blue ¥ california

Summary of Benefits County of Orange
Effective January 1, 2027

PPO Plan
Wellwise Retiree

This Summary of Benefits shows the amount you will pay for Covered Services under this Claims Administrator benefit
plan. It is only a summary and it is included as part of the Benefit Booklet.! Please read both documents carefully for
details.

Provider Network: Full PPO Network

This Plan uses a specific network of Health Care Providers, called the Full PPO provider network. Providers in this
network are called Parficipating Providers. You pay less for Covered Services when you use a Participating Provider
than when you use a Non-Participating Provider. You can find Participating Providers in this network at
blueshieldca.com/group/oc/.

Calendar Year Deductibles (CYD)?2

A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before the Claims Administrator
pays for Covered Services under the Plan. The Claims Administrator pays for some Covered Services before the
Calendar Year Deductible is met, as noted in the Benefits chart below.

When using a When using a Non-
Participating Participating
Providerd Provider4
Calendar Year medical Deductible Individual coverage  $500 $750
Family coverage  $500: individual $750: individual
$1,000: Family $1,500: Family
Calendar Year Medical Out-of-Pocket Maximum?
An Out-of-Pocket Maximum is the most a Member will pay for Covered
Services each Calendar Year. Any exceptions are listed in the Notes section at No Annual or Lifetime Dollar
the end of this Summary of Benefits. Limit
When using a When using a Non- Under this Plan there is no
Participating Provider3 Participating Provider4 annual or lifetime dollar limit on
Individual coverage  $2,500 $5,000 the amount Claims
Administrator will pay for
Family coverage $2,500: individual $5,000: individual Covered Services.
$5,000: Family $10,000: Family
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Benefitss

Your payment

When using a CYD2 When using a CYD?
Participating applies Non-Participating applies
Provider3 Provider4
Preventive Health Services?
Preventive Health Services $0 $0
Physician services
Primary care office visit 10% v 30% v
Specialist care office visit 10% v 30% v
Physician home visit 10% v 30% v
Phy§|.C|cm or surgeon services in an Outpatient 10% y 30% v
Facility
Physician or surgeon services in an inpatient facility 10% v 30% v
Other professional services
Other practitioner office visit 10% v 30% v
Includes nurse practitioners, physician assistants,
and therapists.
Acupuncture services 10% v 30% v
Up to 25 visits combined from Participating and
Non-Participating Providers per Member, per
Calendar Year.
Chiropractic services 10% v 30% v
Up to 25 visits combined from Participating and
Non-Participating Providers per Member, per
Calendar Year.
Teladoc Health consultation 10% v Not covered
Family planning
. Counseling, consulting, and education $0 $0
. Injectable contraceptive $0 $0
. Diaphragm fitting $0 $0
. Infrauterine device (IUD) $0 $0
. Insertion and/or removal of infrauterine device
$0 $0
(IUD)
. Implantable contraceptive $0 $0
. Tubal ligation $0 $0
. Vasectomy 10% v 30% v
Podiatric services 10% v 30% v
Medical nutrition therapy, not related to diabetes 10% v 30% v
Pregnancy and maternity care
Physician office visits: prenatal and postnatal 10% v 30% v



Benefitsé Your payment

When using a CYD2 When using a CYD?
Participating applies Non-Participating applies
Provider3 Provider4

PhYSI.CIGt? services for non-elective pregnancy 10% y 30% y

termination
Emergency Services

Emergency room services 10% v 10% v

If admitted to the Hospital, this payment for
emergency room services does not apply.
Instead, you pay the Participating Provider
payment under Inpatient facility services/ Hospital
services and stay.

Emergency room Physician services 10% v 10% v
Urgent care center services 10% v 30% v
Ambulance services 10% v 10% v

This payment is for emergency or authorized transport.
Outpatient Facility services
30%
Ambulatory Surgery Center 10% v Subject o

Benefit maximum
of $1,500/day

Outpatient Department of a Hospital: surgery 10% v 30% v

Outpatient Department of a Hospital: freatment of
illness or injury, radiation therapy, chemotherapy, 10% v 30% v
and necessary supplies

Inpatient facility services

When you fail to obtain prior authorization for
hospital services and stay with a Non-Participating
Provider, you are responsible for a 20% Coinsurance
penalty in addition to the hospital services and stay
Cost Share.

Hospital services and stay 10% v 30% v

Transplant services

. Transplant facility inpatient services 10% v 30% v

« Physician inpatient services 10% v 30% v



Benefitsé Your payment

When using a CYD2 When using a CYD?
Participating applies Non-Participating applies
Provider3 Provider4

Bariatric surgery services

Must use Blue Distinction Centers for Bariatric Surgery
if surgery occurs within California. Prior authorization
is required.

Within California:
. - . Not covered;
Inpatient facility services 10% v Outside v

California: 30%

Within California:
. - . Not covered;
Outpatient Facility services 10% v Outside v

California: 30%

Within California:

Not covered;

Physician services 10% v Outside v

California: 30%

Diagnostic x-ray, imaging, pathology, and laboratory
services

This payment is for Covered Services that are
diagnostic, non-Preventive Health Services, and
diagnostic radiological procedures. For the payments
for Covered Services that are considered Preventive
Health Services, see Preventive Health Services.

Laboratory and pathology services

Includes diagnostic Papanicolaou (Pap) test.

. Laboratory center 10% v 30% v

. Outpatient Department of a Hospital 10% v 30% v
Basic imaging services

Includes plain film X-rays, ultrasounds, and

diagnostic mammography.

. Outpatient radiology center 10% v 30% v

. Outpatient Department of a Hospital 10% v 30% v
Other outpatient non-invasive diagnostic testing

Testing fo diagnose iliness or injury such as

vestibular function tests, EKG, cardiac monitoring,

non-invasive vascular studies, sleep medicine
testing, muscle and range of motion tests, EEG,

and EMG.
. Office location 10% v 30% v
. Outpatient Department of a Hospital 10% v 30% v



Benefitss

Your payment

When using a CYD2 When using a CYD?
Participating applies Non-Participating applies
Provider3 Provider4
Advanced imaging services
Includes diagnostic radiological and nuclear
imaging such as CT scans, MRIs, MRAs, and PET
scans. Prior authorization required, unless
emergency.
. Outpatient radiology center 10% v 30% v
. Outpatient Department of a Hospital 10% v 30% v
Rehabilitative and Habilitative Services
Includes physical therapy, occupational therapy, and
respiratory therapy.
Office location 10% v 30% v
Outpatient Department of a Hospital 10% v 30% v
Speech Therapy services
Office location 10% v 30% v
Outpatient Department of a Hospital 10% v 30% v
Durable medical equipment (DME)
DME 10% v 30% v
Breast pump $0 $0
Peak Flow Meter 10% v 30% v
Orthotic equipment and devices 10% v 30% v
Prosthetic equipment and devices 10% v 30% v
30%
When home
health care is
authorized as an
alternative to
continued
Home health care services 10% v hospitalization in v
a Participating
Provider Hospital,
the home health
care services will
be reimbursed at
10% Coinsurance.
Home infusion and home injectable therapy services
Home infusion agency services 10% v 30% v

Includes home infusion drugs, medical supplies,
and visits by a nurse.



Benefitsé Your payment
When using a CYD2 When using a CYD?
Participating applies Non-Participating applies
Provider3 Provider4
Hemophilia home infusion services 10% v 30% v
Includes blood factor products.
Skilled Nursing Facility (SNF) services
Up to 100 days combined from Participating and Non-
Participating Providers per Member, per Calendar
Year, except when provided as part of a Hospice
program. All days count towards the limit, including
days during any applicable Deductible period and
days in different SNFs during the Calendar Year. If
services are not prior authorized, they are only
covered if determined to be Medically Necessary on
retrospective review. The amount is not to exceed the
most common average semi-private room rate.
Freestanding SNF 10% v 30% v
Hospital-based SNF 10% v 30% v
Hospice program services
When hospice program services with a Non-
Participating Provider are authorized as an alternatfive
to continued hospitalization in a Participating Provider
Hospital, the home hospice program services will be
reimbursed at 10% Coinsurance.
Pre-Hospice consultation 10% v 30% v
Routine home care 10% v 30% v
24-hour continuous home care 10% v 30% v
Short-term inpatient care for pain and symptom 10% y 30% y
management
Inpatient respite care 10% v 30% v
Other services and supplies
Christian Science services
. Practitioner services 10% v 30% v
. Sanatorium Services 10% v 30% v
Diabetes care services
. Devices, equipment, and supplies 10% v 30% v
. Self-management training 10% v 30% v
. Medical nutrition therapy 10% v 30% v



Benefitsé Your payment

When using a CYD2 When using a CYD?
Participating applies Non-Participating applies
Provider3 Provider4

Within California:
30% Subject to a
Benefit maximum

Dialysis services 10% v of $600/day v
Outside
Cdlifornia: 30%
PKU product formulas and special food products 10% v 30% v
Allergy serum billed separately from an office visit 10% v 30% v

Hearing aid services
. Hearing aids and equipment $0 $0

Up to $5,000 combined maximum per
Member, per 36-month period.

. Audiometry Exam 10% v 30% v
Mental Health and Substance Use Disorder Benefits Your payment
When using a CYD2 When using a CYD?
Participating applies Non-Participating applies
Provider3 Provider4

Outpatient services

Office visit, including Physician office visit 10% v 30% v
Teladoc Health mental health 10% v Not covered

Intensive outpatient care 10% v 30% v
Behavioral Health Treatment in an office setfting 10% v 30% v

Behavioral Health Treatment in home or other non-

institutional setting 10% v 30% v
Office-based opioid treatment 10% v 30% v
Partial Hospitalization Program 10% v 30% v
Neuropsychological and Psychological Testing 10% v 30% v



Mental Health and Substance Use Disorder Benefits Your payment

When using a CYD2 When using a CYD?
Participating applies Non-Participating applies
Provider3 Provider4

Inpatient services

30%

When you fail to
obtain prior
authorization for
Physician
inpatient services
with a Non-
Participating v
Provider, you are
responsible for a
20% Coinsurance

Physician inpatient services 10% v

penalty in
addition fo the
physician
inpatient Cost
Share.
Hospital services 10% v 30% v
Residential Care 10% v 30% v
Prior Authorization
The following are some frequently-utilized Benefits that require prior authorization:
. Advanced imaging services . Hospice program services
. Outpatient mental health services, except . Approved clinical trials
office visits and office-based opioid
freatment

. Inpatient facility services

Please review the Benefit Booklet for more about Benefits that require prior authorization.

Notes

1 Benefit Booklet:

The Benefit Booklet describes the Benefits, limitations, and exclusions that apply to coverage under this Plan. Please
review the Benefit Booklet for more details of coverage outlined in this Summary of Benefits. You can request a copy
of the Benefit Booklet at any fime.

Capitalized terms are defined in the Benefit Booklet. Refer to the Benefit Booklet for an explanation of the terms used
in this Summary of Benefits.




Notes
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Calendar Year Deductible (CYD):

Calendar Year Deductible explained. A Calendar Year Deductible is the amount you pay each Calendar Year before
the Claims Administrator pays for Covered Services under the Plan.

This Plan has Calendar Year Deductible(s). Covered Services subject to that Deductible are identified with a check
mark (v ) in the Benefits chart above.

Covered Services not subject to the Calendar Year medical Deductible. Some Covered Services received from
Participating Providers are paid by the Claims Administrator before you meet any Calendar Year medical Deductible.
These Covered Services do not have a check mark (v ) next to them in the “"CYD applies” column in the Benefits chart
above.

This Plan cross accumulates Participating Provider and Non-Participating Provider Calendar Year Deductibles.This
means that any amounts you pay towards your Participating Provider Calendar Year Deductible also count towards
your Non-Participating Provider Calendar Year Deductible. Also, any amounts you pay fowards your Non-Parficipating
Provider Calendar Year Deductible counts towards your Participating Provider Calendar Year Deductible.

Family coverage has an individual Deductible within the Family Deductible. This means that the Deductible will be met
for an individual with Family coverage who meets the individual Deductible prior to the Family meeting the Family
Deductible within a Calendar Year.

Using Participating Providers:

Participating Providers have a contract to provide health care services to Members. When you receive Covered
Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any
Calendar Year Deductible has been mef.

"Allowable Amount"is defined in the Benefit Booklet. In addition:

. Coinsurance is calculated from the Allowable Amount.

Using Non-Participating Providers:

Non-Participating Providers do not have a contract to provide health care services to Members. When you receive
Covered Services from a Non-Participating Provider, you are responsible for:

. the Copayment or Coinsurance (once any Calendar Year Deductible has been met), and
. any charges above the Allowable Amount.

“"Allowable Amount” is defined in the Benefit Booklet. In addition:

. Coinsurance is calculated from the Allowable Amount, which is subject to any stated Benefit maximum.

. Charges above the Allowable Amount do not count towards the Out-of-Pocket Maximum, and are your
responsibility for payment to the provider. This out-of-pocket expense can be significant.

Calendar Year Out-of-Pocket Maximum (OOPM):

Calendar Year Out-of-Pocket Maximum explained. The Out-of-Pocket Maximum is the most you are required to pay
for Covered Services in a Calendar Year. Once you reach your Out-of-Pocket Maximum, the Claims Administrator will
pay 100% of the Allowable Amount for Covered Services for the rest of the Calendar Year.

Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges for services that are not
covered and charges above the Allowable Amount.

Any Deductibles count towards the OOPM. Any amounts you pay that count towards the Calendar Year medical
Deductible also count towards the Calendar Year Out-of-Pocket Maximum.

This Plan cross accumulates Participating Provider and Non-Participating Provider OOPM. This means that any amounts
you pay towards your Participating Provider OOPM also count towards your Non-Participating Provider OOPM. Also,




Notes

any amounts you pay towards your Non-Participating Provider OOPM counts towards your Participating Provider
OOPM.

Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an
individual with Family coverage who meets the individual OOPM prior fo the Family meeting the Family OOPM within
a Calendar Year.

6 Separate Member Payments When Multiple Covered Services are Received:

Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance)
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example,
you may owe an office visit payment in addition fo an allergy serum payment when you visit the doctor for an allergy
shoft.

7 Preventive Health Services:

If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for
the visit. If you receive both Preventive Health Services and other Covered Services during the Physician office visit,
you may have a Copayment or Coinsurance for the visit.

Plans may be modified to ensure compliance with Federal requirements.



Summary of Benefits 2027

County of Orange Medicare Prescription Drug Plan (PDP)
Administered by Optum Rx®

Effective January 1, 2027 — December 31, 2027

Optum Rx Customer Service
For questions about this document, please contact Customer Service.

IZ optumrx.com
@ Toll-free 1-800-908-9097, TTY 711
24 hours a day, 7 days a week

Medicare

Medicare.gov

& K

Phone (toll-free): 1-800-MEDICARE (1-800-633-4227)
TTY users: 1-877-486-2048
Hours of operation: 24 hours a day, 7 days a week

Thank you for your interest in the County of Orange Medicare Prescription Drug Plan. Our plan is
administered by Optum Rx on behalf of your employer, union, or trustees of a fund. This Summary
of Benefits describes some features of our plan, but it does not list every drug we cover or every
limitation or exclusion. To get a complete list of our benefits, please contact Optum Rx at the
number shown above and ask for the Evidence of Coverage.

Note: The prescription drug coverage is offered in conjunction with your Wellwise Medicare Retiree
PPO coverage. If you choose a different Medicare Prescription Drug Plan other than the County of
Orange Medicare Prescription Drug Plan you will automatically be disenrolled from Wellwise
Medicare Retiree PPO and defaulted to Sharewell Retiree when your new plan’s coverage begins,
and ineligible to change plans until next open enrollment or qualified life event.

Optum Rx°

S8841_27_MC-DS13_C_COO



Where is the service area for the County of Orange Medicare Prescription Drug Plan?

The service area for this plan includes all 50 United States, District of Columbia, Guam, Puerto
Rico, the US Virgin Islands, Northern Mariana Islands, and American Samoa. If you move out of the
service area, you will be disenrolled from this plan. It is important that you notify both Optum Rx and
County of Orange Medicare Prescription Drug Plan if you plan to move outside the service area.

Do | have a choice in my Medicare prescription drug coverage?

Yes. As a Medicare beneficiary, you can choose from different Medicare prescription drug coverage
options. One option is to get prescription drug coverage through this plan. Other options include
getting your prescription drug coverage through a stand-alone Medicare Prescription Drug Plan or
through a Medicare Advantage Plan that offers prescription drug coverage. If you choose another
option, you will no longer be eligible for the Wellwise Medicare Retiree PPO plan and will
automatically be enrolled in the Sharewell Retiree PPO plan.

How can | compare my options?

The charts in this document list some important drug benefits. You can use this Summary of
Benefits to compare the benefits offered by this plan to the benefits offered by other Medicare
Prescription Drug Plans.

Who is eligible to join?

You can join this plan as long as you live in the service area, meet any requirements County of
Orange Medicare Prescription Drug Plan may have, and are either entitled to Medicare Part A or
enrolled in Medicare Part B. (You must be enrolled in Part B.)

If you are enrolled in either of the following types of Medicare Advantage (MA) plans, you must
disenroll from them before you can join a stand-alone Prescription Drug Plan (PDP):

¢ A Coordinated Care (HMO or PPO) Plan
e A Private Fee-for-Service (PFFS) Plan that includes Medicare prescription drug coverage

If you are enrolled in the following types of plans, you may enroll in a stand-alone PDP:

e A PFFS Plan that does not provide Medicare prescription drug coverage
¢ An MA Medical Savings Account (MSA) Plan
e An 1876 Cost Plan

Note: Once you are enrolled in the County of Orange Medicare Prescription Drug Plan, if you then
enroll in most Medicare Advantage Plans, you will automatically be disenrolled from this plan when
your new plan’s coverage begins. However, if you choose a Private Fee-for-Service Plan without
Part D drug coverage, a Medicare Medical Savings Account Plan, or a Medicare Cost Plan, you can
enroll in that plan and keep our plan for your drug coverage. If you do not want to keep our plan,
you can choose to enroll in another Medicare Prescription Drug Plan or drop Medicare prescription
drug coverage.

If you disenroll from a Medicare Prescription Drug Plan and go without creditable prescription drug
coverage for 63 or more days in a row, you may need to pay a late enroliment penalty if you join a
Medicare drug plan later. “Creditable drug coverage” is drug coverage that meets Medicare’s
minimum standards.



Where can | get my prescriptions filled?

You must use a pharmacy that is in the Optum Rx network to receive plan benefits. The Optum Rx
network includes more than 67,000 pharmacies nationwide, and you will pay the same cost-sharing
amount for your prescription drugs at any network pharmacy. The County of Orange Medicare
Prescription Drug Plan allows you to get your prescriptions filled in 2 ways.

Option 1: Fill your prescription at your local retail pharmacy.

¢ The plan allows you to receive up to a 90-day supply of prescription medication at any
Optum Rx network pharmacy. Simply take your prescription ID card, along with your
prescription, to a network pharmacy. If you go to a network pharmacy, you will only pay your
copayment/coinsurance amount.

Option 2: Fill your prescription with Home Delivery (prescription mail-order service).

¢ The plan also allows you to receive maintenance (long-term) medications through Home
Delivery. Home Delivery offers a convenient and cost-effective way to get up to a 90-day
supply of maintenance medication through the mail.

Note: You may be able to save on your maintenance medications by changing your 30-day
retail supply to a 90-day supply through our Home Delivery pharmacy.

What happens if | fill a prescription at an out-of-network pharmacy?

We will not pay for your prescriptions if you use an out-of-network pharmacy, except in certain
cases (such as illness while traveling outside the plan’s service area where there is no network
pharmacy).

You must pay the full amount yourself and file a claim with Optum Rx for reimbursement. If the
claim is not approved, there will be no reimbursement. If the claim is approved, you will be
responsible for your share of the cost as shown in the copayment table in this document, plus the
difference between the lower network cost and the amount the pharmacy charged (when
applicable).

For more information, you can call Optum Rx at 1-800-908-9097, TTY 711.

Does the plan cover Medicare Part B or Part D excluded drugs?

This plan offers supplemental coverage on some prescription drugs not normally covered under
Medicare Part D and/or Part B. If you have any questions about your supplemental coverage, you
can call Optum Rx at 1-800-908-9097, TTY 711.

Important Message About What You Pay for Vaccines - Our plan covers most Part D vaccines
at no cost to you. Call Member Services for more information.

Important Message About What You Pay for Insulin - You won’t pay more than $35 for a one-
month supply of each insulin product covered by our plan, no matter what cost-sharing tier it's on.

What is a formulary?

A formulary is a list of drugs covered by your plan. We may periodically add, remove, or make
changes to coverage limitations on certain drugs. We may also change how much you pay for
certain drugs. If we make any formulary change that limits your ability to fill your prescriptions, we
will notify you before the change is made.



What kinds of coverage limitations are explained in the formulary?
Here are a few examples:

e The plan may require you to first try one drug to treat a condition before it will cover another
drug for that condition.

e The plan may have a quantity limit on some drugs (which means you can only get a certain
amount of a drug within a specified timeframe).

e The plan may require your provider to get prior authorization (approval) from Optum Rx for
some drugs based on specific criteria.

What can | do if | am taking a drug that is not on the formulary or that has limits or
requirements that | cannot meet?

With your physician’s help, you may be able to get a temporary supply of the drug, ask for an
exception, or switch to a different drug that is listed on our formulary. To see if you can get a
temporary supply of the drug or for more details about our drug transition policy, call Optum Rx at
1-800-908-9097, TTY 711.

What should | do if | have a Medigap (Medicare Supplement) policy?

If you have a Medigap policy that includes prescription drug coverage, you must contact your
Medigap issuer to let them know that you have joined a Medicare Prescription Drug Plan. If you
decide to keep your current Medigap policy, your Medigap issuer will remove the prescription drug
coverage portion of your policy and adjust your premium. Call your Medigap issuer for details.

How can | get help paying my premiums and other out-of-pocket costs?

People with limited income may qualify for Extra Help to pay for your prescription drug costs. To
see if you qualify for Extra Help, you can:

e Call 1-800-MEDICARE (1-800-633-4227), TTY 1-877-486-2048, 24 hours a day, 7 days a
week.

o Go to Medicare.gov and review " Get Extra Help paying your Medicare drug costs " in the
Medicare & You 2027 handbook.

e Call the Social Security Administration at 1-800-772-1213, TTY 1-800-325-0778,
7 a.m.—7 p.m., Monday—Friday.

e Call your state Medicaid office.

Drug Coverage Determinations

As a member of this Medicare Prescription Drug Plan, you have the right to request a coverage
determination, which is a decision made by the plan about a drug you believe should be covered.
Coverage determinations include requests for exceptions.

What is an exception?

An exception is a type of coverage determination. You may ask us for an exception if you believe
you need a drug that is not on our list of covered drugs or believe you should get a non-preferred
drug at a lower out-of-pocket cost. You can also ask for an exception to rules about when and how
you can get drugs in the formulary (sometimes called utilization management rules), such as a limit
on the quantity of a drug.

If you think you need an exception, you should contact us before you try to fill your prescription at a
pharmacy. Your doctor must provide a statement to support your exception request.



What can | do if you deny coverage for my prescription drug(s)?

You have the right to file an appeal (ask us to reconsider our decision) about payment or services.
For more information, call Optum Rx at 1-800-908-9097, TTY 711.

What can | do if | have a problem with the plan or one of your network pharmacies
that does not involve coverage for a prescription drug?

You have the right to file a grievance (complaint). If your problem involves quality of care, you also
have the right to file a grievance with the Quality Improvement Organization (QIO) for your state.

What is the Medication Therapy Management (MTM) Program?

The Medication Therapy Management (MTM) Program is a free service we offer. The program can
help make sure our members are using drugs that work best to treat their medical conditions. It can
also help us identify possible medication errors. If you meet the criteria, we will automatically enroll
you in the program and send you information. If you decide not to participate, please let us know.
We will remove you from the program.

3 Stages of Coverage

Stage 1 This plan does NOT have a Deductible. This stage does not
Yearly Deductible apply to you.

During this stage, the plan pays its share of the cost and you pay
Stage 2 your share of the cost of your drugs. The “Copayments and

Initial Coverage Coinsurance” table below shows your cost for drugs in each tier.

Most adult Part D vaccines are covered at no cost to you.

Once your out-of-pocket costs have reached the calendar year
maximum of $2,400, you have reached the Catastrophic

Stage 3 Coverage Stage.
Catastrophic : .
Coverage If you reach this stage, you pay nothing for covered Part D drugs.

You may have cost sharing for excluded drugs that are covered
under our enhanced benefit.

Summary of Benefits

If you have any questions about this plan’s benefits or costs, please call Optum Rx at 1-800-908-
9097, TTY 711.



The County of Orange Medicare Prescription Drug Plan features a 4-tier prescription drug benefit.
Below is a chart showing the copayment amounts that you will be required to pay for your Medicare
prescription drugs.

Drug Tier Helpful Tips

Tier 1 Most generic drugs are listed under Tier 1 and have the lowest copayments.
. Drugs listed under Tier 2 generally include preferred brand-name drugs that have

Tier 2
lower copayments than non-preferred brand-name drugs.

Tier 3 Drugs listed under Tier 3 generally have higher copayments than preferred
brand-name drugs.

Tier 4 Specialty or high-cost drugs listed under Tier 4 cost $950 or more for up to a
30-day maximum supply.

Copayments and Coinsurance

Covered Prescription
Drugs

Cost Sharing Tier 1
(Generic Drugs)

Retail Pharmacy

(up to a 30-day
supply)
20% coinsurance

Retail
Pharmacy
(up to a 90-day

supply)
20% coinsurance

Home Delivery
Pharmacy
(up to a 90-day

supply)
20% coinsurance

Cost Sharing Tier 2
(Preferred Brand Drugs)

25% coinsurance

25% coinsurance

25% coinsurance

Cost Sharing Tier 3
(Non-Preferred Brand Drugs)

30% coinsurance

30% coinsurance

30% coinsurance

Cost Sharing Tier 4

s A 30% with 30% with 30% with
(High-Cost Drugs®) $150 max $450 max $450 max
(up to a 90-day
supply)

30-day maximum supply).

TRICARE payments do not count toward your out-of-pocket costs.

* High-Cost Drugs are defined by CMS as medications with a cost of $950 or more (for up to a

Note: We cover some prescription drugs that are not normally covered in a Medicare Prescription
Drug Plan. The amount you pay for these drugs does not count toward your Medicare Part D initial
coverage limit or true out-of-pocket costs.

Part D Annual Out-of-Pocket Maximum

Once your out-of-pocket costs have reached the calendar year maximum of $2,400, you have
reached the Catastrophic Coverage Stage.

If you reach this Stage, you pay nothing for covered Part D drugs. You may have cost sharing for
excluded drugs that are covered under our enhanced benefit.




NOTICE OF NONDISCRIMINATION

Optum Rx®, Inc. complies with applicable civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex (consistent with 45 CFR §
92.101(a)(2)). We do not exclude people or treat them less favorably because of race, color,
national origin, age, disability, or sex.

We provide free aids and services to help you communicate with us. You can ask for
interpreters and/ or for communications in other languages or formats such as large print. We
also provide reasonable modifications for persons with disabilities.

If you need these services, call the toll-free number on your member ID card. (TTY 711).

If you believe that we failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can send a complaint to
the Civil Rights Coordinator:

Optum Civil Rights
Coordinator 1
Optum Circle

Eden Prairie, MN 55344
Optum_Civil_Rights@optum.com

If you need help filing a complaint, call the toll-free number 1-888-445-8745. (TTY 711).

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

Online: ocrportal.hhs.gov/ocr/smartscreen/main.jsf
Phone: 1-800-368-1019, 1-800-537-7697 (TDD)

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

Room 509F, HHH Building
Washington, D.C. 20201

Complaint forms are available at hhs.gov/ocr/complaints/index.html.

This notice is available at optum.com/en/language-assistance-nondiscrimination.html.

This information is available in other formats like large print. To
ask for another format, please call the telephone number listed on

vour member plan ID card.

© 2026 Optum RXx, Inc. All rights reserved. WF21290808-A Revised 4/26
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Notice of Availability of Language Assistance Services and Alternate Formats

ATTENTION: Free language assistance services and free communications in other formats, such as
large print, are available to you. Call the toll-free number on your member identification card. TTY:711

ATENCION: Si habla espafiol (Spanish}, hay servicios de asistencia de idiomas y comunicaciones en

otros formatos como letra grande, sin cargo, a su dispasicién. Llame al nimero gratuito que figura en
su tarjeta de identificacion de miembro. TTY; 711

Moyl dgiloall dpgilll 5acluanadl olods wll xégizuw (Arabic) du el dA2UL oo s 13] :dlhodle

wliols guasll Cayzei d8lay e Ggaall ilsall 0850b Juail. 8308 85l deliall Lo w53l iliuii duiloal!

tinms (U ATS s SHniie ﬁmigs (Khmer) LN S I AN R T
SHFMITYSIF SRS SASTIGHR SIERINFIE]E SO IUHANS DS UESY
SITNUSUSSSSHIE IS U N Ut B ey 1759

EER WRERAPIL (Chinese), FETTT LN EI HREE S MBIARS LUK K FEIRIAFSFHE MR

FiBlS. ERHENSRE M+ ENENERIESHE,

R - MRIEERT X (Chinese), T LUBHRREESHPRBEN R TREEMAEANLEEH &
BEETFE S G R LaYRAT B E AR,

ATTENTION: Si vous parlez frangais {French), des services d’assistance linguistique et des
communications dans d’autres formats, notamment en gros caractéres, sont mis a votre disposition
gratuitement. Appelez le numéro gratuit figurant sur votre carte de membre.

ATANSYON: Si w pale Kreyol Ayisyen (Haitian Creole), gen sévis lang gratis ak kominikasyon nan
15t forma lo disponib, tankou sa ki enprime ak gwo lét. Rele nimewo gratis ki sou kat idantifikasyon
manim ou an.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen lhnen kostenlose Sprachassistenzdienste
und kostenlose Kommunikation in anderen Formaten, wie zum Beispiel grofke Schrift, zur Verfiigung.
Rufen Sie die gebilhrenfreie Nummer auf lhrer Mitgliedskarte an.

et & afer 3 f (Hindi) S ¥, A 3aeh T ForT s1ToT Jgmren Bary 3R 3= 9t 3 FoT TR,
S o 93 i, 3uaey §1 39 Ha&y 9gate 99 9T f&U 91T Srer-shy ¥ 9T Fiel Y|

LUS TSEEM CEEB: Yog tias koj hais lus Hmoob (Hmong), muaj cov kev pab cuam txhais lus thiab
muaj kev sib txuas lus pab dawb ua lwm hom ntawv, xws li luam ua ntawv loj rau koj. Thov hu rau tus
Xav tooj hu dawb ntawm koj daim npav 1D.

ATENSION: No agsasaoka ili llocano (llocaneo), magun-odmo dagiti libre a serbisio ti tulong ili
pagsasao ken libre a komunikasion iti dadduma a pormat, kas iti dadakkel a letra. Tawagan ti awan-
bayadna a numera a masarakan iti kard a pakabigbigam kas miembra.

B



ATTENZIONE: se parla italiano (Italian), pud usufruire di servizi di assistenza linguistica gratuiti e
comunicazioni gratuite in altri formati, come ad esempio la stampa a caratteri grandi. Chiami il numero
verde riportato sul Suo tesserino identificativo.

TEEFH . AAFE (Japanese) 2@ SN2 HE . EBHOSHEERE Y — 220, HKXF/ R ELOFER
C(T)ﬁ*‘l’@ﬁllf‘%hyﬂ/ 7’4} jﬁélﬁqt\f ;’L j‘i"j—(\ %Eniﬂuuaﬁtkh CT\7 /7”'_’5(/{7’1’u— )
B2,

U M FR0|(Korcan)Z AR SHAIE AP T2 Q10 XY AU A0t i BAHY S T2 WAooz
OIAb 25 DIHIE 012814 4 UL LICH $12 1D 7L00f Liot Qs 22 FBHEE e8| FHUAIL,

BAA'AKONINIZIN: Diné (Navajo) saad bee yaniltigo, t'aa jiik'eh saad bee aka'e'eyeed bee
aka’anida'wo’i dd6 naana tahgo at'éego bee hadadilyaa bee ahxit hane'i, dii nitsaago bee
ak’eda’ashchinigii, naholg. Bee atah nilini ninaaltsoos nitfizi bee nééhozini baah t'aa hiik’eh bee hane’i
namboo bee hadiilnih.

2590 slacdB H OBl wlbly)! o GIb) SwS G Oless uiS e Cusus (Farsi) sy L) 4 )31 1d>e5

2030 Goled Jlcogas (ololiub olS gg) Z)io OBl 4led U ssiads Leud s yo v S)js ols siilo

UWAGA: Dla osob mowiacych po polsku (Polish) dostepne sg bezptatne uslugi pomocy jezykowsj i
bezptatne komunikaty w innych formatach, takich jak duzy druk. Prosimy zadzwoni¢ pod bezptatny
numer podany na karcie identyfikacyjnej.

ATENGAOQ: se vocé fala portugués (Portuguese), tem a sua disposigéo servigos gratuitos de
assisténcia linguistica e comunica¢Bes gratuitas em outros formatos, como caracteres grandes. Ligue
para o numero graluilo que se encontra no seu cartdo de identificagao de membro.

BHWUMAHME! Ecnn Bbl roBOpKTE HA PYCCKOM A3bike (Russian), BamM AoCTyMHbl becnnaTHele yenyry
A3bIKOBOWH nopaepxKa 1 becnnartHbie Marepuranbl B pyriax cbopmaTax, Hanpyumep HanedvdartdHHbIe
KpynHEIM wprgToM. 3BcHWTE No BecnnatHoMy HoMepy TenedoHa, yKazaHHOMY Ha Ballueid
MOEHTUPUKALWUOHHON KapTe YYacTHUKA.

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali (Somali}, adeegyada taageerada lugadda
bilaashka ah iyo isgaarsiino bilaash ah co gaabab kale ah, sida far waaweyn, ayaa diyaar kuu ah. Ka
wac lambarka wicitaanka bilaashka ah kaarkaaga agoonsiga xubinta.

PAUNAWA.: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng
tulong sa wika at libreng komunikasyon sa ibang mga format, tulad ng malalaking print. Tawagan ang
walang bayad na numero na nasa iyong ID card ng miyembro.

LUU ¥: Néu quy vi néi Tiéng Viét (Vietnamese), quy vi s& dugc cung cép cac dich vu hd trg ngén ngir
mién phi va cac phuong tién trao ddi lién lac mién phi & cac dinh dang khac, chang han nhw ban in chir
lon. Goi dén s dién thoai mién phi cd trén thé dinh danh thanh vién cta quy vi.
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