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2025 Summary of Benefits
Mount Carmel MediGold Trinity EGWP (HMO)

This is a summary of Medicare health care and prescription drug coverage for
Mount Carmel MediGold Trinity EGWP (HMO).

January 1 - December 31, 2025

Mount Carmel MediGold Trinity EGWP
(HMO) is a Medicare Advantage HMO plan
with a Medicare contract. Enrollmentin the
Plan depends on contract renewal.

The benefit information provided does not list
every service that we cover or list every
limitation or exclusion. To get a complete list
of services we cover, please call 1-800-240-
3851 (TTY 711) and request the “Evidence of
Coverage” or access it online at
www.thpmedicare.org/mount-carmel/.

To join Mount Carmel MediGold Trinity
EGWP (HMO), you must be entitled to
Medicare Part A, be enrolled in Medicare Part
B, and live in our service area. Our service
area includes these counties in OH: Adams,
Allen, Auglaize, Brown, Butler, Champaign,
Clark, Clermont, Clinton, Coshocton,
Crawford, Darke, Defiance, Delaware,
Fairfield, Fayette, Franklin, Fulton, Gallia,
Greene, Guernsey, Hamilton, Harrison,
Hancock, Hardin, Henry, Highland, Hocking,
Holmes, Jackson, Knox, Licking, Logan,
Lucas, Madison, Meigs, Mercer, Miami,
Monroe, Montgomery, Morgan, Morrow,
Muskingum, Noble, Ottawa, Paulding, Perry,

Pickaway, Pike, Preble, Putnam, Richland,
Ross, Seneca, Shelby, Union, Van Wert,
Vinton, Warren, Washington, Wood, and
Wyandot.

Exceptin emergency situations, if you use
the providers that are not in our network, we
may not pay for these services.

Find a provider at this link
www.thpmedicare.org/mount-carmel/find-a-

provider.

For coverage and costs of Original Medicare,
look in your current “Medicare & You”
handbook. View it online at
www.medicare.gov or get a copy by calling 1-
800-MEDICARE (1-800-633-4227), 24 hours a
day, 7 days a week. TTY users should call 1-
877-486-2048.)

This document is available in other formats
such as Braille, large print or audio.

For more information, please call us at 1-
800-240-3851 (TTY users should call 711), 8
a.m. to 8 p.m., 7 days a week, or visit us at
www.thpmedicare.org/mount-carmel/.
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Premiums and Benefits

This is a short list of benefits and cost sharing for our plan. For a complete list, see the Evidence
of Coverage on our website at www.thpmedicare.org/mount-carmel/.

Premiums and Benefits

Mount Carmel MediGold Trinity EGWP (HMO)

Monthly Plan Premium (includes
both medical and drugs)

Contact your benefits administrator.

You must continue to pay your Medicare Part B premium.

Deductible

You pay $0 for in-network medical benefits.

You pay $0 for Part D prescription drugs.

Maximum Out-of-Pocket
Responsibility (does notinclude
Part D prescription drugs)

You pay no more than $3,900 annually.

Includes copays and other costs for in-network medical
services for the year.

Inpatient Hospital

For in-network inpatient hospital stays, you pay:
$190 copay per day for days 1-2; $0 copay per day for
days 3-90.

May require prior authorization.

Outpatient Hospital

For services at an in-network outpatient hospital, you pay
$125 copay.

Ambulatory Surgical Center (ASC)

You pay $125 copay in-network.

Doctor Visits

e Primary care provider

e Specialists

You pay $0 copay in-network.

You pay $45 copay in-network.

Preventive Care

(e.g., flu vaccine, diabetic
screenings)

You pay nothing in-network.
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Premiums and Benefits

Mount Carmel MediGold Trinity EGWP (HMO)

Emergency Care

You pay $90 copay per visit. ER cost sharing is waived if
you are admitted to the hospital within 48 hours for the
same condition.

$90 copay for each emergency care visit outside of the
United States and its territories. Worldwide ER services
cost sharing is waived if you are admitted to the hospital
within 24 hours for the same condition.

Urgently Needed Services

You pay $40 copay per visit.
$90 copay for each urgently needed care visit outside of
the United States and its territories.

$250 to $300 copay for each emergency/urgently needed
care transportation service outside of the United States
and its territories.

Diagnostic Services /Labs
/Imaging /Radiology

e Diagnostic tests and
procedures

e |Lab services
e MRIs, CAT scans
e X-rays

e Therapeutic radiology
services

You pay $35 copay in-network.

You pay $5 copay in-network.
You pay $50 copay in-network.
You pay $35 copay in-network.

You pay 20% of the total cost in-network.

May require prior authorization.

Hearing Services

e Medicare-covered hearing
exam

e Routine hearing exam

e Fitting and evaluation for
hearing aids

You pay $45 copay in-network.

You pay $0 copay in-network (1 exam every year).

You pay $0 copay in-network (unlimited visits every year).




Premiums and Benefits

Mount Carmel MediGold Trinity EGWP (HMO)

e Hearing aids

You pay $399 to $699 copay in-network for prescription
hearing aids — all types (2 hearing aids every year).

Must use TruHearing® provider to access this benefit.

Dental Services

e Medicare-covered dental
services

You pay $45 copay in-network.

Vision Services

e Medicare-covered benefits

e Routine eye exams

e Routine eyewear

You pay $0 to $45 copay in-network for an eye exam to
diagnose and treat diseases and conditions of the eye.

You pay $0 copay in-network for one pair of eyeglasses or
contact lenses after cataract surgery.

You pay $0 copay in-network (1 exam every year).

$125 maximum plan coverage amount every year for all
non-Medicare-covered eyewear.

Must use a Spectera, Inc. provider to access this benefit.

Mental Health Services

e Qutpatient therapy with a
psychiatrist

e Qutpatient therapy with a
mental health care
professional (non-
psychiatrist)

You pay $40 copay in-network for individual sessions.

You pay $40 copay in-network for group sessions.

You pay $40 copay in-network for individual sessions.

You pay $40 copay in-network for group sessions.

Skilled Nursing Facility (SNF)

For in-network SNF stays, you pay:
$0 copay per day for days 1-20; $150 copay per day for
days 21-47; $0 copay per day for days 48-100.

Physical Therapy

You pay $40 copay in-network.




Premiums and Benefits

Mount Carmel MediGold Trinity EGWP (HMO)

Ambulance

You pay $250 copay in-network for ground ambulance
services.

You pay $300 copay in-network for air ambulance
services.

May require prior authorization.

Transportation

Not covered.

Medicare Part B Drugs

You pay 0% to 20% of the total cost in-network for
Medicare Part B chemotherapy and radiation drugs.

You pay 0% to 20% of the total cost in-network for other
Medicare Part B drugs.

You pay a coinsurance cap of $35 for a one month’s
supply of insulin furnished through a Durable Medical
Equipment (DME) item such as an insulin pump.

May require prior authorization.

Podiatry Services

You pay $45 copay in-network for Medicare podiatry
services.

Durable Medical Equipment

You pay 20% of the total cost of the total cost in-network
durable medical equipment.

May require prior authorization.

Prosthetic Devices (braces,
artificial limbs, etc.)

Prosthetic devices: You pay 20% of the total cost of the
total cost for in-network devices.

Related medical supplies: You pay 20% of the total cost
of the total cost for in-network supplies.

May require prior authorization.

Diabetic Supplies and Services

Diabetic supplies: You pay $0 copay for in-network
supplies.

Diabetes self-management training: $0 copay for in-
network training.

Therapeutic shoes orinserts: You pay 20% of the total
cost of the total cost for in-network shoes.

May require prior authorization.




Premiums and Benefits Mount Carmel MediGold Trinity EGWP (HMO)

Fitness Benefit

You pay $0 copay for the fitness benefit.

Meal Benefit

You pay $0 copay for the meal benefit.

The benefit consists of 2 meals per day for 7 days,

immediately following a qualifying discharge. There is no
annual limit on occurrences.

Part D Prescription Drugs

This is a summary of Part D prescription drug coverage and cost sharing for our plan. For more
information, see the Evidence of Coverage on our website at www.thpmedicare.org/mount-

carmel/.

Part D Prescription Drugs

Part D Insulin Coverage

You won’t pay more than $35 for a one-month supply of each
covered insulin product regardless of the cost-sharing tier.

ED Drug Coverage

Included! Call for details.

Deductible

You do not pay a deductible.
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Initial Coverage

You pay the following until your total yearly drug costs reach

$2,000. Total yearly drug costs are the drug costs paid by both you

and our Part D plan.

30-Day Supply
Tier 1: Preferred Generic
Tier 2: Generic
Tier 3: Preferred Brand

Tier 4: Non-Preferred
Drug

Tier 5: Specialty Tier

90-Day Supply
Tier 1: Preferred Generic
Tier 2: Generic
Tier 3: Preferred Brand

Tier 4: Non-Preferred
Drug

Tier 5: Specialty Tier

Standard Retail Rx
30-day supply

Mail Order Rx
30-day supply

$0 copay

$15 copay
$45 copay
$75 copay

33% of the total cost

$0 copay
$0 copay
$45 copay
$75 copay

33% of the total cost

Standard Retail Rx
90-day supply

Mail Order Rx
90-day supply

$0 copay
$45 copay
$135 copay
$225 copay

A long-term supply is not

available for drugsin Tier 5.

$0 copay
$0 copay
$90 copay
$150 copay

A long-term supply is not
available for drugsin Tier 5.

Catastrophic Coverage

You enter the Catastrophic Coverage Stage when your out-of-
pocket costs have reached the $2000 limit for the calendar year.

During this payment stage, you pay nothing for your covered Part
D drugs and for excluded drugs that are covered under our

enhanced benefit.

Your cost-sharing may be different if you use a Long -Term Care pharmacy, or an out-of-
network pharmacy or if you purchase a long-term supply (up to 90 days) of a drug. Please call
us or see the plan’s Evidence of Coverage on our website www.thpmedicare.org/mount-
carmel/ for complete information about your costs or covered drugs.
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Additional Benefits

This plan provides additional benefits. For more information, see the Evidence of Coverage on
our website at www.thpmedicare.org/mount-carmel/.

Additional Benefits

Flex Card- Including Member
Rewards/Incentive and
Supplemental Vision/Hearing
Allowance

Included! You receive a $500 allowance on your card you
can use towards plan-covered vision and hearing services.
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This document is available in other alternate formats.

ATTENTION: If you speak Spanish, language assistance services, free of charge, are available to
you. Call 1-800-240-3851 (TTY: 711).

ATENCION: Si habla espafiol, hay servicios de traduccion, libre de cargos, disponibles para usted.
Llame al 1-800-964- 4525 (TTY: 711).

Mount Carmel MediGold Trinity EGWP (HMO) is a HMO plan with a Medicare contract.
Enrollment in these plans depends on contract renewal. This information is not a complete description
of benefits. Contact the plan for more information. Limitations, copayments, and restrictions may
apply. Benefits, premiums and/or copayments/coinsurance may change on January 1 of each year.
You must continue to pay your Medicare Part B premium. The formulary, pharmacy network, and/or
provider network may change at any time. You will receive notice when necessary. Out-of-
network/non-contracted providers are under no obligation to treat Mount Carmel MediGold members,
except in emergency situations. For a decision about whether we will cover an out-of-network service,
we encourage you or your provider to ask us for a pre-service organization determination before you
receive the service. Please call our Member Services number or see your “Evidence of Coverage” for
more information, including the cost-sharing that applies to out-of-network services. Health coverage
is offered by Mount Carmel Health Plan, Inc..



Notice of Nondiscrimination

Mount Carmel MediGold complies with applicable Federal civil rights laws and does not
discriminate on age, racial or ethnic background, national origin, religion, culture, language,
physical or mental disability, socioeconomic status, sex (including sex at birth and legal sex),
pregnancy, sexual stereotypes, sexual orientation, or gender (which includes gender identity
and gender expression), veteran status, or any category protected by law.

Mount Carmel MediGold does not exclude people or treat them differently because of age,
racial or ethnic background, national origin, religion, culture, language, physical or mental
disability, socioeconomic status, sex (including sex at birth and legal sex), pregnancy, sexual
stereotypes, sexual orientation, or gender (which includes gender identity and gender
expression), veteran status, or any category protected by law. Mount Carmel MediGold:

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

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

o Provides free language services to people whose primary language is not English, such as:

= Qualified interpreters
= |nformation written in other languages

If you need these services, contact Member Services.

If you believe that Mount Carmel MediGold has failed to provide these services or discriminated
in any other way on the basis of age, racial or ethnic background, national origin, religion,
culture, language, physical or mental disability, socioeconomic status, sex (including sex at
birth and legal sex), pregnancy, sexual stereotypes, sexual orientation, or gender (which
includes gender identity and gender expression), veteran status, or any category protected by
law), you can file a grievance with: Daniel Hayes, Member Services Manager, 3100 Easton
Square Place, Third Floor - Health Plan, Columbus, OH 43219, 1-800- 240-3851 (TTY 711), 1-
833-802-2200 fax, HealthPlanAppeals@trinity-health.org. You can file a grievance in person or
by mail, fax, or email.

If you need help filing a grievance, Daniel Hayes, Member Services Manager, is available to help
you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint
Portal, available at 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 www.hhs.gov/ocr/complaints/index.html
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about
our health or drug plan. To get an interpreter, just call us at 1-800-240-3851 (TTY
711). Someone who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con
un intérprete, por favor llame al 1-800-240-3851 (TTY 711). Alguien que hable espanol le
podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: #1122 ZENEFRS, BEMEREXTRESRAMRMIEMEE O -
MRBEZIFNFIRS - 153 1-800-240-3851 (TTY 711), BIIWF X TIEARBREEL
e X2—IMREIRS -

Chinese Cantonese: Z# H MR EMRIGATEFA SR, ALEMBEERENTNE R
o WNEFZERTS, FEE 1-800-240-3851 (TTY 711), EMEP XA B HELEE ARIZHER
o & m—HERER.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang
anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-800-240-
3851 (TTY 711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay
libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes
vos questions relatives a notre régime de santé ou d'assurance-médicaments. Pour
accéder au service d'interprétation, il vous suffit de nous appeler au 1-800-240-3851 (TTY
711). Un interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vu théng dich mién phi dé tra loi cac cau hoi vé chuong
strc khde va chwong trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-800-240-
3851 (TTY 711) sé c6 nhéan vién nadi tiéng Viét gitp d& qui vi. Day 1a dich vy mién phi .
German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-240-
3851 (TTY 711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist
kostenlos.

Korean: TAt= C|E HY E= &FE 0] 2ot A Z20| Bl E2|IXt F& 89 MHAE
H3&stn ASLICH Y MHAE 0| 852 ™ M3} 1-800-240-3851 (TTY 711)HE 2 2|6
FHAR. o0& St BEAZ 2o EE AYLICL O] MH|A= R52 2HELCL
Russian: Ecnun y Bac BO3HUKHYT BOMPOCbI OTHOCUTENIbHO CTPaxoBOro uan

MeaAnKaMeHTHOr o njiaHa, Bbl MO>eTe BOCIMNOoJib30BaTbCA HalLWMMU 6ecnnaTHbIMMU ycnyramm
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nepesoa4YnkoB. YTobbl BOCNONIb30BaTbCA YCAyramm nepesojymka, NnoO3BOHNTE Ham No
TenedoHy 1-800-240-3851 (TTY 711). Bam okaXeT NoMOLLb COTPYAHUK, KOTOPbIN FOBOPUT
Mo-pyCccKun. ﬂ,qHHaH ycnyra 6ecnnaTHas.
Lial 4 0¥ Jgan ol daally sleti dind ol e Dl Aplaall (5 ) il aa il Ciledd 236 L) 1 Arabic
L padd asias  1-800-240-3851 (TTY 711) e W Juai¥) (5 su clile Gl (558 an jin e J saall
ollae exd o3 dlincliey i jall iy

Hindi: SHR WA 1 &al &1 IS & IR § 31U fard! 1l Uy & Sare ¢ o ol gUR urg g
U a1t Iuds &, U GHTIAT UTed HR- & foIT, 999 §H 1-800-240-3851 (TTY 711). W B
aﬁ H1S Afad ol fg<! SIed & MUD! HaG B ahdl 5. I8 U R 4l 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il
numero 1-800-240-3851 (TTY 711). Un nostro incaricato che parla ltalianovi fornira
|'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacao gratuitos para responder a
gualguer questao que tenha acerca do nosso plano de saude ou de medicac¢ao. Para
obter um intérprete, contacte-nos através do numero 1-800-240-3851 (TTY 711). Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entépréet gratis pou reponn tout kesyon ou ta genyen
konsenan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan 1-
800-240-3851 (TTY 711). Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki
gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekdw. Aby
skorzystac¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-
800-240-3851 (TTY 711). Ta ustuga jest bezptatna.

Japanese: Lt DEE BERKREEZ UWAETS VICHETLZITEMIZEEAT IO 12, &
HOBRGT—EZANHYEISNET, BIRZCHBICHBIZIE,

1-800-240-3851 (TTY 711). ITEBEL &L\, BREFHEITA B HLIZEVV:ZLET, Ch
FEHDY— EXTY,
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