H HealthSpring-

HealthSpring Preferred (HMO) offered by HealthSpring

ANNUAL NOTICE OF CHANGE
FOR 2026

You're enrolled as a member of Cigna Preferred Medicare (HMO).
This material describes changes to our plan’s costs and benefits next year.
¢ You have from October 15 — December 7 to make changes to your Medicare coverage for next year. If you don't join
another plan by December 7, 2025, you'll stay in our plan.
e To change to a different plan, visit www.Medicare.gov or review the list in the back of your Medicare & You 2026
handbook.
o Note this is only a summary of changes. More information about costs, benefits, and rules is in the Evidence of Coverage.
Get a copy at www.healthspring.com or call Customer Service at 1-800-668-3813 (TTY users call 711) to get a copy by mail.
More Resources

e This document is available for free in Spanish.

o Call Customer Service at 1-800-668-3813 (TTY users call 711) for more information. Hours are October 1 — March 31, 8:00
a.m.—8:00 p.m. local time, 7 days a week. From April 1 — September 30, Monday — Friday 8:00 a.m. — 8:00 p.m. local time.
Messaging service used weekends, after hours, and on federal holidays. This call is free.

o To get information from us in a way that works for you, please call Customer Service. We can give you information in braille,

in large print, and other alternate formats if you need it.
About HealthSpring Preferred (HMO)

¢ Health Care Service Corporation and its affiliates, HealthSpring Life and Health Insurance Company, HealthSpring of Florida,
HealthSpring Healthcare of Colorado, Bravo Health of Pennsylvania, Bravo Health Mid-Atlantic, Medco Containment Life
Insurance Company and Medco Containment Insurance Company of New York, contract with Medicare to offer Medicare
Advantage HMO and PPO plans and Part D Prescription Drug Plans (PDP) in select states, and with select State Medicaid
programs. Enroliment in the described Medicare products depends on contract renewal.

¢ When this booklet says “we,” “us,” or “our,” it means HealthSpring. When it says “plan” or “our plan,” it means HealthSpring
Preferred (HMO).

¢ HealthSpring may reach out to you via phone regarding the administration of your plan benefits. This communication helps us

let you know about scheduled services or available programs, so you get the most out of your plan. You can opt-out of these
calls at any time by contacting Customer Service.
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e On January 1, 2026, our plan name will change from Cigna Preferred Medicare (HMO) to HealthSpring Preferred (HMO).
We'll send you a new Member ID card with our new name. From here on, our new name HealthSpring Preferred (HMO) will
be on all materials.

e If you do nothing by December 7, 2025, you’ll automatically be enrolled in HealthSpring Preferred (HMO). Starting
January 1, 2026, you'll get your medical and drug coverage through HealthSpring Preferred (HMO). Go to Section 3 for more
information about how to change plans and deadlines for making a change.
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Summary of Important Costs for 2026

This is the most you'll pay out-of-pocket
for your covered Part A and Part B
services.

(Go to Section 1.2 for details.)

2025 (this year) 2026 (next year)
Monthly plan premium* $0 $0
*Your premium can be higher than this
amount. Go to Section 1.1 for details.
Maximum out-of-pocket amount $5,500 $4,800

Primary care office visits

$0 copayment per visit

$0 copayment per visit

Specialist office visits

$30 copayment per visit

$30 copayment per visit

Inpatient hospital stays

Includes inpatient acute, inpatient
rehabilitation, long-term care hospitals,
and other types of inpatient hospital
services. Inpatient hospital care starts the
day you're formally admitted to the
hospital with a doctor’s order. The day
before you're discharged is your last
inpatient day.

$280 per day for days 1-5;
$0 per day for days 6-90

$315 per day for days 1-5;
$0 per day for days 6-90

Part D drug coverage deductible
(Go to Section 1.7 for details.)

$0

$400 for Tier 3, Tier 4 and Tier 5 drugs
except for covered insulin products
and most adult Part D vaccines
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2025 (this year)

2026 (next year)

Part D drug coverage

(Go to Section 1.7 for details including
Yearly Deductible, Initial Coverage, and
Catastrophic Coverage Stages.)

Copayments or Coinsurance during the
Initial Coverage Stage:
e Drug Tier 1:
Standard cost sharing:
$10 copayment
Preferred cost sharing:
$0 copayment
e Drug Tier 2:
Standard cost sharing:
$20 copayment
Preferred cost sharing:
$8 copayment
e Drug Tier 3:
Standard cost sharing:
$47 copayment
Preferred cost sharing:
$47 copayment
You will pay no more than $35 per month
supply of each covered insulin product on
this tier.
e Drug Tier 4:
Standard cost sharing:
$100 copayment
Preferred cost sharing:
$100 copayment
You will pay no more than $35 per month
supply of each covered insulin product on
this tier.
e Drug Tier 5:
Standard cost sharing:
33% coinsurance
Preferred cost sharing:
33% coinsurance
You will pay no more than $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.
You can have cost sharing for drugs that
are covered under our enhanced benefit.

Copayments or Coinsurance during
the Initial Coverage Stage:
e Drug Tier 1:
Standard cost sharing:
$10 copayment
Preferred cost sharing:
$0 copayment
e Drug Tier 2:
Standard cost sharing:
$20 copayment
Preferred cost sharing:
$5 copayment
e Drug Tier 3:
Standard cost sharing:
$47 copayment
Preferred cost sharing:
$47 copayment
You will pay no more than $35 per
month supply of each covered insulin
product on this tier.
e Drug Tier 4:
Standard cost sharing:
50% coinsurance
Preferred cost sharing:
50% coinsurance
You will pay no more than $35 per
month supply of each covered insulin
product on this tier.
e Drug Tier 5:
Standard cost sharing:
28% coinsurance
Preferred cost sharing:
28% coinsurance
You will pay no more than $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.
You can have cost sharing for drugs
that are covered under our enhanced
benefit.
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SECTION1  Changes to Benefits & Costs for Next Year

Section1.1  Changes to the Monthly Plan Premium

2025 (this year) 2026 (next year)
Monthly plan premium $0 $0

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

Factors that could change your Part D Premium Amount

eLate Enroliment Penalty - Your monthly plan premium will be more if you're required to pay a lifetime Part D late enroliment
penalty for going without other drug coverage that’s at least as good as Medicare drug coverage (also referred to as
creditable coverage) for 63 days or more.

eHigher Income Surcharge - If you have a higher income, you may have to pay an additional amount each month directly to the
government for your Medicare drug coverage.

Section1.2  Changes to Your Maximum Out-of-Pocket Amount

Medicare requires all health plans to limit how much you pay out-of-pocket for the year. This limit is called the maximum out-of-

pocket amount. Once you've paid this amount, you generally pay nothing for covered Part A and Part B services the rest of the
calendar year.

2025 (this year) 2026 (next year)
Maximum out-of-pocket amount $5,500 $4,800
Your costs for covered medical services Once you've paid $4,800 out-of-pocket
(such as copayments ) count toward your for covered Part A and Part B services,
maximum out-of-pocket amount. you’ll pay nothing for your covered
Your costs for prescription drugs don’t Part A and Part B services for the rest
count toward your maximum out-of- of the calendar year.
pocket amount.

Section 1.3  Changes to the Provider Network

Our network of providers has changed for next year. Review the 2026 Provider and Pharmacy Directory at https:/
www.healthspring.com/medicare/member-resources/provider-pharmacy-directories to see if your providers (primary care provider,
specialists, hospitals, etc.) are in our network. Here’s how to get an updated Provider and Pharmacy Directory:

o Visit our website at www.healthspring.com.

o Call Customer Service at 1-800-668-3813 (TTY users call 711) to get current provider information or to ask us to mail you a

Provider and Pharmacy Directory.

We can make changes to the hospitals, doctors, and specialists (providers) that are part of our plan during the year. If a mid-year
change in our providers affects you, call Customer Service at 1-800-668-3813 (TTY users call 711) for help. For more information
on your rights when a network provider leaves our plan, go to Chapter 3, Section 2.3 of your Evidence of Coverage.

Section1.4  Changes to the Pharmacy Network

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. Our network
includes pharmacies with preferred cost sharing, which may offer you lower cost sharing than the standard cost sharing offered by
other network pharmacies for some drugs.
Our network of pharmacies has changed for next year. Review the 2026 Provider and Pharmacy Directory at https://
www.healthspring.com/medicare/member-resources/provider-pharmacy-directories to see which pharmacies are in our network.
Here’s how to get an updated Provider and Pharmacy Directory:

o \/isit our website at www.healthspring.com.

o Call Customer Service at 1-800-668-3813 (TTY users call 711) to get current provider information or to ask us to mail you a




HealthSpring Preferred (HMO) Annual Notice of Change for 2026 7

Provider and Pharmacy Directory.
We can make changes to the pharmacies that are part of our plan during the year. If a mid-year change in our pharmacies affects
you, call Customer Service at 1-800-668-3813 (TTY users call 711) for help.

Section 1.5

Changes to Benefits & Costs for Medical Services

2025 (this year)

2026 (next year)

Prior authorization

Prior authorization is not required for the
following services:
¢ Outpatient rehabilitation services
o Occupational therapy
o Physical therapy
o Speech and language therapy
o Additional telehealth services
o Physical therapy
o Speech and language therapy

Prior authorization may be required for
the following services:

¢ Outpatient rehabilitation services

o Occupational therapy

o Physical therapy

o Speech and language therapy

¢ Additional telehealth services

o Physical therapy

o Speech and language therapy

Caregiver Support

Not covered.

You pay a copayment of $0 for Caregiver
Support benefit.

Colorectal cancer screening

Screening includes barium enemas.

Barium enemas are not covered for
routine colorectal cancer screening.

Dental services (Routine)

We provide a dental allowance of $1,250
every year (combined preventive and
comprehensive) for routine dental services.

We provide a dental allowance of $1,000
every year (combined preventive and
comprehensive) for routine dental
services.

Health and wellness education
programs

Health Education

You pay a copayment of $0 for access to
online health-related educational videos and
written content.

Health Education
Not covered.

Hearing services (Medicare-
covered)

You pay a copayment of $30 for Medicare-
covered hearing exams.

You pay a copayment of $25 for Medicare-
covered hearing exams.

Inpatient hospital care

For each Medicare-covered hospital stay you
pay a copayment of:

$280 per day for days 1-5;

$0 per day for days 6-90

For each Medicare-covered hospital stay
you pay a copayment of:

$315 per day for days 1-5;

$0 per day for days 6-90

Inpatient services in a
psychiatric hospital

For each Medicare-covered Inpatient
psychiatric hospital stay you pay a
copayment of:

$595 per day for days 1-3;

$0 per day for days 4-90

For each Medicare-covered Inpatient
psychiatric hospital stay you pay a
copayment of:

$325 per day for days 1-5;

$0 per day for days 6-90

Outpatient surgery, including
services provided at hospital

You pay a copayment of $0 or $325 for
Medicare-covered outpatient hospital facility
visit. $0 for any surgical procedures (i.e.

You pay a copayment of $0 or $300 for
Medicare-covered outpatient hospital
facility visit. $0 for any surgical
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2025 (this year) 2026 (next year)
outpatient facilities and polyp removal) during a colorectal screening. |procedures (i.e. polyp removal) during a
ambulatory surgical centers $325 copayment for all other Outpatient colorectal screening. $300 copayment for
Services not provided in an Ambulatory all other Outpatient Services not provided
Surgical Center. in an Ambulatory Surgical Center.
Over-the-Counter (OTC) Hearing |Not covered. You pay a copayment of $399 for each
Aids OTC hearing aid kit. Each kit includes one

OTC hearing aid per ear and a charger (if
needed). Limited to two (2) OTC hearing
aid kits per year.

Kits must be purchased through our
hearing vendor.

Over-the-Counter Items and $65 every 3 months for specific over-the- Not covered.
Services counter drugs and other health-related

pharmacy products, as listed in the OTC

catalog.

Skilled nursing facility (SNF) For each Medicare-covered SNF stay you  [For each Medicare-covered SNF stay you

care pay a copayment of: pay a copayment of:
$0 per day for days 1-20; $0 per day for days 1-20;
$214 per day for days 21-100 $218 per day for days 21-100
Urgently needed services You pay a copayment of $55 for Medicare- | You pay a copayment of $50 for Medicare-
covered urgently needed services. covered urgently needed services.
Vision services (Routine) You pay a copayment of $0 for one routine | You pay a copayment of $0 for one
eye exam every year. routine eye exam every year.
Allowance of $275 every year for routine Allowance of $175 every year for routine
eyewear. Annual eyewear allowance applies |eyewear. Annual eyewear allowance
to the retail value only. applies to the retail value only.

|Section 1.6  Changes to Part D 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. The Drug List includes
many but not all of the drugs that we’'ll cover next year. If you don’t see your drug on this list, it might still be covered. You can get
the complete Drug List by calling Customer Service at 1-800-668-3813 (TTY users call 711) or visiting our website at https:/
www.healthspring.com/medicare/member-resources/drug-list-formulary.

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 calendar 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're taking, we’ll send you a notice
about the change.
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If you're affected by a change in drug coverage at the beginning of the year or during the year, review Chapter 9 of your Evidence
of Coverage and talk to your prescriber to find out your options, such as asking for a temporary supply, applying for an exception
and/or working to find a new drug. Call Customer Service at 1-800-668-3813 (TTY users call 711) for more information.

Section 1.7 Changes to Prescription Drug Benefits & Costs |

Do you get Extra Help to pay for your drug coverage costs?

If you're in a program that helps pay for your drugs (Extra Help), the information about costs for Part D drugs may not apply to
you. We sent you a separate material, called the Evidence of Coverage Rider for People Who Get Extra Help Paying for
Prescription Drugs, which tells you about your drug costs. If you get Extra Help and didn’t get this material, call Customer Service
at 1-800-668-3813 (TTY users call 711) and ask for the LIS Rider.

Drug Payment Stages

There are 3 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.

e Stage 1: Yearly Deductible
You start in this payment stage each calendar year. During this stage, you pay the full cost of your Tier 3 (Preferred Brand), Tier
4 (Non-Preferred), and Tier 5 (Specialty) drugs until you have reached the yearly deductible.
e Stage 2: Initial Coverage
Once you pay the yearly deductible, you move to the Initial Coverage Stage. In this stage, our plan pays its share of the cost of
your drugs, and you pay your share of the cost. You generally stay in this stage until your year-to-date out-of-pocket drug costs
reach $2,100.
e Stage 3: Catastrophic Coverage
This is the third and final drug payment stage. In this stage, you pay nothing for your covered Part D drugs. You generally stay
in this stage for the rest of the calendar year.
The Coverage Gap Discount Program has been replaced by the Manufacturer Discount Program. Under the Manufacturer Discount
Program, drug manufacturers pay a portion of our 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 don’t count toward out-of-pocket costs.
Drug Costs in Stage 1: Yearly Deductible

This table shows your cost per prescription during this stage.

2025 (this year) 2026 (next year)
Yearly Deductible Because we have no deductible, this $400
payment stage does not apply to you. | During this stage, you pay Initial

Coverage Stage (see table below) cost-
sharing for drugs on: Tier 1 (Preferred
Generic) and Tier 2 (Generic) and the
full cost of drugs on Tier 3 (Preferred
Brand), Tier 4 (Non-Preferred) and Tier
5 (Specialty) until you’ve reached the
yearly deductible.

Drug Costs in Stage 2: Initial Coverage

For drugs on Tier 4 (Non-Preferred), your cost sharing in the Initial Coverage Stage is changing from a copayment to a
coinsurance. Go to the following table for the changes from 2025 to 2026.

The table shows your cost per prescription for a one-month (30-day) supply filled at a network pharmacy with standard and
preferred cost sharing.

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. For more information about the costs of vaccines, or information
about the costs for a long-term supply; at a network pharmacy that offers preferred cost sharing, or for mail-order prescriptions, go
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to Chapter 6 of your Evidence of Coverage.

Once you've paid $2,100 out-of-pocket for Part D drugs, you'll move to the next stage (the Catastrophic Coverage Stage).

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

Your cost for a one-month mail-order
prescription is $10.

Preferred cost-sharing: You pay $0 per
prescription.

Your cost for a one-month mail-order
prescription is $0.

2025 (this year) 2026 (next year)
Tier 1: (Preferred Generic Drugs) Standard cost-sharing: You pay $10 per |Standard cost-sharing: You pay $10
We changed the tier for some of the prescription. per prescription.

Your cost for a one-month mail-order
prescription is $10.

Preferred cost-sharing: You pay $0 per
prescription.

Your cost for a one-month mail-order
prescription is $0.

Tier 2 (Generic Drugs)

Standard cost-sharing: You pay $20 per
prescription.

Your cost for a one-month mail-order
prescription is $20.

Preferred cost-sharing: You pay $8 per
prescription.

Your cost for a one-month mail-order
prescription is $8.

Standard cost-sharing: You pay $20
per prescription.

Your cost for a one-month mail-order
prescription is $20.

Preferred cost-sharing: You pay $5 per
prescription.

Your cost for a one-month mail-order
prescription is $5.

Tier 3 (Preferred Brand Drugs)

Standard cost-sharing: You pay $47 per
prescription.

Your cost for a one-month mail-order
prescription is $47.

Preferred cost-sharing: You pay $47 per
prescription.

Your cost for a one-month mail-order
prescription is $47.

You will pay no more than $35 per month
supply of each covered insulin product on
this tier.

Standard cost-sharing: You pay $47
per prescription.

Your cost for a one-month mail-order
prescription is $47.

Preferred cost-sharing: You pay $47
per prescription.

Your cost for a one-month mail-order
prescription is $47.

You will pay no more than $35 per
month supply of each covered insulin
product on this tier.

Tier 4 (Non-Preferred Drugs)

Standard cost-sharing: You pay $100 per
prescription.

Your cost for a one-month mail-order
prescription is $100.

Preferred cost-sharing: You pay $100 per
prescription.

Your cost for a one-month mail-order
prescription is $100.

You will pay no more than $35 per month
supply of each covered insulin product on
this tier.

Standard cost-sharing: You pay 50%
of the total cost.

Your cost for a one-month mail-order
prescription is 50%.

Preferred cost-sharing: You pay 50%
of the total cost.

Your cost for a one-month mail-order
prescription is 50%.

You will pay no more than $35 per
month supply of each covered insulin
product on this tier.

Tier 5 (Specialty Drugs)

Standard cost-sharing: You pay 33% of
the total cost.

Your cost for a one-month mail-order
prescription is 33%.

Preferred cost-sharing: You pay 33% of
the total cost.

Standard cost-sharing: You pay 28%
of the total cost.

Your cost for a one-month mail-order
prescription is 28%.

Preferred cost-sharing: You pay 28%
of the total cost.
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2025 (this year) 2026 (next year)
Your cost for a one-month mail-order Your cost for a one-month mail-order
prescription is 33%. prescription is 28%.

You will pay no more than $35 per month |You will pay no more than $35 per
supply of each covered insulin product on |month supply of each covered insulin
this tier. product on this tier.

There are a limited number of medications available for a 30-day supply through the preferred mail-order pharmacy. Drugs on Tier
1, Tier 2, Tier 3 and Tier 4 are available for long-term supplies through the preferred mail-order pharmacy. Please contact
Customer Service to ensure your prescription is eligible for 30-day supply through the preferred mail-order pharmacy. All
prescriptions are available for 30-day supply through our standard mail-order pharmacies.

Changes to the Catastrophic Coverage Stage

If you reach the Catastrophic Coverage Stage, you pay nothing for your covered Part D drugs. You can have cost sharing
for excluded drugs that are covered under our enhanced benefit.

For specific information about your costs in these stages, look at Chapter 6, Section 6, in your Evidence of Coverage.

SECTION2  Administrative Changes

Description 2025 (this year) 2026 (next year)

Medicare Prescription Payment Plan | The Medicare Prescription Payment Plan |If you’re participating in the Medicare
is a payment option that began this year [Prescription Payment Plan and stay in
and can help you manage your out-of-  |the same Part D plan, your

pocket costs for drugs covered by our participation will be automatically
plan by spreading them across the renewed for 2026.

calendar year (January-December). You |To learn more about this payment
may be participating in this payment option, call us at 1-800-668-3813 (TTY
option. users call 711) or visit
www.Medicare.gov.

Prescription drug coverage, long-term |A long-term supply of Tier 1 and Tier2 | A long-term supply of Tier 1, Tier 2,
supply prescription drugs covers 100 days. Tier 3 and Tier 4 prescription drugs
A long-term supply of Tier 3 and Tier4  |covers 100 days.

prescription drugs covers 90 days.

SECTION3  How to Change Plans

To stay in our plan, you don’t need to do anything. Unless you sign up for a different plan or change to Original Medicare by
December 7, you'll automatically be enrolled in our HealthSpring Preferred (HMO) plan.
If you want to change plans for 2026, follow these steps:
¢ To change to a different Medicare health plan, enroll in the new plan. You'll be automatically disenrolled from HealthSpring
Preferred (HMO).
¢ To change to Original Medicare with Medicare drug coverage, enroll in the new Medicare drug plan. You'll be automatically
disenrolled from HealthSpring Preferred (HMO).
¢ To change to Original Medicare without a drug plan, you can send us a written request to disenroll. Call Customer Service at
1-800-668-3813 (TTY users call 711) for more information on how to do this. Or call Medicare at 1-800-MEDICARE
(1-800-633-4227) and ask to be disenrolled. TTY users can call 1-877-486-2048. If you don’t enroll in a Medicare drug plan, you
may pay a Part D late enroliment penalty (go to Section 1).
¢ To learn more about Original Medicare and the different types of Medicare plans, visit www.Medicare.gov, check the
Medicare & You 2026 handbook, call your State Health Insurance Assistance Program (go to Section 5), or call 1-800-
MEDICARE (1-800-633-4227).
e As a reminder, HealthSpring offers other Medicare health plans and Medicare drug plans. These other plans can have different
coverage, monthly plan premiums, and cost-sharing amounts.



http://www.Medicare.gov
http://www.Medicare.gov
http://www.Medicare.gov
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Section 3.1 Deadlines for Changing Plans

People with Medicare can make changes to their coverage from October 15 — December 7 each year.

If you enrolled in a Medicare Advantage plan for January 1, 2026, and don't like your plan choice, you can switch to another
Medicare health plan (with or without Medicare drug coverage) or switch to Original Medicare (with or without separate Medicare
drug coverage) between January 1 — March 31, 2026.

Section 3.2 Are there other times of the year to make a change?
In certain situations, people may have other chances to change their coverage during the year. Examples include people who:
¢ Have Medicaid
o Get Extra Help paying for their drugs
e Have or are leaving employer coverage
e Move out of our plan’s service area

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 (with or without Medicare drug
coverage) or switch to Original Medicare (with or without separate Medicare drug coverage) at any time. If you recently moved out
of an institution, you have an opportunity to switch plans or switch to Original Medicare for 2 full months after the month you move
out.

SECTION4  Get Help Paying for Prescription Drugs
You may qualify for help paying for prescription drugs. Different kinds of help are available:

eExtra 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. Also people who qualify will not have a late enrollment penalty. To see if you qualify, call:

¢1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048, 24 hours a day/7 days aweek;

eSocial Security at 1-800-772-1213 between 8 a.m. and 7 p.m., Monday - Friday for a representative. Automated messages are
available 24 hours a day. TTY users can call, 1-800-325-0778; or

eYour State Medicaid Office

o Prescription Cost-sharing Assistance for Persons with HIV/AIDS. The AIDS Drug Assistance Program (ADAP) helps
ensure that ADAP-eligible people 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 drugs that are also covered by ADAP
qualify for prescription cost-sharing assistance through the Georgia AIDS Assistance Program. For information on eligibility
criteria, covered drugs, how to enroll in the program, or, if you're currently enrolled, how to continue getting help, call Georgia
AIDS Assistance Program at 1-404-656-9805. 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 payment option that works with
your current drug coverage to help you manage your out-of-pocket costs for drugs covered by our plan and spreading them
across the calendar year (January — December). Anyone with a Medicare drug plan or Medicare health plan with drug
coverage (like a Medicare Advantage plan with drug coverage) can use this payment option. This payment option might
help you manage your expenses, but it doesn’t save you money or lower your drug costs.

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 the Medicare Prescription
Payment Plan payment option. To learn more about this payment option, call us at 1-800-668-3813 (TTY 711) or visit
www.Medicare.gov.

SECTION5  Questions?

Get Help from HealthSpring Preferred (HMO)
e Call Customer Service at 1-800-668-3813 (TTY users call 711).
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We're available for phone calls October 1 — March 31, 8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 -
September 30, Monday - Friday 8:00 a.m. - 8:00 p.m. local time. Messaging service used weekends, after hours, and on
federal holidays. Calls to these numbers are free.

o Read your 2026 Evidence of Coverage

This Annual Notice of Change gives you a summary of changes in your benefits and costs for 2026. For details, go to the 2026
Evidence of Coverage for HealthSpring Preferred (HMO). The Evidence of Coverage is the legal, detailed description of our plan
benefits. It explains your rights and the rules you need to follow to get covered services and prescription drugs. Get the
Evidence of Coverage on our website at www.healthspring.com or call Customer Service at 1-800-668-6813 (TTY users call
711) to ask us to mail you a copy.

o Visit www.healthspring.com

Our website has the most up-to-date information about our provider network (Provider and Pharmacy Directory) and our List of
Covered Drugs (formulary/Drug List).

Get Free Counseling about Medicare

The State Health Insurance Assistance Program (SHIP) is an independent government program with trained counselors in every
state. In Georgia, the SHIP is called Georgia SHIP.

Call the State Health Insurance Assistance Program to get free personalized health insurance counseling. They can help you
understand your Medicare plan choices and answer questions about switching plans. You can call Georgia SHIP at 1-866-552-4464
(Option 4).
Get Help from Medicare
e 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.
¢ Chat live with www.Medicare.gov
You can chat live at www.Medicare.gov/talk-to-someone.
o Write to Medicare
You can write to Medicare at PO Box 1270, Lawrence, KS 66044
¢ Visit www.Medicare.gov

The official Medicare website has information about cost, coverage, and quality Star Ratings to help you compare Medicare
health plans in your area.

¢ Read Medicare & You 2026
The Medicare & You 2026 handbook is mailed to people with Medicare every fall. It has a summary of Medicare benefits,

rights and protections, and answers to the most frequently asked questions about Medicare. Get a copy at www.Medicare.gov
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.

HealthSpring products and services are provided exclusively by or through operating subsidiaries of Health Care Service
Corporation, a Mutual Legal Reserve Company. © 2025 Health Care Service Corporation. All Rights Reserved.



Notice of

Nondiscrimination

Discrimination is against the law.

We do not discriminate on the basis of race,
color, national origin (including limited English
knowledge and first language), age, disability, or
sex (as understood in the applicable regulation).

We provide people with disabilities with
reasonable modifications and free communication
aids to allow for effective communication with us.
We also provide free language assistance services
to people whose first language is not English.

To receive reasonable modifications,
communication aids, or language assistance
services free of charge, please call the customer
service toll-free number listed on the back of your
Member ID card.

If you believe that HealthSpring has failed to
provide any of these services or discriminated in
another way on the basis of race, color, national
origin, age, disability, or sex, you can file a
grievance with:

HealthSpring

Attn: Office of Civil Rights Coordinator
300 E. Randolph St., 35th Floor
Chicago, IL 60601

Phone: 1-855-664-7270 (voicemail)
TTY/TDD: 1-855-661-6965

Fax: 1-855-661-6960

You can file a grievance in by phone, mail or fax.
If you need help filing a grievance, please call the
customer service toll-free number listed on the
back of your Member ID card.

You can also file a civil rights complaint with the
U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW,

Room 509F,

HHH Building

Washington, DC 20201

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

Complaint forms are available at: http://www.hhs.
gov/ocr/office/file/index.html

K HealthSpring-

HealthSpring Medicare products and services are provided exclusively by or through operating subsidiaries of Health Care Service Corporation, a
Mutual Legal Reserve Company. © 2025 Health Care Service Corporation. All Rights Reserved

Y0036_25_1706079920_C 5000257.0725
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Notice of Availability of Language Assistance
Services and Auxiliary Aids and Services

English:

Espafiol
(Spanish):

F13C

(Chinese Mandarin):

Rz
(Chinese
Cantonese):

Tagalog
(Tagalog):

Francgais
(French):

Viét
(Viethamese):

Deutsch
(German):

INT_25_1632907343_C

ATTENTION: If you speak English, free language assistance
services are available to you. Appropriate auxiliary aids
and services to provide information in accessible formats
are also available free of charge. Call the plan for more
information or speak to your provider.

ATENCION: Si habla espanol, tiene a su disposicién
servicios gratuitos de asistencia linglistica. También
puede solicitar, sin costo alguno, servicios o herramientas
especiales para acceder a la informacién en formatos
accesibles. Llame al plan para obtener mas informacién o
hable con su proveedor.

R MREEP, HANATUAGRBRMGES MRS . FI1E
GRBAG SHMANZ AR, UEEREXRRES. FHET
YWRBE ZFERNESERIRSRUAERKR.

AR Zzﬂ% TR MR EATIRHES HEIRT - ?de‘ﬂng%
ERMEEEHEN T EMARTS - LIRSS VIR A o EREAST
J n@% ﬁnﬂ_jznl:ln@ Eﬁgggﬂﬁ%%?m{ %

PAGBIGAY-PANSIN: Kung nagsasalita ka ng wikang tagalog,
available para sa iyo ang mga serbisyo ng libreng tulong sa
wika. Available din nang walang bayad ang mga wastong
dagdag na tulong at serbisyo na makapagbibigay-impormasyon
sa mga haa-access na format. Balikan ang plano para sa higit
pang impormasyon o makipag-usap sa iyong provider.

ATTENTION : Si vous parlez frangais, des services
d’assistance linguistique gratuits peuvent étre mis a votre
disposition. Des aides et services auxiliaires appropriés
pour fournir des informations dans des formats accessibles
sont également disponibles gratuitement. Appelez votre
régime d’assurance maladie pour obtenir des informations
supplémentaires, ou adressez-vous a votre prestataire.

CHU Y: Néu quy vi nai tiéng V|et cac dich vu ho trg ngon
ngu’ mién phi sé cé san cho quy vi. Cac d|ch vu va trg giup
bd sung phu hap dé cung cap thong tin & cac dinh dang

cé thé truy cap cling cé san mién phi. Hay goi cho chudng
trinh d€ biét thém théng tin hodc trao d6i véi nha cung cép
dich vu cua quy vi.

BITTE BEACHTEN: Wenn Sie deutsch sprechen, stehen
Ihnen kostenlose sprachliche Hilfsdienstleistungen zur
Verfugung. Geeignete Hilfsmittel und Dienstleistungen
zur Bereitstellung von Informationen in barrierefreien
Formaten sind ebenfalls kostenlos verfligbar. Fir weitere
Informationen wenden Sie sich bitte an den Kundendienst
Ihrer Versicherung bzw. an Ihren Versicherungsberater.
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gl
(Korean):

Pycckuni
(Russian):

iy =)l aslll
(Arabic):

fedl
(Hindi):

Italiano
(Italian):

Portugués
(Portuguese):

Kreyol Ayisyen

(Haitian Creole):

Polski
(Polish):

HAGE
(Japanese):

e POl G E A8 FE S0} A9l Aul A ol gt
F AU o8 b5 e gHoR Ang ATshe Add n
w5 qEAE RER Age SdUth A ARE 5 el

ﬂﬂ&ﬂqwﬁwkﬂﬁ“ﬂMW%ﬂﬂﬁﬂﬁ.

BHMMAHWE: Ecnn BaM yaobHee ans obleHns pycckui a3blK,
Bbl MOXeTe BOCMNO0J1b30BaTbCA 6ecnnaTtHbIMM yCiyraMmm s3bIKOBOM
noaaepXXku. Takxe AOCTYMNMHbl HEOO6XOANMbIE BCrIOMOraTesibHble
CpeacTBa 1 yciyrn npeaocTtaBieHns MHpopMaummn B A0CTYNHOM
dopmaTe anga naen C orpaHNYeHHbIMU BO3MOXKHOCTSMU. [Ans
NnosTlydeHust A0NONHUTENbHOM MHMOPMaLMM MO3BOHUTE UK
obpaTuTecb K CBOEMY MOCTaBLLUMKY.

dgelll sacluwall Cloas el J9giiwd cay el delll &axi S 13] jaus
Olapuiiy Ologleall 1991 duwlio wloazg daclus Jilwg 4961 oS .dslxoll
9|nggkudlbp.n)ohjs.Jyaodlqbodbljmml Lo Ll Jgogll ¢ Sou
a0 Jolii SUl doal pado go axill

1 3 Afg 317 St dietdt €, af 31mdes forg f:xrees o1 Terear arg Iuers € |
e Tl ST 9 9 3 foq Sfed Teries |1e ok gary it f-xed
IUAST & | WA % AR H 31 SRR} & o Biel e AT ST W & o o |

ATTENZIONE: Se parla italiano, sono disponibili servizi

di assistenza linguistica gratuiti. Sono inoltre disponibili
gratuitamente ausili e servizi adeguati per fornire
informazioni in formati accessibili. Chiami il numero
corrispondente al Suo piano per ulteriori informazioni o si
rivolga al Suo fornitore.

ATENCAQ: Se fala portugués, tem a sua disposicao
servigos gratuitos de assisténcia linguistica. Também

estdo disponiveis equipamentos e servicos de assisténcia
adequados que Ihe permitem ter acesso as informacoes em
formatos acessiveis, de forma gratuita. Contacte o plano
para obter mais informagoes ou fale com o seu prestador.

ATANSYON: Si ou pale kreyol ayisyen, w ap jwenn sevis
asistans lengwistik gratis. Gen ed ak sevis oksilye ki
apwopriye pou bay enfomasyon nan foma ki aksesib, ki
disponib gratis tou. Rele plan an pou jwenn plis enfomasyon
oswa pou w pale ak pwofesyonél swen sante w la.

UWAGA: Osoby médwigce po polsku moggq skorzystaé z
bezptatnej pomocy jezykowej. Odpowiednie wsparcie

i ustugi pomocnicze w celu zapewnienia informacji w
przystepnych formatach sg rowniez dostepne bezptatnie.
Dodatkowe informacje mozna uzyska¢ dzwonigc do planu
lub rozmawiajac ze Swiadczeniodawca.

o BEEDEAGE] 23575613, BEIOSFET VAZ VA« H—
EREFATEET, 77 BRA LT WA THEREREEZITO 729
D, %@Jﬁfﬁ%ﬂw””ﬁ%ﬂf— B R G MR :“%IJﬁHb\tt‘ FTET, AR
X7 T VNCBEEWTZTELS D, T ag X —Z TS TEE 0,

986511
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