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January 1, 2017–December 31, 2017 

Things to know about Group Health Cooperative (HMO) 

Section I – Introduction to summary of benefits 

This booklet gives you a summary of drug and health services we cover and 
what you pay. It doesn’t list every service that we cover or list every limitation 
or exclusion. To get a complete list of services we cover, call us and ask for the 
“Evidence of Coverage.” 

Sections in this booklet 
•	 Things to know about Group Health 

Cooperative (HMO) 

•	 Monthly premium, deductible, and 
limits on how much you pay for 
covered services 

•	 Covered medical and hospital benefits 

•	 Prescription drug benefits 

•	 Optional benefits (you must pay 
an extra premium for these benefits) 

This document is available in other 
formats such as Braille and large print. 

This document may be available in a 
non-English language. 

You have choices about how to 
get your Medicare benefits 
One choice is to get your Medicare benefits 
through Original Medicare (fee-for-service 
Medicare). Original Medicare is run directly by 
the Federal government. 

Group Health Cooperative (HMO) 
phone numbers and website 
•	 If you are a current member of this plan, call 

206-901-4600 or toll-free 1-888-901-4600 
(or TTY/TDD 1-800-833-6388 or 711). 

•	 If you are not a member of this plan, 
call toll-free 1-800-446-8882 (or TTY/TDD 
1-800-833-6388 or 711). 

•	 Visit our website: medicare.ghc.org 
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Contact Group Health
 

What do we cover? 
Like all Medicare health plans, we cover everything 
that Original Medicare covers—and more. Some of 
the extra benefits are outlined in this booklet. 

How do Group Health plans cover drugs? 
Group Health Cooperative Harbor (HMO) plan covers 
Part D drugs. In addition, we cover Part B drugs such 
as chemotherapy and other drugs administered by 
your provider. 

Group Health Cooperative Basic (HMO) covers 
Part B drugs including chemotherapy and other 
drugs administered by your provider. However, the 
Basic plan does not cover Part D prescription drugs. 

How will I determine my drug costs? 
Our Harbor plan groups each medication into one 
of five “tiers.” You will need to use your formulary to 
locate what tier your drug is on to determine how 
much it will cost you. The amount you pay depends 
on the drug’s tier and what stage of the benefit you 
have reached. Later in this document we discuss the 
benefit stages that occur: initial coverage, coverage 
gap, and catastrophic coverage. 

You can see the complete plan formulary (list of 
Part D prescription drugs) and any restrictions on 
our website, medicare.ghc.org/formulary. 

Or call us and we will send you a copy of 
the formulary. 

Another choice is to get your Medicare benefits 
by joining a Medicare health plan, such as 
Group Health Cooperative (HMO). 

Tips for comparing your 
Medicare choices 
This Summary of Benefits booklet gives you a 
summary of what Group Health Cooperative 
(HMO) covers and what you pay. 

If you want to compare our plan with other 
Medicare health plans, ask the other plans for 
their Summary of Benefits booklets. Or, use the 
Medicare Plan Finder on medicare.gov. 
If you want to know more about the coverage 
and costs of Original Medicare, look in your 
current “Medicare & You” handbook. View it 
online at medicare.gov or get a copy by calling 
1-800-MEDICARE (1-800-633-4227), 
24 hours a day, 7 days a week. TTY users 
should call 1-877-486-2048. 

Days and hours of operation 

From October 1 to February 14, you can call 
us 7 days a week from 8 a.m. to 8 p.m. 
Pacific time. 

From February 15 to September 30, you can 
call us Monday through Friday from 8 a.m. 
to 8 p.m. Pacific time. 

Which doctors, hospitals, and pharmacies 
can I use? 
Group Health Cooperative (HMO) has a network of 
doctors, hospitals, pharmacies, and other providers. 
If you use the providers that are not in our network, 
the plan may not pay for these services. 

Generally, you must use network pharmacies to fill 
your prescriptions for covered Part D drugs. 

You can see our plan’s provider and pharmacy 
directory at our website, medicare.ghc.org/
providers

 
. Or call us and we will send you a copy of 

the provider and pharmacy directories. 

Who can join? 
To join Group Health Cooperative (HMO), you 
must be entitled to Medicare Part A, be enrolled in 
Medicare Part B, and live in our service area. 

Service areas: 
• 	Harbor—Our service area includes the following 

counties in Washington: Island, San Juan, Skagit, 
and Whatcom. 

• 	Basic—Our service area includes the following 
counties in Washington: Island, King, Kitsap, Lewis, 
Pierce, San Juan, Skagit, Snohomish, Spokane, 
Thurston, and Whatcom, and parts of Grays 
Harbor (ZIP codes 98541, 98557, 98559, 98568) 
and Mason (ZIP codes 98524, 98528, 98546, 
98548, 98555, 98584, 98588, and 98592). 
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Section II – Summary of benefits January 1, 2017–December 31, 2017

Monthly premium, deductible, and limits on how much you pay for covered services 

Monthly plan premium $69 per month. 

In addition, you must keep paying 
your Medicare Part B premium, which 
is generally $104.90 per month.* 

$99 per month. 

In addition, you must keep paying 
your Medicare Part B premium, which 
is generally $104.90 per month.* 

Deductible This plan has a $325 deductible 
per year for Part D prescription 
drugs except for drugs listed on 
Tier 1 which are excluded from the 
deductible. 

This plan does not have a deductible. 

Maximum out-of-pocket 
responsibility 
Like all Medicare health 
plans, our plan protects you 
by having yearly limits on 
your out-of-pocket costs for 
medical and hospital care. 
If you reach the out-of-pocket 
maximum, you’ll be covered at 
no cost for the rest of the year. 

Your yearly limit(s) in this plan: 

$5,900 for services you receive from 
in-network providers. 

Please note that you will still need 
to pay your monthly premiums 
and cost shares for your Part D 
prescription drugs. 

Your yearly limit(s) in this plan: 

$2,000 for services you receive from 
in-network providers. 

Please note that you will still need 
to pay your monthly premiums. 

Inpatient hospital care1,2 

Our plan covers an unlimited 
number of days for a 
hospital stay. 

$375 copay per day for days 
1 through 4 
You pay nothing for days 
5 and beyond. 

$250 copay per day for days 
1 through 4 
You pay nothing for days 
5 and beyond. 

Doctor’s office visits1,2 Primary care physician visit: 
$10 copay 

Specialist visit: $50 copay 

Primary care physician visit: 
$10 copay 

Specialist visit: $30 copay 

Benefit HARBOR 
Cost share and details 

BASIC (No Part D) 
Cost share and details 

1 May require prior authorization. 
2 May require a referral from your doctor. 

*This is the 2016 Part B premium amount. Most people pay this standard premium amount for Part B.
This amount may change in 2017. We will provide updated rates as soon as Medicare releases them.

Group Health Cooperative is an HMO plan with a Medicare contract. 
Enrollment in Group Health HMO depends on contract renewal. 
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Benefit HARBOR 
Cost share and details 

BASIC (No Part D) 
Cost share and details 

1 May require prior authorization. 
2 May require a referral from your doctor. 
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Preventive care1,2 

All our plans provide the same 
benefits for preventive care. 

You pay nothing 
Our plan covers many preventive 
services, including: 
•	 Abdominal aortic aneurysm

screening
•	 Alcohol misuse counseling
•	 Bone mass measurement
•	 Breast cancer screening

(mammogram)
•	 Cardiovascular disease

(behavioral therapy)
•	 Cardiovascular screenings
•	 Cervical and vaginal cancer screening
•	 Colorectal cancer screenings

(colonoscopy, fecal occult blood test,
flexible sigmoidoscopy)

•	 Depression screening
•	 Diabetes screenings
•	 HIV screening
•	 Medical nutrition therapy services
•	 Obesity screening and counseling
•	 Prostate cancer screenings (PSA)
•	 Screening for lung cancer with low

dose computed tomography (LDCT)
•	 Sexually transmitted infections

screening and counseling
•	 Tobacco use cessation counseling

(counseling for people with no sign
of tobacco-related disease)

•	 Vaccines, including flu, Hepatitis B,
and pneumococcal shots

•	 “Welcome to Medicare” preventive
visit (one-time)

• Yearly “Wellness” visit
Any additional preventive services 
approved by Medicare during the 
contract year will be covered. 

You pay nothing 
Our plan covers many preventive 
services, including: 
•	 Abdominal aortic aneurysm

screening
•	 Alcohol misuse counseling
•	 Bone mass measurement
•	 Breast cancer screening

(mammogram)
•	 Cardiovascular disease

(behavioral therapy)
•	 Cardiovascular screenings
•	 Cervical and vaginal cancer screening
•	 Colorectal cancer screenings

(colonoscopy, fecal occult blood test,
flexible sigmoidoscopy)

•	 Depression screening
•	 Diabetes screenings
•	 HIV screening
•	 Medical nutrition therapy services
•	 Obesity screening and counseling
•	 Prostate cancer screenings (PSA)
•	 Screening for lung cancer with low

dose computed tomography (LDCT)
•	 Sexually transmitted infections

screening and counseling
•	 Tobacco use cessation counseling

(counseling for people with no sign
of tobacco-related disease)

•	 Vaccines, including flu, Hepatitis B,
and pneumococcal shots

•	 “Welcome to Medicare” preventive
visit (one-time)

• Yearly “Wellness” visit
Any additional preventive services 
approved by Medicare during the 
contract year will be covered. 



    

  
 

 
   

  

  

  

  

  
   

 
 

  

  

  

   

  

 
  

  

 
  

  

  

   
 

  

 

   
 

 

    
 

 

  

 

    
 

 

  

 

 

 

   

   
 

   

   

January 1, 2017–December 31, 2017

$75 copay $75 copay 

Benefit HARBOR 
Cost share and details 

BASIC (No Part D) 
Cost share and details 

Benefit HARBOR 
Cost share and details 

BASIC (No Part D) 
Cost share and details 

Emergency care 
If you are admitted to the 
inpatient setting of the 
hospital within 1 day for 
the same condition, your 
emergency room copay is 
waived. See the “Inpatient 
hospital care” section of this 
booklet for other costs. 

Members are covered 
worldwide for urgent/ 
emergent and post-
stabilization care. 

Urgently needed services $25 copay $25 copay 

Members are covered 
worldwide for urgent/ 
emergent and post-
stabilization care. 

Diagnostic tests, lab 
and radiology services, 
and X-rays1,2 

Diagnostic radiology services 
(such as MRIs, CT scans): 
$250 copay 

Diagnostic tests and 
procedures: $20 copay 

Lab services: $10 copay 

Outpatient X-rays: $20 copay 

Therapeutic radiology services 
(such as radiation treatment for 
cancer): 20% of the cost 

Diagnostic radiology services 
(such as MRIs, CT scans): 
20% of the cost 

Diagnostic tests and 
procedures: You pay nothing 
Lab services: You pay nothing 
Outpatient X-rays: You pay nothing 
Therapeutic radiology services 
(such as radiation treatment for 
cancer): 20% of the cost 

Hearing services Exam to diagnose and treat hearing 
and balance issues: $10–$50 copay, 
depending on the type of provider 

Routine hearing exam (for up to 
1 every year): $10–$50 copay, 
depending on the type of provider 

Exam to diagnose and treat hearing 
and balance issues: $10–$30 copay, 
depending on the type of provide 

Routine hearing exam (for up to 
1 every year): $10–$30 copay, 
depending on the type of provider 

1 May require prior authorization. 
2 May require a referral from your doctor. 
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Medicare-covered 
dental services1,2 

This category describes 
your coverage for Medicare-
covered dental services. 
Optional supplemental dental 
coverage is on page 31. 

Vision services2 

Limited to 1 routine eye exam 
per year. 

Diagnostic and treatment 
exams: unlimited visits 

$50 copay 

Limited dental services (this does not 
include services in connection with 
care, treatment, filling, removal, or 
replacement of teeth) 

Exam to diagnose and treat diseases 
and conditions of the eye (including 
yearly glaucoma screening): 
$10–50 copay, depending on 
the type of provider 

Routine eye exam (for up to 1 every 
year): $10–50 copay, depending on 
the type of provider 

Eyeglasses or contact lenses after 
cataract surgery: $0 copay, up to 
the Medicare allowable coverage 
amount 

$30 copay 

Limited dental services (this does not 
include services in connection with 
care, treatment, filling, removal, or 
replacement of teeth) 

Exam to diagnose and treat diseases 
and conditions of the eye (including 
yearly glaucoma screening): 
$10–30 copay, depending on 
the type of provider 

Routine eye exam (for up to 1 every 
year): $10–30 copay, depending on 
the type of provider 

Eyeglasses or contact lenses after 
cataract surgery: $0 copay, up to 
the Medicare allowable coverage 
amount 

Mental health care1,2 

For additional information, 
please refer to your Evidence 
of Coverage. 

Our plan covers up to 190 
days in a lifetime for inpatient 
mental health care in a 
psychiatric hospital. 

•	 Inpatient: 
$375 copay per day for days 

1 through 4
 
You pay nothing for days 5 

and beyond 

•	 Outpatient for mental health and 
substance abuse therapy: 
Group visit: $30 copay
 
Individual visit: $40 copay
 

•	 Inpatient: 
$250 copay per day for days 

1 through 4
 
You pay nothing for days 5 

and beyond 

•	 Outpatient for mental health and 
substance abuse therapy: 
Group visit: $25 copay
 
Individual visit: $30 copay
 

Skilled nursing facility • You pay nothing per day for days • $20 copay per day for days 
(SNF)1,2 1 through 20 1 through 20 
Our plan covers up to 100 • $150 copay per day for days • $50 copay per day for days 
days in a SNF. 21 through 100 21 through 100 

1 May require prior authorization. 
2 May require a referral from your doctor. 
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Section II – Summary of benefits



  
   

   

 

 

 

 
   

 

   

 

 
 

 

 

 
  

 

  

January 1, 2017–December 31, 2017

Benefit HARBOR 
Cost share and details 

BASIC (No Part D) 
Cost share and details 

20% of the cost 20% of the cost 

Benefit HARBOR 
Cost share and details 

BASIC (No Part D) 
Cost share and details 

Outpatient rehabilitation1,2 Occupational physical, speech, 
and language therapy visits: 
$40 copay 

Cardiac (heart) rehab services 
(for a maximum of 2 one-hour 
sessions per day for up to 36 sessions 
for up to 36 weeks): $40 copay 

Pulmonary rehab (limited to 36 
sessions, no more than 2 sessions 
per day): $40 copay 

Occupational physical, speech, 
and language therapy visits: 
$30 copay 

Cardiac (heart) rehab services 
(for a maximum of 2 one-hour 
sessions per day for up to 36 sessions 
for up to 36 weeks): $30 copay 

Pulmonary rehab (limited to 36 
sessions, no more than 2 sessions 
per day): $30 copay 

Ambulance1 $250 copay $150 copay 
Hospital-to-hospital ambulance Emergency transfers are covered in Emergency transfers are covered in full 
transfers initiated by Group full after $250 copay. after $150 copay. 
Health are covered in full. 

Transportation Not covered You pay nothing 

Our plan covers up to 4 one-way trips 
for health related purposes only. 

Foot care (podiatry $50 copay $30 copay 
services)1,2 

Foot exams and treatment 
if you have diabetes-related 
nerve damage and/or meet 
certain conditions. 

Durable medical equipment 
and supplies1 

(wheelchairs, oxygen, braces, 
artificial limbs, etc.) 
If you go to a preferred 
vendor, your cost may be less. 

20% of the cost 20% of the cost 

Fitness program You pay nothing for the 
SilverSneakers® Fitness Program. 

You pay nothing for the SilverSneakers® 

Fitness Program. 

1 May require prior authorization. 
2 May require a referral from your doctor. 
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Medicare Part B drugs1 

Medicare Part B (medical 
insurance) doesn’t cover most 
prescription drugs you self-
administer at home, but does 
cover a limited number of 
drugs that are administered 
at a doctor’s office or hospital. 
These include most injectable 
and infused drugs, and orally-
administered cancer and anti-
nausea medications. 

1 May require prior authorization. 
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January 1, 2017–December 31, 2017

Vital, Essential, and Optimal Part D coverage Harbor Part D prescription drug coverage 

1 

2 
4 

Deductible stage 
Our Harbor plan has a $325 deductible per year for Part D prescription drugs except for 
drugs listed on Tier 1 which are excluded from the deductible. After you have met 
the deductible, you move to the initial coverage stage, which is described below. 

Initial coverage stage 

The standard retail and mail order cost shares are listed below.
 
You may get your drugs at network retail pharmacies and mail order pharmacies.
 

Tier One-month 
supply 

Two-month
 supply 

Three-month 
supply 

Tier 1 
(Preferred Generic) $5 copay $10 copay $15 copay 

Tier 2 
(Generic) $20 copay $40 copay $60 copay 

Tier 3 
(Preferred Brand) $47 copay $94 copay $141 copay 

Tier 4 
(Non-Preferred Brand) $97 copay $194 copay $291 copay 

Tier 5 (Specialty Tier) 25% of the cost Not Offered Not Offered 

Coverage gap 
Most Medicare drug plans have a coverage gap (also called the “donut hole”). This 
means that there’s a temporary change in what you will pay for your drugs. The 
coverage gap begins after the total yearly drug cost (including what our plan has paid 
and what you have paid) reaches $3,700. 

After you enter the coverage gap, you pay 40% of the plan’s cost for covered brand 
name drugs and 51% of the plan’s cost for covered generic drugs until your costs total 
$4,950, which is the end of the coverage gap. Not everyone will enter the coverage gap. 

Catastrophic coverage 
After your yearly out-of-pocket drug costs (including drugs purchased through your 
retail pharmacy and through mail order) reach $4,950, you pay the greater of: 
5% of the cost, or $3.30 copay for generic (including brand drugs treated as generic) 
and a $8.25 copayment for all other drugs. 
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COVERAGE GAP 

$325 
DEDUCTIBLE 

(except for 
Tier 1) 

YOU PAY: 
TIER 1 

$5 
TIER 2 

$20 
TIER 3 

$47 
TIER 4 

$97 
TIER 5 

25% 

Until 
$3,700 

total drug 
cost limit 

YOU PAY: 
40% for 

brand names 
51% for 
generics 

Until 
$4,950 
out-of-
pocket 

limit 

YOU PAY 
the greater of: 

Generics: 
$3.30 or 5% 

All other drugs: 
$8.25 or 5% 

Here’s a visual description of our Harbor plan’s Part D coverage. 

1 32 

NOTE: If you reside in a long-term care facility, you pay the same as at a retail pharmacy. 

You may get drugs from an out-of-network pharmacy at the same cost as an 
in-network pharmacy. 

Group Health Cooperative (HMO) has a network of pharmacies. In most cases, your 
prescriptions are covered only if they are filled at network pharmacies. To find a network 
pharmacy, you can look in your Provider and Pharmacy Directory, visit our website 
(medicare.ghc.org), or call Customer Service. Generally, we cover drugs filled at an 
out-of-network pharmacy only when you are not able to use a network pharmacy. 
Coverage under these special situations is limited to a 30-day supply of medication. 
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3 

4 

Section II – Summary of benefits

http://medicare.ghc.org


 
  

  

 
  

  

 

 

 

 

   
 

 

   

   

 

 

 

 

 

 

 

 

 

 

 

 

 

  
    

 
  

 
 

 
 

January 1, 2017–December 31, 2017

Benefit HARBOR 
Cost share and details 

BASIC (No Part D) 
Cost share and details 

Additional benefits
 

Outpatient facility1,2 $300 copay $200 copay 

Ambulatory surgical center 
and outpatient hospital 

Renal dialysis2 20% of the cost 20% of the cost 

Diabetes management1,2 Services—self-management 
training: You pay nothing 

Services—self-management 
training: You pay nothing 

Supplies—Diabetes monitoring 
supplies and Therapeutic shoes/ 
inserts: 20% of the cost 

Supplies—Diabetes monitoring 
supplies and Therapeutic shoes/ 
inserts: 20% of the cost 

Home health care1,2 You pay nothing You pay nothing 

Hospice You pay nothing You pay nothing 
You must use a Medicare-
certified hospice. You may have to pay part of the 

costs for drugs and respite care. 
You may have to pay part of the 
costs for drugs and respite care. 

Chiropractic care 
Spinal manipulation only 

$20 copay $20 copay 

Alternative care Acupuncture: not covered 
Naturopathy: not covered 
Non-spinal chiropractic care: 
not covered 

Acupuncture: not covered 
Naturopathy: not covered 
Non-spinal chiropractic care: 
not covered 

Consulting nurse helpline 
Group Health’s consulting 
nurse service 

You pay nothing You pay nothing 

Quit for Life Program 
Additional counseling to stop 
smoking and tobacco use 

You pay nothing You pay nothing 

1 May require prior authorization. 
2 May require a referral from your doctor. 
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Optional dental benefits (you must pay an extra premium each month for these benefits)
 

Oral health is an important part of your overall 
health. Group Health Cooperative has partnered 
with Delta Dental of Washington to offer you the 
Delta Dental Premier Plan as part of your complete 
Group Health Medicare Advantage HMO plan when 
you choose optional dental benefits. 

This plan doesn’t have an out-of-network benefit but 
lets you choose from a large network of dentists. 
It’s designed to provide you with full coverage 
for your semiannual dental checkups so that 
dental health problems can be detected early. 

COST SHARES PLAN #01000 

Monthly premium	 $54 per member 

$100 per person Deductible (waived on preventive and diagnostic care) 

Annual benefit maximum	 $1,500 per member 

BENEFIT 

Preventive and diagnostic care 
•	 Routine exams and cleanings 

(two per calendar year) 
•	 Fluoride treatment 

(two per calendar year) 
•	 Periodontal cleanings 
•	 Dental X-rays 

Covered at 100% 
You pay $0 

Basic dental expenses 
•	 Fillings/stainless steel crowns Covered at 80% 
•	 Oral surgery You pay 20% 
•	 Endodontics (i.e., root canal treatment) 
•	 Periodontics 

Major expenses 
•	 Crowns, implants, and onlays Covered at 50% 
•	 Dentures, bridges, and partials You pay 50% 
•	 Denture adjustments and relines 

If you have any questions, please call Delta Dental Customer Service 1-877-719-4006
 
(TTY WA Relay 1-800-833-6388), Monday–Friday, 8 a.m.–5 p.m., or visit DeltaDentalWA.com.
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Section II – Summary of benefits

http://DeltaDentalWA.com


Group Health Nondiscrimination Notice 9 
and Language Access Services GroupHealth® 

GROUP HEALTH NONDISCRIMINATION NOTICE 

Group Health Cooperative and Group Health Options, Inc. ("Group Health") comply with applicable Federal civil 
rights laws and do not discriminate on the basis of race, color, national origin, age, disability, or sex. Group Health 
does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex. 

Group Health: 

Provides free aids and services to people with disabilities to communicate effectively with us, such as: 
• Qualified sign language interpreters 
• Written information in other formats (large print, audio, accessible electronic formats, other formats) 

Provides free language services to people whose primary language is not English, such as: 
• Qualified interpreters 
• Information written in other languages 

If you need these services, contact the Group Health Civil Rights Coordinator. 

If you believe that Group 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 with: 
Group Health Civil Rights Coordinator, Group Health Headquarters, 320 Westlake Ave. N., Suite 100, GHQ-E2N, 
Seattle, WA 98109, 206-��8-5819, 206-877-06�5(Fax),complianceoffice@ghc.org. You can file a grievance in 
person or by mail, fax, or email. If you need help filing a grievance, the Group Health Civil Rights Coordinator is 
available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf , or by mail or phone at: U.S. Department of Health and Human 
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 
800-537-7697 (TDD). 

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

LANGUAGE ACCESS SERVICES 

English: ATTENTION: If you speak English, language 
assistance services, free of charge, are available to you. 
Call 1-888-901-�636 (TTY: 1-800-833-6388 or 711 ). 
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CONTACT US 
1-800-446-8882 
TTY WA Relay: 
1-800-833-6388 or 711 

Monday–Friday, 8 a.m.–8 p.m. 
Extended hours 
October 1–February 14, 
7 days a week, 8 a.m.–8 p.m. 

medicare.ghc.org 

Group Health Cooperative is an HMO plan with a Medicare contract. Enrollment in Group Health HMO 
depends on contract renewal. This information is not a complete description of benefits. Contact the 
plan for more information. Limitations, copayments, and restrictions may apply. Benefits, premiums 
and/or co-payments/co-insurance may change on January 1 of each year. You must continue to 
pay your Medicare Part B premium. Other Pharmacies and Providers are available in our network. 
The Formulary, pharmacy network, and/or provider network may change at any time. You will receive 
notice when necessary. 

http://medicare.ghc.org
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