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Medicare

Annual Notice of Change for 2027

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, 2026, you’ll stay
in PriorityMedicare Value (HMO-PQS).

To change to a different plan, visit Medicare.gov or review the list in the back of your
Medicare & You 2027 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/value27 or call
Customer Care at 888.389.6648 (TTY users call 711) to get a copy by mail.

More Resources

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. This call is free.

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

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.

” o«

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, 2026, you’ll automatically be enrolled in
PriorityMedicare Value (HMO-POS). Starting January 1, 2027, you’ll get your medical
and drug coverage through PriorityMedicare Value (HMO-POS). Go to Section 2 for
more information about how to change plans and deadlines for making a change.

OMB Approval 0938-1051 (Expires: July 31,2029)
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Summary of Important Costs for 2027

2026 (this year) 2027 (next year)
Monthly plan premium* $32-S580 $47-5111
*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
insulin furnished through
an item of durable
medical equipment.

immunizations and
insulin furnished through
an item of durable
medical equipment.

Maximum out-of-pocket $5,100 $6,000

amount

This is the most you’ll pay out of

pocket for in-network covered

services.

(Go to Section 1.2 for details.)

Primary care office visits In-Network In-Network
S0 copay per visit. S0 copay per visit.
Out-of-Network Out-of-Network

40% of the total cost per
visit with a PCP, after

40% of the total cost per
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
visit with a specialist,
after deductible.

40% of the total cost per
visit with a specialist,
after deductible.
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2026 (this year) 2027 (next year)
Inpatient hospital stays In-Network In-Network

For Medicare-covered
hospital stays:

For Medicare-covered

Includes various inpatient .
hospital stays:

hospital stays such as acute care,

rehabilitation and long-term $325 copay per day for $325 copay per day for
care. An inpatient hospital stay days 1-7. days 1-7.

starts the day you’re formally $0 for additional hospital | $0 for additional hospital
admitted with a doctor’s order days. days.

and ends the day before you’re Out-of-Network Out-of-Network
discharged. For Medicare-covered For Medicare-covered

hospital stays:

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

hospital stays:

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

Part D drug coverage

(Go to Section 1.7 for details,
including Yearly Deductible,

Initial Coverage, and

Catastrophic Coverage Stages.)

Part D drug coverage
deductible

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

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:
22% of the total cost
at a preferred
network pharmacy
or 25% of the total

Part D drug coverage
deductible

$225 on Tiers 3-5, except
for covered insulin
products and most adult
Part D vaccines

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
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2026 (this year)

2027 (next year)

Part D drug coverage
(continued)

cost at a standard
network pharmacy

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

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

You pay no more
than $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 no more
than $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.

cost at a standard
network pharmacy

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

e DrugTier4:
29% of the total cost
at a preferred
network pharmacy
or 34% of the total
cost at a standard
network pharmacy

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

e DrugTier5:
30% of the total cost
at a preferred
network pharmacy
or 30% of the total
cost at a standard
network pharmacy

You pay no more
than $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

2026 (this year) 2027 (next year)

Monthly plan premium

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

Region 1 Counties $32 $47

Allegan, Barry, Kent, Lenawee,
Ottawa

Region 2 Counties $43 $75

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

Region 3 Counties $80 $111

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

Region 4 Counties $55 $80
Alpena, Cheboygan, Eaton,

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

Region 5 Counties $43 $74
Arenac, Bay, Branch, Clinton,

Genesee, Huron, Ingham,
Livingston, Macomb, Oakland,
Ogemaw, Saginaw, Tuscola,
Washtenaw, Wayne
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2026 (this year) 2027 (next year)

Additional premium for $37 Enhanced Dental and
optional supplemental benefits Vision Option 1-$42
If you’ve enrolled in an optional Enhanced Dental and
supplemental benefit package, Vision Option 2 - $61
you’ll pay this premium in If you are currently
addition to the monthly plan enrolled in an Enhanced
premium above. Dental and Vision plan,
(You must also continue to pay you will automatically be
your Medicare Part B premium.) moved into Option 1 and

will have to actively

enrollin Option 2 to

change your coverage.

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 Part D or 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 3 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.

2026 (this year) 2027 (next year)

In-network maximum out-of- $5,100 $6,000

pocket amount Once you’ve paid $6,000
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 in-network maximum out- in-network services for
of-pocket amount.
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2026 (this year) 2027 (next year)
In-network maximum out-of-

pocket amount (continued) the rest of the calendar

Our plan premium and your costs year.
for prescription drugs don’t
count toward your maximum
out-of-pocket amount.

Section 1.3 Changes to the Provider Network

Our network of providers has changed for next year. Review the 2027 Provider/Pharmacy

Directory at priorityhealth.com/value27 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/value27.

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. You may have a special enrollment period
if your provider leaves the plan network. 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 2027 Provider/Pharmacy
Directory at priorityhealth.com/value27 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/value27.

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.
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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

2027 (next year)

2026 (this year)

Dental services

Non-Medicare covered dental
services

In and Out-of-Network
$0 copay for fillings,
crown repairs and simple
extractions.

50% of the total cost for
endodontics (root
canals) up to $2,500.

Fluoride treatment is not
covered.

In and Out-of-Network
$0 copay for 1 fluoride
treatment every year.

Fillings, crown repairs,
root canals and simple
extractions are not
covered.

Durable medical equipment
(DME) and related supplies

In-Network

Continuous Glucose
Monitors (CGM’s) are not
covered when obtained
through a network retail
or mail-order pharmacy.

In-Network

20% of the total cost for
Continuous Glucose
Monitors (CGM’s) when
obtained through a
network retail or mail-
order pharmacy.
Covered products are
limited to Dexcom and
Freestyle Libre.

Enhanced dental and vision
option 1

Optional supplemental benefits
(available for an extra premium)

If you are currently enrolled in an
Enhanced Dental and Vision plan,
you will automatically be moved
into Option 1 and will have to
actively enrollin Option 2 to
change your coverage.

In and Out-of-Network
$0 copay for one routine
cleaning per plan year.

$0 copay for one fluoride
treatment per plan year.

$2,500 annual maximum
per year to use towards:

In and Out-of-Network
$0 copay for one
cleaning (regular or
periodontal) per plan
year.

$0 copay for scaling and
root planing once per
quadrant per 24 month
period.

$1,500 annual maximum
per year to use towards:
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2026 (this year)
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2027 (next year)

Enhanced dental and vision
option 1 (continued)

$0 copay for emergency
treatment and
anesthesia.

50% of the total cost for
other diagnostic exams
(i.e. cone beams).

50% of the total cost of
onlays, crowns, and
associated substructures
once per tooth every
5years.

50% of the total cost of
surgical extractions once
per tooth per lifetime.

50% of the total cost of
implants once per tooth,
every 5 years.

50% of the total cost of
dentures and bridges
once every 60 months,
denture relines and

50% of the total cost for
unlimited emergency
treatment and
anesthesia when used in
conjunction with other
services.

50% of the total cost for
other diagnostic exams
(i.e. cone beams).

50% of the total cost for
fillings (including
composite resin and
amalgam) once per tooth
every 24 months and
crown repairs once per
tooth every 12 months.

50% of the total cost for
surgical periodontal
procedures (i.e. osseous
surgery or gum grafts)
once per quadrant every
36 months.

50% of the total cost of
onlays, crowns, and
associated substructures
once per tooth every
5years.

50% of the total cost of
endodontics (root
canals) once per tooth
per lifetime.

50% of the total cost of
simple and surgical
extractions once per
tooth per lifetime.

50% of the total cost of
implants once per tooth,
every 5 years.
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2026 (this year)

11

2027 (next year)

Enhanced dental and vision
option 1 (continued)

repairs and bridge
repairs once every
36 months.

Fillings, crown repairs,
simple extractions
endodontics (root
canals, scaling and root
planing, and surgical
periodontics are not
covered.

50% of the total cost of
dentures and bridges
once every 60 months,
denture relines and
repairs and bridge
repairs once every 36
months.

Enhanced dental and vision
option 2

Optional supplemental benefits
(available for an extra premium)

If you are currently enrolled in an
Enhanced Dental and Vision plan,
you will automatically be moved
into Option 1 and will have to
actively enrollin Option 2 to
change your coverage.

Not covered.

In and Out-of-Network
$0 copay for one
cleaning (regular or
periodontal) per plan
year.

$0 copay for scaling and
root planing once per
quadrant per 24 month
period.

$2,000 annual maximum
per year to use towards:

25% of the total cost for
unlimited emergency
treatment and
anesthesia when used in
conjunction with other
services.

25% of the total cost for
other diagnostic exams
(i.e. cone beams)

25% of the total cost for
fillings (including
composite resin and
amalgam) once per tooth
every 24 months and
crown repairs once per
tooth every 12 months.
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2026 (this year)

12

2027 (next year)

Enhanced dental and vision
option 2 (continued)

25% of the total cost for
surgical periodontal
procedures (i.e. osseous
surgery or gum grafts)
once per quadrant every
36 months.

25% of the total cost of
onlays, crowns, and
associated substructures
once per tooth every
5years.

25% of the total cost of
endodontics (root
canals) once per tooth
per lifetime.

25% of the total cost of
simple and surgical
extractions once per
tooth per lifetime.

25% of the total cost of
implants once per tooth,
every 5 years.

25% of the total cost of
dentures and bridges
once every 60 months,
denture relines and
repairs and bridge
repairs once every

36 months.

Flouride treatments are
not covered through
optional supplemental
dental.

Enhanced disease management

In-Network

$0 copay for enhanced
disease management
services.

Enhanced disease
management services
are not covered.
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2026 (this year)
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2027 (next year)

Hearing services

Non-Medicare covered routine

hearing services

In-Network
$295 copay per hearing
aid for Basic Aids.

$695 copay per hearing
aid for Standard Aids

$1,095 copay per hearing
aid for Advanced Aids.

$1,495 copay per hearing
aid for Premium Aids.

In-Network
Basic Aids are not
covered.

$399 copay per hearing
aid for Standard Aids.

$599 copay per hearing
aid for Advanced Aids.

$899 copay per hearing
aid for Premium Aids.

Outpatient diagnostic tests and

therapeutic services and
supplies

In-Network

$10 copay per day, per
provider, for Medicare-
covered genetic testing.

$225 copay per day, per
provider for Medicare-
covered diagnostic
nuclear medicine.

If your doctor finds and
removes a polyp or other
tissue during the
colonoscopy or flexible
sigmoidoscopy, the
screening exam becomes
a diagnostic exam and is
subject to a $325 copay
when performed in an
outpatient hospital or a
$325 copay when
performedina
standalone facility.

In-Network

$50 copay per day, per
provider, for Medicare-
covered genetic testing.

$640 copay per day, per
provider for Medicare-
covered diagnostic
nuclear medicine.

If your doctor finds and
removes a polyp or other
tissue during the
colonoscopy or flexible
sigmoidoscopy, the
screening exam becomes
a diagnostic exam and is
subject to a $0 copay
when performed in an
outpatient hospital or a
$0 copay when
performedina
standalone facility.

Physician/Practitioner

services, including doctor’s

office visits

In-Network

$0 copay for surgical
procedures performed in
a provider’s office.

In-Network

$0 copay for simple
surgical procedures done
in a providers office (i.e.
mole removals/sutures)

$325 copay for moderate
to major surgical
procedures donein a
providers office (i.e.
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2026 (this year) 2027 (next year)

Physician/Practitioner

services, including doctor’s carpal tunnel release and

office visits (continued) trigger finger release)

Virtual care In and Out-of-Network | In-Network

Urgently needed services Urgently needed virtual $0 copay for urgently
visits are not covered. needed virtual visits.

Out-of-Network
Urgently needed virtual
visits are not covered.

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 and posted online at priorityhealth.com/value27.

You can get the complete Drug List by calling Customer Care at 888.389.6648 (TTY users
call 711) or visiting our website at priorityhealth.com/value27.

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.
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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, 2026, call Customer Care at 888.389.6648 (TTY users call 711) and ask for
the LIS Rider.

Drug Payment Stages

There are 3 drug payment stages: the Yearly Deductible Stage, the Initial Coverage Stage,
and the Catastrophic Coverage Stage.

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 $2,400.

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.

Drug Costs in Stage 1: Yearly Deductible

The table shows your cost per prescription during this stage.

2026 (this year)

2027 (next year)

Yearly Deductible $100 $225
During this stage, you

During this stage, you

pay $2 - $15 cost sharing
fordrugs on Tiers 1 and 2
and the full cost of drugs
on Tiers 3 -5 until you’ve

pay $2 - $15 cost sharing
for drugs on Tiers 1 and 2
and the full cost of drugs
on Tiers 3 - 5 until you’ve
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2026 (this year)

2027 (next year)

Yearly Deductible (continued)
reached the yearly
deductible.

reached the yearly
deductible.

Drug Costs in Stage 2: Initial Coverage

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

We changed the tier for some of the drugs on our Drug List. To see if your drugs will be in a

different tier, look them up on the Drug List. Most adult Part D vaccines are covered at no
cost to you. For more information about the costs of vaccines, or information about the
costs for a long-term supply, go to Chapter 6 of your Evidence of Coverage.

Once you’ve paid $2,400 out of pocket for covered Part D drugs, you’ll move to the next
stage (the Catastrophic Coverage Stage).

2026 (this year)

2027 (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

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

Preferred cost sharing:

You pay $2

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

Standard cost sharing:
You pay $7

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

Preferred cost sharing:
You pay $2

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

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

Preferred cost sharing:

You pay $10

Standard cost sharing:
You pay $15

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

Preferred cost sharing:
You pay $10
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2026 (this year)
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2027 (next year)

Tier 2:
Generic (continued)

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

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

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

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

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%.

Standard cost sharing:
You pay 25% of the total
cost

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

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 40% of the total
cost

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%.

Standard cost sharing:
You pay 34% of the total
cost

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

Your cost for a one-
month mail-order

prescription is 34%.
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2027 (next year)

Tier 4:
Non-preferred drug
(continued)

Preferred cost sharing:
You pay 35% of the total
cost

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%.

Preferred cost sharing:
You pay 29% of the total
cost

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

Your cost for a one-
month mail-order
prescription is 29%.

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 31% of the total
cost

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

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%.

Standard cost sharing:
You pay 30% of the total
cost

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

Your cost for a one-
month mail-order
prescription is 30%.

Preferred cost sharing:
You pay 30% of the total
cost

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

Your cost for a one-
month mail-order
prescription is 30%.
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SECTION 2 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 type of Medicare health plan or change to Original Medicare by
December 7, you’ll automatically be enrolled in our PriorityMedicare Value (HMO-POS).

If you want to change plans for 2027, 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-POS). Remember, not
all Medicare health plans cover prescription drugs. Also, be aware that for many
plans, you can’t join a Medicare health plan and simultaneously purchase a
prescription drug plan.

¢ To change to Original Medicare with Medicare separate drug coverage, you can
enrollin a Part D plan, and you’ll automatically be 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 3).

¢ To learn more about Original Medicare and the different types of Medicare plans,
visit Medicare.gov, check the Medicare & You 2027 handbook, call your State Health
Insurance Assistance Program (go to Section 4), or call 1-800-MEDICARE
(1-800-633-4227).

Section 2.1 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, 2027, 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, 2027.

Section 2.2 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


https://www.Medicare.gov
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Have or are leaving employer coverage

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 3 Get Help Paying for Prescription Drugs

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

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.

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.


https://www.shiphelp.org
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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. 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 2027. You do not need to submit a new election request to
continue participating in 2027. 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. To
learn more about this payment option, call us at 866.845.1803 (TTY users call
800.716.3231) or visit Medicare.gov.

SECTION 4 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 2027 Evidence of Coverage

This Annual Notice of Change gives you a summary of changes in your benefits and
costs for 2027. For details, go to the 2027 Evidence of Coverage for PriorityMedicare
Value (HMO-POS). The Evidence of Coverage is the legal, detailed description of our
plan benefits. It explains your rights and the rules you need to follow to get covered
services and prescription drugs. Get the Evidence of Coverage on our website at
priorityhealth.com/value27 or call Customer Care at 888.389.6648 (TTY users call
711) to ask us to mail you a copy.

Visit priorityhealth.com/value27

Our website has the most up-to-date information about our provider network
(Provider/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 MI Options.

Call MI Options to get free personalized health insurance counseling. They can help you
understand your Medicare plan choices and answer questions about switching plans. Call


https://www.Medicare.gov
https://priorityhealth.com/value27
https://priorityhealth.com/value27
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MI Options at 800.803.7174. Learn more about Ml Options by visiting michigan.gov/
MDHHSMIOptions.

Get Help from Medicare

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 Medicare.gov

You can chat live at Medicare.gov/talk-to-someone.

Write to Medicare

You can write to Medicare at PO Box 1270, Lawrence, KS 66044
Visit Medicare.gov

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

Read Medicare & You 2027

The Medicare & You 2027 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 Medicare.gov or by calling
1-800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048.

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/value27.


https://www.michigan.gov/MDHHSMIOptions
https://www.michigan.gov/MDHHSMIOptions
https://www.medicare.gov
https://www.Medicare.gov/talk-to-someone
https://www.medicare.gov
https://www.Medicare.gov 
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. . o o R /) Priority Health
Notice of Nondiscrimination & v

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 civil rights laws and does not discriminate, exclude
people, or treat them differently on the basis of race, color, ethnicity, national origin, age,
HIV status, marital status, sex (as defined by law and Priority Health policy), sexual
orientation, gender identity or expression, disability, religion, socioeconomic status or
source of payment for service, height, weight, veteran status, association or any other
protected characteristic based on federal, state or local law.

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).

If you need reasonable modifications, appropriate auxiliary aids and services or language
assistance services, visit priorityhealth.com/contact-us.

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, ethnicity, national origin, age, HIV status, marital
status, sex (as defined by law and Priority Health policy), sexual orientation, gender identity
or expression, disability, religion, socioeconomic status or source of payment for service,
height, weight, veteran status, association or any other protected characteristic based on
federal, state, or local law, you can file a grievance in person or by mail, phone, fax or email.
The Section 1557 Civil Rights Coordinator can answer questions and help file a grievance
by:

Mail. Section 1557 Civil Rights Coordinator Phone. 866.807.1931 (TTY: 711)

Compliance Department MC 3230 Fax. 616.975.8850

Priority Health

1231 East Beltline Ave NE
Grand Rapids, Ml 49525-4501

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. HHS Phone. 800.368.1019 (TTD: 800.537.7697)

200 Independence Avenue, SW Form. hhs.gov/civil-rights/filing-a-complaint
Room 509F, HHH Building

Washington, D.C. 20201

This Notice is available at priorityhealth.com/nondiscrimination. | ost updated: June 2025
10003-334 H8379_NCMS400040102562BK_C 06202025

YOO56_NCMS400040102562BK_C 06202025
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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 shgip, shérbime falas t& ndihmés 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
800.942.0954 (TTY: 711) ose bisedoni me ofruesin tuaj té shérbimit.
cilaxd g saclioe Jilus 5t LS Apilaall i gall) sacLaal) ciladd cll b giiud iy jal) Aalll caaati i 13) raguii - (&g ad)) Arabic
Aeaal) adie ) Gasd 51 (TTY: 711) 800.942.0954 48,1 e Jai) Ulae L) J a5l ¢Sy clinnity Cila slaall 0 51 diilie
<hona Alon Krazus <itls Khashar (Kiahe Ao (adu (< Khaossme - (iah) Assyrian
—eein Khals ohuir KL ax <inam (odui Kicas <uals Khashora usho» Kuec. <hals (amoam)
e Kesmes <l a\\sa (TTY: 711) 800.942.0954

Bengali (JT$T) - NS A TM QA 187 0T ©O1R0A SN Gy [Nty O =13l
AT Gl TCACR | STCHACIIT FINIE OUF AU GHN3 SHNLS HARTPF AR(IMO1 433
ARTIAIMS RATCET GHeTah TCCR| 800.942.0954 (TTY: 711) NH(L FeT e W WANL
AATNBIKIF SN FAT FA |

Bosnian/Croatian (Bosanski/Hrvatski) - PAZNJA: Ako govorite bosanski/hrvatski,
dostupne su vam besplatne jezicke usluge. Odgovarajuca pomagala i usluge za pruzanje
informacija u pristupacnim formatima takode se pruzaju besplatno. Pozovite 800.942.0954
(TTY:71) ili kontaktirajte svog pruzatelja usluga.

Brazilian Portuguese (Portugués do Brasil) - ATENCAQO: Se vocé fala portugués do Brasil,
servicos gratuitos de assisténcia linguistica estao disponiveis para vocé. Auxilios e servicos
auxiliares apropriados para fornecer informacoes em formatos acessiveis também estao
disponiveis gratuitamente. Ligue para 800.942.0954 (TTY: 711) ou fale com seu provedor.
Chinese - Simplified (F30) - iE&: WREP[FC], ROV AT AERME S HBIRS . F11E
G A A B THRAARS, DATCREmsks R S5 8. B 800. 942. 0954 (TTY: 711) HiE#f
) IR 55 H2 fAE s

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 800.942.0954 (TTY: 711) or speak to your provider.

French (Francais) - ATTENTION : Si vous parlez Francais, des services d'assistance
linguistique gratuits sont a votre disposition. Des aides et services auxiliaires appropries
pour fournir des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 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 800.942.0954 (TTY: 711) an oder sprechen Sie mit Ihnrem Provider.
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
enfomasyon nan foma aksesib yo disponib gratis tou. Rele nan 800.942.0954 (TTY: 711) oswa
pale avek founise w la.

continued >



Hindi (1%‘?3) & ¢: aﬁaﬂq%a"rahaﬁ% Y 31aes foe Yo HTST eTadT HaTd Juas gt ]
JAH YRl & STHHRI Y& a3 & [T Iugad Terad areq 3R Jard of f:3es Suas |
800.942.0954 (TTY: 711) TR HId Px IT 3T UeTdl I a1 DY |

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 '800.942.0954 (TTY: 711) o parla con il
tuo fornitore.

Japanese (HASE) - ;I HAREZFESINIGES. BHOEEXEY—EREZZHRAWV-EHET, 79t
DTN GELMNFIATESS BB SN LR THERE R U T 5O DBULHMZIEOY —ERLE
HTITHFIAL=TZITE T 800.942.0954 (TTY: 711) FTHEESZSW F=E CHRADEERBICTHIKC
=&y,

Korean (8H=0{) - TO|: [St=0{]E AIESIA = 42 F2 A0 X[ MH|AE 0| &SI £
UELICEH o] 7ro°_+ Aoz YEHE MSsts MESHEZT 7|7 Y MHAE 222 HSELLC
800.942.0954 (TTY: 711) HO 2 HM3}5tHLE AMH|A M-S YK O 225tA A2,

Polish (Polski) - UWAGA: Osoby mowigce po polsku moga skorzystac z bezptatnej pomocy
jezykowej. Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach
sa rowniez dostepne bezptatnie. Zadzwon pod numer 800.942.0954 (TTY: 711) lub
porozmawiaj ze swoim dostawca.

Russian (Pycckumn) - BHVMAHWE: Ecnun Bbl rOBOpUTE Ha PYCCKMI, BaM OOCTYMHbI
GecnnaTHble yCNyr a3bIKoBOM Noaaepykki. COOTBETCTBYOLLIME BCMOMOraTeNbHbIE
CPENCTBa M YCNYr Mo NpegocTaBieHntio MHPGOPMaLKMmM B OOCTYMHbIX GOpMaTax TakxKe
npenocTaBnatoTca becnnaTHo. No3BoHMTe No TenedoHy 800.942.0954 (TTY: 711) unu
obpaTuTECh K CBOEMY MOCTaBLLMKY YCyT.

Serbian (Srpski) - MAXKHbA: AKO roBopUTE jJE3MKOM KOjU HUje eHINecKu, AOCTYMHE Cy BaMm
ycnyre 6ecnnatHe moMohun y Be3un jesnka. Ogroeapajyha noMmohHa cpeacrtsa v ycnyre paom
npy>karba MHPopMaLMja y MpuUcTynadyHoM popmaTy Cy Takohe gocTynHm 6e3 HakHaae.
Mo3oBuTe 800.942.0954 (TTY: 711) nnu pasroBapajTe ca Npy>KaoLeM ycayra.
Spanish (Espafiol) - ATENCION: Si habla espanol, 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
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 magbigay ng impormasyon sa mga naa-access na format.
Tumawag sa 800.942.0954 (TTY: 711) o makipag-usap sa iyong provider.
o sl Gl BB -y Gliws Gleds §ade cuie §0b) o § QT 93 con A2 9l QT S 4295 = (53)1) Urdu

ol ol b oS JB o (TTY: 711) 800.942.0954 (1 wliwed Cun (g3 Olads H9l dluel (9lan Cwnlin o s QJSM\)é Ologlae
Vietnamese (Ti€ng Viét) - LUU Y: Néu ban ndi ti€ng Viét, ching téi cung cap mién phi cac
dich vu hé tra ngén ngl. Cac ho trg dich vu phu hgp dé cung cap thdong tin theo cac dinh
dang dé tiép can cling dugdc cung cap mién phi. Vui long goi theo s6 800.942.0954
(TTY: 711) hodc trao doi v8i ngudi cung cap dich vu cla ban.

O|-J rot

Source: lep.govand cms.gov  Last updated: May 2025
10003-304 H8379_NCMS400040102558BG_C 04302025
YOO56_NCMS400040102558BC_C 04302025
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