year.

Medicare Part B Drugs
e Respiratory therapy drugs

e  (Other Part B drugs

Some services may require prior authorization. Step
Therapy may apply for: Part B to Part B, Part B to
Part D,

Part D to Part B.

In-Network : You pay nothing.

Qut-of-Network: 20% coinsurance.

In-Network: 10% coinsurance.

Qut-of-Network: 20% coinsurance.

In-Network : You pay nothing.

Out-of-Network: 20% coinsurance.

In-Network: 10% coinsurance.

Out-of-Network: 20% coinsurance.

Rehabilitation Services:

e Occupational therapy visit

e Speech/language therapy visit

Services provided at Comprehensive Ambulatory
Rehabilitation Centers (CORFs), require prior
authorization.

These services are subject to Medicare-set caps for
rehabilitation services.

Ask your provider to validate if the service you
need is available.

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.
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Remember to refer to the plan you chose

PREMIUM AND BENEFITS

OPTIMO PLUS

OPTIMO XTRA

Foot Care (Podiatry Services):

e oot exams and treatment

e Routine foot care (Up to six (6) visits per
year including the initial visit)

(PPO)

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.

You pay nothing at SALUS Clinics.
Other providers are available in our network.

(PPO)

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.

You pay nothing at SALUS Clinics.
Other providers are available in our network.

Medical Equipment and Supplies:

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

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

= Braces, prosthesis not surgically
implanted, and cardiovascular
devices

= Surgically implanted prosthesis,
urinary system, and neuro-
stimulating prosthetic device

In-Network: 10% coinsurance.

Out-of-Network: 30% coinsurance.

In-Network : You pay nothing.

Qut-of-Network: 30% coinsurance.

In-Network: 10% coinsurance.

Out-of-Network: 30% coinsurance.

In-Network: 10% coinsurance.

Out-of-Network: 30% coinsurance.

In-Network : You pay nothing.

Out-of-Network: 30% coinsurance.

In-Network: 10% coinsurance.

Qut-of-Network: 30% coinsurance.
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Remember to refer to the plan you chose

PREMIUM AND BENEFITS

Medical supplies

Supplies for diabetes

Some durable medical equipment, prosthetics and
medical supplies may require prior authorization.

OPTIMO PLUS

(PPO)

In-Network: 10% coinsurance.

Out-of-Network: 30% coinsurance.

In-Network : You pay nothing.

Qut-of-Network: 20% coinsurance.

OPTIMO XTRA

(PPO)

In-Network: 10% coinsurance.

Out-of-Network: 30% coinsurance.

In-Network : You pay nothing.

Qut-of-Network: 20% coinsurance.

Wellness Program:

Gym membership. (Submit your
reimbursement request with the original
invoice.)

Wellness Program It provides health
education materials, group interventions,
and telephone education on nutrition
and weight management based on your
health profile.

Teleconsulta Nursing line for health
consultations, available 24 hours a day, 7
days a week. Members can call 1-800-
255-4375.

Teleconsejo Emotional support line
available 24 hours a day, 7 days a week.
Members can call 1-877-879-5964.

Up to $25 monthly.

You pay nothing.

You pay nothing.

You pay nothing.

Upto $25monthly.

You pay nothing.

You pay nothing.

You pay nothing.
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Remember to refer to the plan you chose

PREMIUM AND BENEFITS OPTIMO PLUS OPTIMO XTRA

(PPO) (PPO)
Chiropractic:
e Visits covered by Medicare to correct In-Network: $5 copay. In-Network: $5 copay.
subluxation
Out-of-Network: 25% coinsurance. Out-of-Network: 25% coinsurance.
e Routine visits In-Network: $5 copay. In-Network: $5 copay.
Up to six (6) routine visits, per year, including the Out-of-Network: 25% coinsurance. Out-of-Network: 25% coinsurance.
initial visit.
Manipulation of the spine to correct subluxation
(when one or more of your spine hones move out
of position)
Additional Telemedicine Services:
o (onsultations with a Primary Care Physician You pay nothing. You pay nothing.
o (onsultations with Specialists $5 copay. $5 copay.
e (onsultations for Kidney Condition You pay nothing. You pay nothing.
Education Services
e Diabetes Sel-Management Training You pay nothing. You pay nothing.
(Consultations
e Individual Consultations with a Psychiatrist $5 copay. 95 copay.
or Psychologist.
Contact your doctor to validate if you offer additional
Telemedicine services and provide you with
information about the means of contact to use. These
services are not covered out of network.
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Outpatient Prescription Drugs

Our plans group every drug in one of six (6) cost-sharing tiers. The amount you pay
depends on the pharmacy you choose and when you change from one stage to
another within the Part D benefit (Initial Coverage Stage, Gap Coverage Stage and
Catastrophic Coverage Stage).

For additional information on pharmacy cost-sharing and the benefit stages, please call
us or access the Evidence of Coverage on our webpage.

Deductible:

These plans do not have a deductible.

Stage 1: Initial Coverage Stage

What you pay until the total amount for the prescription drugs you have filled reaches
$4,660.

Remember to refer to the plan you chose

DRUG TIER OPTIMO PLUS OPTIMO XTRA

(Initial Coverage Stage) (PPO) (PPO)

Tier 1- Preferred Generics

Preferred Retail Pharmacy

e 30-day supply You pay nothing. You pay nothing.

e 90-day supply You pay nothing. You pay nothing.
Mail Order You pay nothing. You pay nothing.
Standard Retail Pharmacy

o 30-day supply $5 copay. $5 copay.

o 90-day supply $10 copay. $10 copay.

Tier 2 - Non-Preferred Generics

Preferred Retail Pharmacy
o 30-day supply You pay nothing. You pay nothing.

e 90-day supply You pay nothing. You pay nothing.

Mail Order You pay nothing. You pay nothing.
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Remember to refer to the plan you chose

DRUG TIER OPTIMO PLUS OPTIMO XTRA

(Initial Coverage Stage) (PPO) (PPO)

Standard Retail Pharmacy
o 30-day supply $8 copay. $8 copay.

e 90-day supply $16 copay. $16 copay.

Tier 3 - Preferred Brand

Preferred Retail Pharmacy

o 30-day supply $25 copay. $15 copay.

e 90-day supply $50 copay. §30 copay.
Mail Order $50 copay. 930 copay.
Standard Retail Pharmacy

e 30-day supply $40 copay. $40 copay.

e 90-day supply $80 copay. $80 copay.

Tier 4 - Non-Preferred Brand

Preferred Retail Pharmacy

e 30-day supply $40 copay. §30 copay.
e 90-day supply $80 copay. §60 copay.
Mail Order $80 copay. §60 copay.

Standard Retail Pharmacy
e 30-day supply $55 copay. $55 copay.

e 90-day supply $110 copay. $110 copay.
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Remember to refer to the plan you chose

 DRUGTIER OPTIMO PLUS OPTIMO XTRA
(Initial Coverage Stage) (0)) (PPO)

Tier 5 - Specialty Drugs
Preferred Retail and Standard Pharmacy.

o Sdaysupol 33% coinsurance. 33% coinsurance.

* S0-daysupply 33% coinsurance. 33% coinsurance.
ol e 33% coinsurance. 33% coinsurance.
Tier 6 - Select Care Drugs
Preferred Retail Pharmacy

o 30-day supply You pay nothing. You pay nothing.

o 90-day supply You pay nothing. You pay nothing.
Mail Order You pay nothing. You pay nothing.
Standard Retail Pharmacy

e 30-day supply $3 copay. $3 copay.

e 90-day supply $6 copay. $6 copay.

Stage 2: Gap Coverage Stage

What you pay until your yearly out-of-pocket payments reach $7,400. During the Gap
Coverage Stage, you pay no more than 25% of the cost for your generic and brand
drugs (in addition to a part of the supply cost).

However, you receive a certain degree of coverage for prescription drugs as described
in the following table.
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DRUG TIER

(Gap Coverage Stage)

Remember to refer to the plan you chose

OPTIMO PLUS
(PPO)

OPTIMO XTRA
(PPO)

Tier 1- Preferred Generics

Preferred Retail Pharmacy

o 30-day supply You pay nothing. You pay nothing.

o 50-day supply You pay nothing. You pay nothing.
Mail Order You pay nothing. You pay nothing.
Standard Retail Pharmacy

o 30-day supply $5 copay. $5 copay.

o 90-day supply $10 copay. $10 copay.
Tier 2 - Non-Preferred Generics
Preferred Retail Pharmacy

e 30-day supply You pay nothing. You pay nothing.

o 50-day supply You pay nothing. You pay nothing.
Mail Order You pay nothing. You pay nothing.
Standard Retail Pharmacy

o 30-day supply $8 copay. $8 copay.

e 90-day supply $16 copay. $16 copay.

17



SUMMARY OF BENEFITS

Remember to refer to the plan you chose

OPTIMO PLUS OPTIMO XTRA

DRUG TIER (PPO) (PPO)

(Gap Coverage Stage)

Tier 6 - Select Care Drugs

Preferred Retail Pharmacy

o 30-day supply You pay nothing. You pay nothing.

o 50-day supply You pay nothing. You pay nothing.
Mail Order You pay nothing. You pay nothing.
Standard Retail Pharmacy

e 30-day supply $3 copay. $3 copay.

e 90-day supply $6 copay. $6 copay.

Stage 3: Catastrophic Coverage Stage

You enter the Catastrophic Coverage Stage when your out-of-pocket costs have reached
the $7,400 limit for the calendar year. During this stage, the plan will pay for most of the
cost of your drugs.

e Your part of the cost for a covered drug will be the highest amount of:
» 5% coinsurance of the cost for the drug;

= Or, $4.15 for a generic drug, or a drug treated as generic, and $10.35
for all other drugs.

e Qur plan pays the rest of the cost.

18



SUMMARY OF BENEFITS

SUPPLEMENTAL

BENEFITS

Remember to refer to the plan you chose

OPTIMO PLUS

(PPO)

OPTIMO XTRA

(PPO)

Over-the-Counter Drugs and Items
(010

Not covered.

You pay nothing.

$75 every three months
non-cumulative.

Refer to the Guide for Over-the -Counter
(0TC) Drugs and Items for detail of categories
covered.

Erectile Dysfunction Drugs

Sildenafil Citrate (25, 50 and 100 mg)
Tadalafil (10 and 20 mg)

Viagra (25, 50 and 100 mg)
Cialis (10 and 20 mg)

Up to six (6) pills monthly

Tier 2: Generics.

Tier 4: Non-Preferred Brand.

Tier 2: Generics.

Tier 4: Non-Preferred Brand.

Alternative Medicine / Acupuncture

Up to twelve (12) combined visits each
vear.

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.

In-Network: $5 copay.

Out-of-Network: 25% coinsurance.

Nutritional / Dietary Benefit

A maximum of twelve (12) individual You pay nothing. You pay nothing.
VISIts per year to a nutritionist.
Blood Pressure Monitor
. You pay nothing.
Yourpay nothing. (Covered through OTC benefit)
One every five (5) years.
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SUMMARY OF BENEFITS

Triple-S Advantage Inc. cumple con las leyes federales aplicables de derechos civiles y no
discrimina en base a raza, color, origen de nacionalidad, edad, discapacidad, o sexo.
Triple-S Advantage Inc. E-FERMEERREEIEFERTE, TRER. E€. RENKE. i, BE
R T IERRERIA

Triple-S Advantage Inc. complies with applicable Federal civil rights laws and does not
discriminate based on race, color, national origin, age, disability, or sex.

ATENCION: si usted habla espafol, servicios de asistencia lingUistica estan disponibles
libre de cargo para usted. Llame al: 1-888-620-1919 (TTY: 1-866-620-2520).

AR MREERAEREYX, BRLUABEERES RV, FEEI-888-620-1919 (TTY: 1-866-
620-2520)

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call 1-888-620-1919 (TTY: 1-866-620-2520).

20



”’ TRIPLE-S ADVANTAGE
PRE-ENROLLMENT CHECKLIST

Before making an enrollment decision, it is important that you fully understand our benefits and rules. If you
have any questions, you can call and speak to a customer service representative at 1-888-620-1919 (TTY
1-866-620-2520).

UNDERSTANDING THE BENEFITS

_ Review the full list of benefits found in the Evidence of Coverage (EOC), especially for those
services that you routinely see a doctor. Visit www.sssadvantage.com or call 1-888-620-1919 (TTY
1-866-620-2520) to view a copy of the EOC.

Review the Provider Directory (or ask your doctor) to make sure the doctors you see now are in the
network. If they are not listed, it means you will likely have to select a new doctor.

Review the Pharmacy Directory to make sure the pharmacy you use for any prescription medicines
is in the network. If the pharmacy is not listed, you will likely have to select a new pharmacy for
your prescriptions.

UNDERSTANDING IMPORTANT RULES
In addition to your monthly plan premium, you must continue to pay your Medicare Part B premium.
This premium is normally taken out of your Social Security check each month.

Benefits, premiums and/or copayments/coinsurance may change on January 1, 2023.

Except in emergency or urgent situations, we do not cover services by out-of-network providers
(doctors who are not listed in the Provider Directory).

__ For PPO and HMO-POS plans - Our plan allows you to see providers outside of our network
(non-contracted providers). However, while we will pay for covered services or certain covered
services provided by a non-contracted provider, the provider must agree to treat you. Except in an
emergency or urgent situations, non-contracted providers may deny care. In addition, you may pay
a higher cost for services received by non-contracted providers.

For Chronic Conditions Special Needs plan - This plan is a chronic condition special needs plan
(C-SNP). Your ability to enroll will be based on verification that you have a qualifying specific severe
or disabling chronic condition.

For Platino plans - This plan is a dual eligible special needs plan (D-SNP). Your ability to enroll will be
based on verification that you are entitled to both Medicare and medical assistance from a State plan
under Medicaid.

Triple-S Advantage is an independent licensee of the BlueCross BlueShield Association. Triple-S Advantage, Inc. complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national origin, age, disability, or sex. Triple-S Advantage, Inc. cumple con las leyes federales aplicables de
dg[qchos civiles y no discrimina por razén de raza, color, origen de nacionalidad, edad, discapacidad, o sexo. Triple-5 Advantage, Inc. B E AN R
BAEHEE, FEER. B8, KRG, Fan. TSRS R SR I ATTENTION: If you speak English, language
assistance services, free of charge, are available to you. Call: 1-888-620-1919 (TTY: 1-866-620-2520). ATENCION: Si usted habla espariol, servicios de asistencia
lingilfstica estan disponibles libre de cargo para usted. Llame al: 1-888-620-1919 (TTY: 1-866-620-2520). /£ & : UNRIG(FEREIEH X, &0]
L)g%%?%?%u%%ﬂbﬂﬁ?%o SHENEE 1-888-620-1919 (TTY: 1-866-620-2520) o Y0082_22CI006E_C



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 1-888-620-1919 (TTY/TDD 1-866-620-2520). 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 1-888-620-1919 (TTY/TDD 1-866-620-2520). Alguien que hable espanol le podra ayudar. Este es un
servicio gratuito.

Chinese Mandarin: E{ 12 L BOMIERSS, HUEMRE L T RESAYRER T
5 18, MRMMEELIIFRS, 158 1-888-620-1919 (TTY/TDD 1-866-620-
2520), EMWF X TEARBRRESDE, XE—IeERS.

Chinese Cantonese: f&¥HAMr0f e SEM IR R rTeE A B BE], 2B at e & my
iE R, WEERY, 7#5#E 1-888-620-1919 (TTY/TDD 1-866-620-
2520), FHM#EF XA BB EAEREREE, & &2 -ALEIRY.

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 1-888-620-1919 (TTY/TDD 1-866-620-2520). 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 1-888-620-1919 (TTY/TDD 1-866-620-2520). Un interlocuteur parlant
Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vu théng dich mién phi dé tra 16i cac cau hoi vé chuang suc khoe va
chuong trinh thuéc men. Néu qui vi can théng dich vién xin goi 1-888-620-1919 (TTY/TDD
1-866-620-2520) sé c6 nhan vién noi tiéng Viét gidp d& qui vi. Day la dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem Gesundheits-
und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-888-620-1919 (TTY/TDD
1-866-620-2520). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: TJAM= 98 W3 =

= oFE Bl w3 Al Hell =yuA 8 59 MRlAE
st lFUL &9 MUIAE o] g5t

A & 4 A3} 1-888-620-1919 (TTY/TDD 1-866-620-2520)
Moz Fo3] FAHAIL., F=rojE st BEAF B9 =8 AU o] MHlAE FREE
+9EH Yt

Y0082_23CI015E
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MULTI-LANGUAGE INTERPRETER SERVICES

Russian: Ecnv y Bac BO3HUKHYT BOMPOCHI OTHOCUTENIbHO CTPAxOBOro WAV MeAUKAMEHTHOIO MiaHa, Bbl
MO»KeTe BOCMOJIb30BaTbCA HaWMMK 6ecnnaTHbIMK yCalyramMmy nepeBoaunkoB. YTobbl BOCNONb30BaThCA
ycriyramu nepeBofurka, No3BoHMTe HaMm no TenedoHy (1-888-620-1919 (TTY/TDD 1-866-620-2520). Bam
OKaKeT NOMOLLb COTPYAHUK, KOTOPbIV FOBOPUT NO-PYCcCKU. [JaHHaa ycnyra 6ecnnaTtHas.

450 Jsax ol Aaally 3l Al (51 e Lla D Llaall (558l an ial) cilexs 206 il [: Arabic
ot Ly JuaiVl g dlile (gl ¢5 )58 an Sie e Jpanll Ll
line Ly Ly jal) Gaady Lo (adid o i 1-888-620-1919 (TTY/TDD 1-866-620-2520)

R W\ POP PREQUY

Hindi: AR WY T1 &dl ! UISHT & IR H 310 fobdT 1t 0% & Sfard ¢ & fore gaR ur
T U YaTd IUdsy §. U U U &+ & forg, &9 g4 (1-888-620-1919
(TTY/TDD 1-866-620-2520) WR BIF &, Bls ufad ol fe=l Siddl § 3D AGE B

bl 8. U8 Ueh YU AT 3.

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 1-888-620-1919 (TTY/TDD
1-866-620-2520). Un nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio
gratuito.

Portuguese: Dispomos de servicos de interpretacdo gratuitos para responder a qualquer questao que
tenha acerca do nosso plano de satde ou de medicacao. Para obter um intérprete, contacte-nos através
do nimero 1-888-620-1919 (TTY/TDD 1-866-620-2520). Ird encontrar alguém que fale o idioma Portu-
gués 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 (1-888-620-1919 (TTY/TDD
1-866-620-2520). 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 zadzwoni¢ pod numer 1-888-620-1919 (TTY/TDD 1-866-620-2520) Ta
ustuga jest bezptatna.

Japanese: Y DER BEREFRMEEER WARTSVICEITHTERBICHEZ TS ICERO®E
RY—EXDHBIET I VKT, @BRE CHMICESITIE.

1-888-620-1919 (TTY/TDD 1-866-620-2520)|C BBEELE T L\ HAREBZFET A & HZEWLE
9, ThFERDY— EXTY,

Y0082 _23CI01SE C
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1-888-620-1919
1-866-620-2520

TTY (hearing impaired)

Monday to sunday from 8 a.m. to 8 p.m.

www.sssadvantage.com

’” TRIPLE-S ADVANTAGE



	*Important*
	 Óptimo Plus (PPO)
	 Óptimo Xtra (PPO)
	Please refer to the coverage you chose during the enrollment process.



