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PriorityMedicare Value (HMO-POS) offered by Priority Health
Medicare

Annual Notice of Change for 2026

You’re enrolled as a member of PriorityMedicare Value (HMO-POS).

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 PriorityMedicare Value (HMO-PQS).

To change to a different plan, visit www.Medicare.gov or review the list in the back of
your Medicare & You 2026 handbook.

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 priorityhealth.com/value26 or call
Customer Care at 888.389.6648 (TTY users call 711) to get a copy by mail.

More Resources

This material is available for free in Spanish.

Call Customer Care at 888.389.6648 (TTY users call 711) for more information.
Oct. 1 - Mar. 31, we’re available seven days a week from 8 a.m. - 8 p.m. ET.
From Apr. 1 - Sept. 30, we’re available Mon. - Fri. from 8 a.m. - 8 p.m. and
Sat. 8 a.m. - noon ET. Calls to these numbers are free.

This information is available in audio, Braille, and large print upon request.

Coverage under this Plan qualifies as Qualifying Health Coverage (QHC) and satisfies
the Patient Protection and Affordable Care Act’s (ACA) individual shared responsibility
requirement. Please visit the Internal Revenue Service (IRS) website at irs.gov/

Affordable-Care-Act/Individuals-and-Families for more information.

About PriorityMedicare Value (HMO-POS)

Priority Health has HMO-POS and PPO plans with a Medicare contract. Enrollmentin
Priority Health Medicare depends on contract renewal.

When this material says “we,” “us,” or “our,” it means Priority Health Medicare. When it
says “plan” or “our plan,” it means PriorityMedicare Value (HMO-POS).

If you do nothing by December 7, 2025, you’ll automatically be enrolled in
PriorityMedicare Value (HMO-POS). Starting January 1, 2026, you’ll get your medical
and drug coverage through PriorityMedicare Value (HMO-PQOS). Go to Section 3 for
more information about how to change plans and deadlines for making a change.

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


https://www.Medicare.gov
https://priorityhealth.com/value26
https://www.irs.gov/Affordable-Care-Act/Individuals-and-Families
https://www.irs.gov/Affordable-Care-Act/Individuals-and-Families
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Summary of Important Costs for 2026

2025 (this year) 2026 (next year)

Monthly plan premium* $18-569 $32-580

*Your premium can be higher

than this amount. Go to Section 1

for details.

Deductible In-Network In-Network
$0 $0
Out-of-Network Out-of-Network
$1,000, except for $1,000, except for
acupuncture, acupuncture,
immunizations and immunizations and
insulin furnished through | insulin furnished through
an item of durable an item of durable
medical equipment. medical equipment.

Maximum out-of-pocket $4,900 $5,100

amount

This is the most you’ll pay out of

pocket for covered services.

(Go to Section 1.2 for details.)

Primary care office visits In-Network In-Network
$0 copay per visit. $0 copay per visit.
Out-of-Network Out-of-Network
40% of the total cost per | 40% of the total cost per
visit with a PCP, after visit with a PCP, after
deductible. deductible.

Specialist office visits In-Network In-Network
$0 to $35 copay per visit. | $0to $35 copay per visit.
Out-of-Network Out-of-Network
40% of the total cost per | 40% of the total cost per
visit with a specialist, visit with a specialist,
after deductible. after deductible.
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2025 (this year)

2026 (next year)

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.

In-Network
For Medicare-covered
hospital stays:

$325 copay per day for
days 1-7.

$0 for additional hospital
days.

Out-of-Network
For Medicare-covered
hospital stays:

40% per stay, after
deductible.

In-Network

For Medicare-covered
hospital stays:

$325 copay per day for
days 1-7.

$0 for additional hospital
days.

Out-of-Network
For Medicare-covered
hospital stays:

40% of the total cost per
stay, after deductible.

Part D drug coverage
deductible

(Go to Section 1.7 for details.)

$0

$100 on Tiers 3 - 5 except
for covered insulin
products and most adult
Part D vaccines

Part D drug coverage

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

Copayment/Coinsurance
during the Initial
Coverage Stage:

® DrugTier1:
$2 copay ata
preferred network
pharmacy or $7
copay at a standard
network pharmacy

e DrugTier2:
$10 copay ata
preferred network
pharmacy or $15
copay at a standard
network pharmacy

¢ DrugTier3:
25% of the total cost
at a preferred
network pharmacy
or 25% of the total
cost at a standard
network pharmacy

Copayment/Coinsurance
during the Initial
Coverage Stage:

e DrugTier1:
$2 copayata
preferred network
pharmacy or $7
copay at a standard
network pharmacy

e DrugTier2:
$10 copay ata
preferred network
pharmacy or $15
copay at a standard
network pharmacy

¢ DrugTier3:
22% of the total cost
at a preferred
network pharmacy
or 25% of the total
cost at a standard
network pharmacy
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2025 (this year)

2026 (next year)

Part D drug coverage
(continued)

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

e DrugTier4:
50% of the total cost
at a preferred
network pharmacy
or 50% of the total
cost at a standard
network pharmacy

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

¢ DrugTier5:
33% of the total cost
at a preferred
network pharmacy
or 33% of the total
cost at a standard
network pharmacy

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

Catastrophic Coverage
Stage:

During this payment
stage, you pay nothing
for your covered Part D
drugs.

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

e DrugTier4:
35% of the total cost
at a preferred
network pharmacy
or 40% of the total
cost at a standard
network pharmacy

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

e DrugTier5:
31% of the total cost
at a preferred
network pharmacy
or 31% of the total
cost at a standard
network pharmacy

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

Catastrophic Coverage
Stage:

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

Section 1.1 Changes to the Monthly Plan Premium

2025 (this year) 2026 (next year)

Monthly plan premium

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

Region 1 Counties $18 $32

Allegan, Barry, Kent, Lenawee,
Ottawa

Region 2 Counties $32 $43

Berrien, Calhoun, Cass, lonia,
Isabella, Kalamazoo, Mason,
Midland, Missaukee, Montcalm,
Muskegon, Newaygo, Oceana,
Osceola, Otsego, St. Clair, Van
Buren, Wexford

Region 3 Counties $69 $80

Alcona, Antrim, Benzie,
Charlevoix, Clare, Crawford,
Grand Traverse, Hillsdale, Lake,
Lapeer, Leelanau, Manistee,
Mecosta, Monroe

Region 4 Counties $44 $55
Alpena, Cheboygan, Eaton,

Emmet, Gladwin, Gratiot, losco,
Jackson, Kalkaska,
Montmorency, Oscoda, Presque
Isle, Roscommon, Sanilac,
Shiawassee, St. Joseph

Region 5 Counties $32 $43
Arenac, Bay, Branch, Clinton,

Genesee, Huron, Ingham,
Livingston, Macomb, Oakland,
Ogemaw, Saginaw, Tuscola,
Washtenaw, Wayne
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2025 (this year) 2026 (next year)

Additional premium for $37 $37
optional supplemental benefits

If you’ve enrolled in an optional
supplemental benefit package,
you’ll pay this premium in
addition to the monthly plan
premium above.

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

Factors that could change your Part D Premium Amount

e Late Enrollment Penalty - Your monthly plan premium will be more if you’re required
to pay a lifetime Part D late enrollment 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.

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

e Extra Help - Your monthly plan premium will be less if you get Extra Help with your
drug costs. Go to Section 4 for more information about Extra Help from Medicare.

Section 1.2 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 services for the rest of the calendar year.

2025 (this year) 2026 (next year)

Maximum out-of-pocket $4,900 $5,100

amount Once you’ve paid $5,100
Your costs for covered medical out of pocket for covered
services (such as copayments services, you’ll pay

and deductibles) count toward nothing for your covered
your maximum out-of-pocket services for the rest of
amount. Your costs for the calendar year.

prescription drugs don’t count
toward your maximum out-of-
pocket amount.
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Section 1.3 Changes to the Provider Network

Our network of providers has changed for next year. Review the 2026 Provider/Pharmacy
Directory priorityhealth.com/value26 to see if your providers (primary care provider,
specialists, hospitals, etc.) are in our network. Here’s how to get an updated Provider/
Pharmacy Directory:

e Visit our website at priorityhealth.com/value26.

e Call Customer Care at 888.389.6648 (TTY users call 711) to get current provider
information or to ask us to mail you a Provider/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
Care at 888.389.6648 (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.

Section 1.4 Changes to the Pharmacy Network

Amounts you pay for your prescription drugs can 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/Pharmacy
Directory priorityhealth.com/value26 to see which pharmacies are in our network. Here’s
how to get an updated Provider/Pharmacy Directory:

e Visit our website at priorityhealth.com/value26.

e Call Customer Care at 888.389.6648 (TTY users call 711) to get current pharmacy
information or to ask us to mail you a Provider/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 Care at 888.389.6648 (TTY users
call 711) for help.

Section 1.5 Changes to Benefits & Costs for Medical Services

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


https://priorityhealth.com/value26
https://priorityhealth.com/value26
https://priorityhealth.com/value26
https://priorityhealth.com/value26
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2025 (this year)

2026 (next year)

Chiropractic services

In-Network

You pay $20 copay for
each Medicare-covered
chiropractic service.

In-Network

You pay $15 copay for
each Medicare-covered
chiropractic service.

Dental services In- an -of-Network | In-an -of-Network

Routine dental $2,000 maximum $2,500 maximum
allowance allowance

Diabetes self-management In-Network In-Network

training, diabetic services and
supplies

$0 copay for diabetic test
strips limited to JJHCS
(One Touch) and Contour
products when
dispensed by a retail or
mail-order pharmacy.
Out-of-Network

40% of the total cost for
diabetic test strips
limited to JJHCS (One
Touch) and Contour
products when
dispensed by a retail or
mail-order pharmacy.

$0 copay for diabetic test
strips limited to Contour
products when
dispensed by a retail or
mail-order pharmacy.

Out-of-Network

40% of the total cost for
diabetic test strips
limited to Contour
products when
dispensed by a retail or
mail-order pharmacy.

Emergency care

In- and Out-of-Network

You pay $120 copay for
each visit for Medicare-
covered emergency care
services.

In- and Out-of-Network

You pay $130 copay for
each visit for Medicare-
covered emergency care
services.

Enhanced dental and vision
package

-of-Network

Routine cleanings are
not covered.

In- an

$4,500 (includes $2,000
embedded allowance) to
use towards both
embedded and
enhanced

-of-Network

You pay $0 copay for one
routine cleaning per
year.

$5,000 (includes $2,500
embedded allowance) to
use towards both
embedded and
enhanced

In- an
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2025 (this year)

10

2026 (next year)

Enhanced dental and vision
package (continued)

comprehensive dental
benefits.

comprehensive dental
benefits.

Outpatient hospital
observation

In- and Out-of-Network
You pay $120 copay for
Medicare-covered
outpatient observation
services.

-of-Network

You pay $130 copay for
Medicare-covered
outpatient observation
services.

Outpatient hospital services

In-Network

In-Network

Wound care You pay $325 copay for You pay $35 copay for
each Medicare-covered each Medicare-covered
outpatient wound care outpatient wound care
service. service.

Over the Counter (OTC) - -of- - -of-

You have $25 - $50 Not covered.
allowance per month
towards OTC items and
home and bathroom
safety devices and
modifications.
Skilled nursing facility (SNF) In-Network In-Network

care

For Medicare-covered
SNF stays, you pay $203
copay per day for

days 21 - 100.

For Medicare-covered
SNF stays, you pay $218
copay per day for

days 21 - 100.

Urgently needed services

You pay $55 copay for
Medicare-covered urgent
care visit.

You pay $50 copay for
Medicare-covered urgent
care visit.

Worldwide emergency/urgently
needed services

In- and Out-of-Network

You pay $120 copay for
each emergency services
visit outside of the
United States and its
territories.

In- and Out-of-Network

You pay $130 copay for
each emergency services
visit outside of the
United States and its
territories.
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2025 (this year) 2026 (next year)

Worldwide emergency/urgently

needed services (continued) You pay $55 copay for You pay $50 copay for
each urgently needed each urgently needed
care visit outside of the care visit outside of the
United States and its United States and its
territories. territories.

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.

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.

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 Care at 888.389.6648 (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 you don’t get this material
by September 30, 2025, call Customer Care at 888.389.6648 (TTY users call 711) and ask for
the LIS Rider.
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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 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 - 5 drugs until you’ve 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 total 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

The table shows your cost per prescription during this stage.

2025 (this year) 2026 (next year)

Yearly Deductible Because we have no $100

deductible, this payment During this stage, you
stage doesn’t apply to pay $2 - $15 cost sharing
you. for drugs on Tiers 1 and 2
and the full cost of drugs
on Tiers 3 - 5 until you’ve
reached the yearly
deductible.
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Drug Costs in Stage 2: Initial Coverage

13

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 bein 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, go to Chapter 6 of your Evidence of Coverage.

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

Initial Coverage Stage

2025 (this year)

2026 (next year)

Tier 1:
Preferred generic

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.

Standard cost sharing:

You pay $7 per
prescription.

Your cost for a one-
month mail-order
prescription is $7.

Preferred cost sharing:

You pay $2 per
prescription.

Your cost for a one-
month mail-order
prescription is $2.

Standard cost sharing:
You pay $7 per
prescription.

Your cost for a one-
month mail-order
prescription is $7.

Preferred cost sharing:
You pay $2 per
prescription.

Your cost for a one-
month mail-order
prescription is $2.

Tier 2:
Generic

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.

Standard cost sharing:

You pay $15 per
prescription.

Your cost for a one-
month mail-order
prescription is $15.

Preferred cost sharing:

You pay $10 per
prescription.

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

Standard cost sharing:
You pay $15 per
prescription.

Your cost for a one-
month mail-order
prescription is $15.

Preferred cost sharing:
You pay $10 per
prescription.

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




Initial Coverage Stage

PriorityMedicare Value (HMO-POS) Annual Notice of Changes for 2026

2025 (this year)

14

2026 (next year)

Tier 3:
Preferred brand

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.

Standard cost sharing:
You pay 25% of the total
cost per prescription.

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

Your cost for a one-
month mail-order
prescription is 25%.

Preferred cost sharing:
You pay 25% of the total
cost per prescription.

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

Your cost for a one-
month mail-order
prescription is 25%.

Standard cost sharing:
You pay 25% of the total
cost per prescription.

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

Your cost for a one-
month mail-order
prescription is 25%.

Preferred cost sharing:
You pay 22% of the total
cost per prescription.

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

Your cost for a one-
month mail-order
prescription is 22%.

Tier 4:
Non-preferred drug

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.

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

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

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

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

Standard cost sharing:
You pay 40% of the total
cost per prescription.

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

Your cost for a one-
month mail-order
prescription is 40%.

Preferred cost sharing:
You pay 35% of the total
cost per prescription.
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Initial Coverage Stage

2025 (this year)

15

2026 (next year)

Tier 4:
Non-preferred drug
(continued)

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

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

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

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

Tier 5:
Specialty

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.

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

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

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

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

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

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

Standard cost sharing:
You pay 31% of the total
cost per prescription.

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

Your cost for a one-
month mail-order
prescription is 31%.

Preferred cost sharing:
You pay 31% of the total
cost per prescription.

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

Your cost for a one-
month mail-order
prescription is 31%.

Changes to the Catastrophic Coverage Stage

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

drugs.

For specific information about your costs in the Catastrophic Coverage Stage, go to Chapter
6, Section 6 in your Evidence of Coverage.
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SECTION 2

Administrative Changes

16

Description

2025 (this year)

Medicare Prescription Payment
Plan

The Medicare
Prescription Payment
Plan is a payment option
that began this year and
can help you manage
your out-of-pocket costs
for drugs covered by our
plan by spreading them
across the calendar year
(January-December).
You may be participating
in this payment option.

If you’re participating in
the Medicare
Prescription Payment
Plan and stay in the
same Part D plan, your
participation will be
automatically renewed
for 2026.

To learn more about this
payment option, call us
at 1.866.845.1803 (TTY
users call
1.800.716.3231) or visit
www.Medicar i

2026 (next year)

SECTION 3

How to Change Plans

To stay in PriorityMedicare Value (HMO-PQOS), 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 PriorityMedicare Value (HMO-PQOS).

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 PriorityMedicare Value (HMO-PQOS).

¢ To change to Original Medicare with Medicare drug coverage, enroll in the new
Medicare drug plan. You’ll be automatically disenrolled from PriorityMedicare Value

(HMO-POS).

¢ To change to Original Medicare without a drug plan, you can send us a written

request to disenroll. Call Customer Care at 888.389.6648 (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 enrollin a

Medicare drug plan, you may pay a Part D late enrollment penalty (go to Section 1.1).

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).


https://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

e Get Extra Help paying for their drugs

® Have orare 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.

SECTION 4 Get Help Paying for Prescription Drugs

You may qualify for help paying for prescription drugs. Different kinds of help are available:

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

o 1-800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048, 24 hours a
day, 7 days a week.

o Social 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.

o Your State Medicaid Office.
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Help from your state’s pharmaceutical assistance program (SPAP). Michigan has a
program called Michigan Drug Assistance Program (MIDAP) that helps people pay for
prescription drugs based on their financial need, age, or medical condition. To learn
more about the program, check with your State Health Insurance Assistance Program
(SHIP). To get the phone number for your state, visit shiphelp.org, or call
1-800-MEDICARE.

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, you 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 help through the Michigan HIV/AIDS Drug Assistance
Program (MIDAP). 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
888.826.6565. Be sure, when calling, to inform them of your Medicare Part D plan
name or policy number.

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 by 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 1.866.845.1803
(TTY users call 1.800.716.3231) or visit www.Medicare.gov.

SECTION S Questions?

Get Help from PriorityMedicare Value (HMO-POS)

Call Customer Care at 888.389.6648. (TTY users call 711.)

Oct. 1 - Mar. 31, we’re available seven days a week from 8 a.m. -8 p.m. ET.
From Apr. 1 - Sept. 30, we’re available Mon. - Fri. from 8 a.m. - 8 p.m. and
Sat. 8 a.m. - noon ET. Calls to these numbers are free.

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 PriorityMedicare
Value (HMO-POS). The Evidence of Coverage is the legal, detailed description of our


https://www.shiphelp.org
https://www.Medicare.gov
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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
priorityhealth.com/value26 or call Customer Care at 888.389.6648 (TTY users call
711) to ask us to mail you a copy.

e Visit priorityhealth.com/value26

Our website has the most up-to-date information about our provider network
(Provider Directory/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 Michigan, the SHIP is called Michigan
Medicare/Medicaid Assistance Program (MMAP).

Call Michigan Medicare/Medicaid Assistance Program (MMAP) to get free personalized
health insurance counseling. They can help you understand your Medicare plan choices and
answer questions about switching plans. Call Michigan Medicare/Medicaid Assistance
Program (MMAP) at 800.803.7174. Learn more about Michigan Medicare/Medicaid
Assistance Program (MMAP) by visiting shiphelp.org/about-medicare/regional-ship-
location/michigan.

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 can call 1-877-486-2048.

¢ Chat live with www.Medicare.gov
You can chat live at www.Medicare.gov/talk-to-someone.

e 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.

e Read Medicare & You 2026

The Medicare & You 2026 handbook is mailed to people with Medicare every fall. It has
a summary of Medicare beneéfits, 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). TTY users can call 1-877-486-2048.


https://priorityhealth.com/value26
https://priorityhealth.com/value26
https://www.shiphelp.org/about-medicare/regional-ship-location/michigan
https://www.shiphelp.org/about-medicare/regional-ship-location/michigan
https://www.medicare.gov
https://www.Medicare.gov/talk-to-someone
https://www.medicare.gov
https://www.Medicare.gov 
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PriorityMedicare Value’s pharmacy network includes limited lower-cost, preferred
pharmacies in Michigan. The lower costs advertised in our plan materials for these
pharmacies may not be available at the pharmacy you use. For up-to-date information
about our network pharmacies, including whether there are any lower-cost preferred
pharmacies in your area, please call 888.389.6648, TTY users should call 711, or consult the

online Provider/Pharmacy Directory at priorityhealth.com/value26.


https://priorityhealth.com/value26

Notice of O Priority Health

Nondiscrimination

This Notice describes our nondiscrimination policy, availability of free language
assistance, auxiliary aids and services and filing a grievance.

Discrimination is against the law

Priority Health complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability or sex. This includes sex characteristics, intersex
traits, pregnancy or related conditions, sexual orientation, gender identity and/or sex stereotypes.
Priority Health does not exclude people or treat them less favorably because of race, color, national
origin, age, disability or sex.

Availability of free language assistance and auxiliary aids and services
Priority Health provides free language services to people whose primary language is not English,
which may include:

e Qualified interpreters.

e Information written in other languages.
Priority Health provides people with disabilities reasonable modifications and free appropriate
auxiliary aids and services to communicate effectively with us, such as:

e Qualified sign language interpreters.

e Written information in other formats (e.g. large print, audio, accessible electronic formats).
If you need reasonable modifications, appropriate auxiliary aids and services or language assistance
services, contact our Customer Service team:

e Medicare: 888.389.6648 (TTY: 711) from 8 a.m. - 8 p.m. Eastern time, seven days a week.

e Other plans: Call the number on the back of your member ID card or 800.942.0954 (TTY: 711).

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

Mail Phone
Section 1557 Civil Rights Coordinator 866.807.1931 (TTY: 71)
Compliance Department MC 3230 Fax

1231 East Beltline Ave NE

Grand Rapids, Ml 495254501 Email

PH-compliance@priorityhealth.com

You can also file a civil rights complaint with the Office for Civil Rights (OCR) at the U.S. Department
of Health and Human Services (HHS) by:

Mail Phone

U.S. Department of Health and Human Services 800.368.1019 (TTD: 800.537.7697)

200 Independence Avenue, SW Electronic form

Room 509F, HHH Building ocrportal.hhs.gov/ocr/portal/lobby.jsf

Washington, D.C. 20201
Complaint forms are available from the HHS website at hhs.gov/ocr/complaints/index.html.

This Notice is available on Priority Health's website at priorityhealth.com/nondiscrimination.

Last updated: December 2024
©2024 Priority Health 10003-264 YO056_NCMS400040102535A7_C 12192024 PH116 PH_33077-1112/24
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Notice of Availability O Priority Health

of Language Assistance Services
and Auxiliary Aids and Services

We offer free language assistance services and auxiliary aids and services.
Albanian (Shqip) - VINI RE: Nése flisni shqgip, shérbime falas t& ndinmés sé gjuhés jané né
dispozicion pér ju. Ndihma té pérshtatshme dhe shérbime shtesé pér té siguruar informacion né
formate té pérdorshme jané gjithashtu né dispozicion falas. Telefononi 1-800-942-0954 (TTY: 711) ose
bisedoni me ofruesin tuaj té shérbimit.
il Apdie ciland g baclise il s i 63 LS Aol 4y gall) Sac Lsal) Ciladds Sl i giiud oy yall Zadl) Caaai <€ 13) 1agsi - (4y_ad)) Arabic
Aexdl) adie Y Gasd 5 (TTY:711) 1-800-942-0954 a8, e Juail Ulae L) J i sl ¢Sy lipanity il slaal)
c<hals amuoam) Khoaa alon Keoarus <iels haahar (iohd @M (adu (< haoase - (iche) Assyrian
(TTY:711) 1-800-942-0954 __cuio. whals (o <L ax <ioam (odua Kacas <uals <haahara <usham <o
ot Kene> ~<a\ a\\a

Bengali (J1$AT) - VAT A I SN 13T T ©O1R0eT WHNNK Gy [[{Ariets or gy Sizrgel AREQm
T AR | TSP FLIE O AUNT GNT GHNYS SRIND HRCIMOT G2 ATRIAMS [[{ATaeety
SN AR 1-800-942-0954 (TTY: 711) VHII 61 3l WA NI ANNHIAF ALY FAT A |
Chinese - Simplified (F32) - {18 WUREG [HH3C], OV AT ERINE S hBIIRS . AL % T4t
& B T H AR S, uﬂaﬁﬂ%ﬁwﬁ HE. B 1-800-942-0954 (TTY: 711) &SRR STHR ML -
Chinese - Traditional (f37) - )£ & © AIRZER| Eijjz BT AR (R Bt ol 5 Bl R - el LR ed
fiE S AVEREh T HBIR S - uﬂﬁaﬁﬁaﬁﬁﬁhfﬁ*’ﬁ A2 1-800-942-0954 (TTY: 711) sREL IR At Eatam -
English - 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 1-800-942-0954 (TTY: 711) or speak to your provider.

French (Francais) - ATTENTION : Sivous parlez Francais, des services d'assistance linguistique
gratuits sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir des

informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-
800-942-0954 (TTY: 711) ou parlez a votre fournisseur.

German (Deutsch) - ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur VerfUgung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung
von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfugung. Rufen Sie
1-800-942-0954 (TTY: 711) an oder sprechen Sie mit Ihrem Provider.

Greek (EAAnvikd) - [TPOXOXH: Eqv piddte eAAnvikd, vttdpyxovv Stabéotpes Swpedv vnpeoieg vTooTipLEng ot
OUYKEKPLUEVT YAwooo. AlatiBevtal Swpedv KatdAAnAa BonOnpata Kot VTN PEGLES YIX TTAPOXT) TIANPOPOPLWV GE
mpocfacipes pop@es. KaAéote to 1-800-942-0954 (TTY: 711) 1} amevBuvbeite 6Tov mTAPOXO 0OG.

Gujarati (21%21dl) - talel AU %) dR Aol ladl €] dl Hed MINISIA AUl Ad ) dHIRLHIR Gudoey
8. A1 W56 Uy W sARwe steHi Hiled] Yl uisdl Hizefl Al ugl [deil 4 Gudoy 8. 1-
800-942-0954 (TTY: 711) UR S1& 53] Adl dHIRL Ueldl AUl dld SR,

Haitian Creole (Kreyol Ayisyen) - ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ed aladispozisyon
W gratis pou lang ou pale a. Ed ak sévis siplemanté apwopriye pou bay enfdmasyon nan foma
aksesib yo disponib gratis tou. Rele nan 1-800-942-0954 (TTY: 711) oswa pale avek founise w la.



Hindi (&) - &1 & afe 3mg & S € Y simuds fore e UToT eTerar Tard Suas gt & | gay urea o
TFSHRI UEH A & ol Sugad TeTad wied iR Jan of F:es Suasy g1 1-800-942-0954 (TTY: 711) WR
DId D T U FeTdl A §1d B

Hmong (Hmoob) - LUS CEEV TSHWJ XEEB: Yog hais tias koj hais Lus Hmoob muaj cov kev pab
cuam txhais lus pub dawb rau koj. Cov kev pab thiab cov kev palb cuam ntxiv uas tsim nyog
txhawm rau muab lus ghia paub ua cov hom ntaub ntawv uas tuaj yeem nkag cuag tau rau los kuj
yeej tseem muaj pab dawb tsis xam tus ngi dab tsi ib yam nkaus. Hu rau 1-800-942-0954 (TTY: 711)
los sis sib tham nrog koj tus kws muab kev saib xyuas kho mob.

Italian (Italiano) - ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica

gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire
informazioni in formati accessibili. Chiama I'1-800-942-0954 (TTY: 711) o parla con il tuo fornitore.

Japanese (BAEE) - i BAEZHEINS5E. BHOEEXEY—EREZARAWVEHEST ., 79T
GELAFATESISEBESN) BRER TIHERZIZET 20 DB EB TIE O —E XL EHTTRAWEE
[TF 9, 1-800-942-0954 (TTY: 711) FTHBEELZELY, Ff=lE, CFBEDBHEZF(CTHARESLY,

Korean (2t=0) - F2|: [2t=0{]E AI83IA|= 3% & 20| X|& MH|AE 0|&%td &= AELICL 0| &
Jtset Aoz EE MESts HES BEXx 7| 8 MH| A B2 2 HSE LT 1-800-942-0954 (TTY:
711) oz HoS AL MB|A HS MO 2S5 Al L.

OI-

Laos (290) - c§ng90: TauancdIwIz9 290, 9:303NMgoecIvwIgaccLLcIRe BT, SHo9g08e ccas
NILLSNIVCcLLOCTBOICEVITS LB lwZRLIVSLECLLHIFIVIOCSICTHNT. Tmacs 1-800-942-0954 (TTY: 711) V)]
S0PV BOSNI2e9UID.

Polish (Polski) - UWAGA: Osoby mowiace po polsku moga skorzystac z bezptatnej pomocy
Jjezykowej. Dodatkowe pomoce i ustugi zapewniajace informacje w dostepnych formatach sg
rowniez dostepne bezptatnie. Zadzwon pod numer 1-800-942-0954 (TTY: 711) lub porozmawiaj ze
swoim dostawca.

Russian (Pycckumn) - BH/MAHWE: Ecnv Bbl rOBOPKWTE Ha PYCCKMIM, BaM OOCTYMNHbl 6ecnnaTHble
YCNYTr 93blIKOBOM Nogae Kk, COOTBETCTBYIOLLIME BCMOMOraTe lbHble CPeACTBa U YyCNyr no
npenocTaBNeHmio MHOOPMaLMM B OOCTYMNHbIX GopMaTax Takxke NpedoCTaBNatoTca 6ecnnaTHo.
Mo3BoHMTE Mo TenedoHy 1-800-942-0954 (TTY:711) nnm obpaTuTecCh K CBOEMY MOCTaBLUMKY YCYT.
Serbian (Srbski) - PAZNJA: Ako pricate srpski, besplatne jezicke uslugei su vam dostupne. Takode,
odgovarajuca pomocna sredstva i usluge za pruzanje informacija u dostupnim formatima su
takode dostupni besplatno. Pozovite 1-800-942-0954 (TTY: 711) ili se obratite svom pruzaocu usluga.
Spanish (Espafiol) - ATENCION: Si habla esparfiol, tiene a su disposicion servicios gratuitos de
asistencia linguistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacion en formatos accesibles. Llame al 1-800-942-0954 (TTY:
711) o hable con su proveedor.

Tagalog - PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong
tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo
upang Mmagbigay Nng impormasyon sa mga naa-access na format. Tumawag sa 1-800-942-0954
(TTY:71) o makipag-usap sa iyong provider.
255 pald Slaglas (o Gui)s Gl B - 2 liwd Oloss §aun e S 0L o & QT 8 com A 92 2T S 13 a2 g8 - (520)) Urdu

S b 00iS wpld ol b (0, U o (TTY: 711) 1-800-942-0954 y lkiws o g2 Slods ol slel (glan asslin W §-
Vietnamese (Viét) - LUU V: Néu ban ndi tiéng Viét, ching tdi cung cap mién phi cac dich vu ho trg
ngdn NngU. Cac ho tre dich vu phtu hop dé cung cap thong tin theo cac dinh dang dé tiép can clng
dudc cung cap mién phi. Vui long goi theo s6 1-800-942-0954 (TTY: 711) hodc trao doi véi ngudi cung
cap dich vu clia ban.

Source: lep.gov and cms.gov

Last updated: December 2024
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