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SECTION 1

Summary of Benefits
January 1, 2016 - December 31,2016

This booklet gives you a summary of what 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."

You have choices about how to get your Medicare prescription drug benefits

+ Onechoice is to get prescription drug coverage through a Medicare Prescription Drug Plan, like Humana
Enhanced (PDP).

+ Another choice is to get your prescription drug coverage through a Medicare Advantage Plan (like an HMO or
PPO) or another Medicare health plan that offers Medicare prescription drug coverage. You get all of your Part A
and Part B coverage, and prescription drug coverage (Part D), through these plans.

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Humana Enhanced (PDP) covers and what you

pay.

« Ifyou 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 http://www.medicare.gov.

« Ifyou want to know more about the coverage and costs of Original Medicare, look in your current "Medicare &
You" handbook. View it online at http://www.medicare.gov or get a copy by calling 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

Sections in this booklet

Things to Know About Humana Enhanced (PDP)
+ Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services
« Prescription Drug Benefits

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

This document may be available in a non-English language. For additional information, call us at 1-800-281-6918.
Es posible que este documento esté disponible en otros idiomas aparte de inglés. Para obtener informacion
adicional, llame al Servicio al Cliente al niumero de teléfono que se indica a continuacion.

Things to Know About Humana Enhanced (PDP)

Hours of Operation

From October 1 to February 14, you can call us 7 days a week from 8:00 a.m. to 8:00 p.m. Local time.
« FromFebruary 15 to September 30, you can call us Monday through Friday from 8:00 a.m. to 8:00 p.m. Local
time.

Humana Enhanced (PDP) Phone Numbers and Website

If you are a member of this plan, call toll-free 1-800-281-6918 .
« Ifyou are not a member of this plan, call toll-free 1-800-706-0872 .
+ Our website: http://www.humana-medicare.com
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SECTION 1 (continued)

Who can join?

To join Humana Enhanced (PDP), you must be entitled to Medicare Part A, and/or be enrolled in Medicare Part B,
and live in our service area.
Our service area includes the following: Indiana, Kentucky.

Which drugs are covered?

You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our website
(http://www.humana-medicare.com). Or, call us and we will send you a copy of the formulary.

How will I determine my drug costs?

Our 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.

Which pharmacies can I use?

We have a network of pharmacies and you must generally use these pharmacies to fill your prescriptions for
covered Part D drugs.

Some of our network pharmacies have preferred cost-sharing. You may pay less if you use these pharmacies.
You can see our plan's pharmacy directory at our website
(http://www.humana.com/Medicare/medicare_prescription_drugs). Or, call us and we will send you a copy of
the pharmacy directory .
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SECTION 2

Summary of Benefits
January 1, 2016 - December 31,2016

Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services

How much is the monthly premium? $63.40 per month.

How much is the deductible? This plan does not have a deductible.

Humanais a stand-alone prescription drug plan with a Medicare contract. Enrollment in this Humana plan
depends on contract renewal

Prescription Drug Benefits

Initial Coverage You pay the following until your total yearly drug costs reach $3,310.
Total yearly drug costs are the total drug costs paid by both you and
our Part D plan.

You may get your drugs at network retail pharmacies and mail order
pharmacies.

Standard Retail Cost-Sharing

Tier One-month supply Three-month supply
Tier 1 (Preferred  $7 copay $21 copay
Generic)
Tier 2 (Generic) ~ $12 copay $36 copay
Tier 3 (Preferred  $47 copay $141 copay
Brand)
Tier 4 50% of the cost 50% of the cost
(Non-Preferred
Brand)
Tier 5 (Specialty  33% of the cost Not Offered

Tier)

Preferred Retail Cost-Sharing

Tier One-month supply Three-month supply
Tier 1 (Preferred  $3 copay $9 copay
Generic)
Tier 2 (Generic)  $7 copay $21 copay
Tier 3 (Preferred  $42 copay $126 copay
Brand)
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SECTION 2 (continued)

Tier 4 44% of the cost 44% of the cost
(Non-Preferred

Brand)

Tier 5 (Specialty  33% of the cost Not Offered

Tier)

Standard Mail Order Cost-Sharing

Tier One-month supply Three-month supply
Tier 1 (Preferred  $7 copay $21 copay
Generic)
Tier 2 (Generic)  $12 copay $36 copay
Tier 3 (Preferred  $47 copay $141 copay
Brand)
Tier 4 50% of the cost 50% of the cost
(Non-Preferred
Brand)
Tier 5 (Specialty  33% of the cost Not Offered

Tier)

Preferred Mail Order Cost-Sharing

Tier One-month supply Three-month supply
Tier 1 (Preferred  $3 copay $0
Generic)
Tier 2 (Generic)  $7 copay $0
Tier 3 (Preferred  $42 copay $116 copay
Brand)
Tier 4 44% of the cost 44% of the cost
(Non-Preferred
Brand)
Tier 5 (Specialty  33% of the cost Not Offered

Tier)
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SECTION 2 (continued)

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, but may pay
more than you pay at an in-network pharmacy

Days' Supply Available

Unless otherwise specified, you can get your Part D medicine in the
following days' supply amounts:

+ One-month supply (up to 30 days)*

« Two-month supply (31 - 60 days)

* Three-month supply (61 - 90 days)

*Long Term Care Pharmacy (one month supply =31 days)

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 $3,310.

After you enter the coverage gap, you pay 45% of the plan's cost for
covered brand name drugs and 58% of the plan's cost for covered
generic drugs until your costs total $4,850, which is the end of the
coverage gap. Not everyone will enter the coverage gap.Under this
plan, you may pay even less for the brand and generic drugs on the
formulary. Your cost varies by tier. You will need to use your formulary
to locate your drug's tier. See the chart that follows to find out how
much it will cost you

Standard Retail Cost-Sharing

Tier Drugs Covered  One-month  Three-month
supply supply
Tier 3 (Preferred  Some $47 copay $141 copay
Brand)
Tier 4 Some $95 copay $285 copay
(Non-Preferred
Brand)
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SECTION 2 (continued)

Preferred Retail Cost-Sharing

Tier Drugs Covered  One-month  Three-month
supply supply
Tier 3 (Preferred  Some $42 copay $126 copay
Brand)
Tier 4 Some $94 copay $282 copay
(Non-Preferred
Brand)

Standard Mail Order Cost-Sharing

Tier Drugs Covered  One-month  Three-month
supply supply
Tier 3 (Preferred  Some $47 copay $141 copay
Brand)
Tier 4 Some $95 copay $285 copay
(Non-Preferred
Brand)

Preferred Mail Order Cost-Sharing

Tier Drugs Covered  One-month = Three-month
supply supply
Tier 3 (Preferred  Some $42 copay $116 copay
Brand)
Tier 4 Some $94 copay $272 copay
(Non-Preferred
Brand)

Days' Supply Available

Unless otherwise specified, you can get your Part D medicine in the
following days' supply amounts:

+ One-month supply (up to 30 days)*

+ Two-month supply (31 - 60 days)

+ Three-month supply (61 - 90 days)

*Long Term Care Pharmacy (one month supply = 31 days)

Catastrophic Coverage After your yearly out-of-pocket drug costs (including drugs purchased
through your retail pharmacy and through mail order) reach $4,850,
you pay the greater of:

« 5% ofthe cost, or
« $2.95 copay for generic (including brand drugs treated as
generic) and a $7.40 copayment for all other drugs
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Humana’s pharmacy network offers limited access to pharmacies with preferred cost sharing in urban areas
of AL, CA, CT, DC, DE, GA, IA, IL, IN, KY, MA, MD, ME, MI, MN, MO, MS, MT, NC, ND, NH, NJ, NY, OH, OR, PA, PR, RI,
SG, SD, TN, VA, VT, WA, WV, WY; suburban areas of AZ, CA, CT, DE, HI, IL, IN, MA, MD, ME, MI, MN, MO, MT, ND,
NH, NJ, NY, OH, OR, PA, PR, RI, VT, WA, WV; and rural areas of AK, DC, IA, MN, MT, ND, NE, SD, VT, WY. There
are an extremely limited number of preferred cost share pharmacies in urban areas in the following states:
CT, MA, MI, MO, MS, NC, NY, OH, RI, SC and VT. 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 pharmacies with preferred cost sharing, please call Member Services at
1-800-281-6918 (TTY: 711) or consult the online pharmacy directory at Humana.com

Humana.









Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our
health or drug plan. To get an interpreter, just call us at 1-800-281-6918. Someone who speaks
English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta
que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete,
por favor llame al 1-800-281-6918. Alguien que hable espafol le podra ayudar. Este es un
servicio gratuito.

Chinese Cantonese: % %t # MY {2 B s W iR bar v g H 8RR, S MRS RBA#Z
Rk, INTEHEEAR . FE(E 1-800-281-6918 . Bifi@ b i A B ESIEatE ), 2
E-ELBERT.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang
mga katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang
makakuha ng tagasaling-wika, tawagan lamang kami sa 1-800-281-6918. Maaari kayong
tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes
vos questions relatives a no tre régime de santé ou d'assurance-médicaments. Pour
accéder au service d'interprétation, il vous suffit de nous appeler au 1-800-281-6918. Un
interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t8i c6 dich v u thdng dich mién phi dé tra | §i cac cau hdi
vé chudng sic khoe va chudng trinh thuGc men. Néu qui vi can th6ng dich
vién xin goi 1-800-281-6918 s& c6 nhan vién noi ti€ng Viét giup d3 qui vi.
DAy 1a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter
1-800-281-6918. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: A= —-IEE"* s Rt A F E EE I SRR =

MU AS 25D Y&UCE £ M| AZ 0] 25} 1',33 313}1 800-281- 6918H'|O§
295 2449 SRS sl el et R L ES et
o= e
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MeanK s'.:_‘._.!‘._’! Qtlllr! ,QEQ _11!_.1. s'_:l_.}j _s':! ?r..t_.»_! M.Q.K?I.Q Q.QQD.QJ]}?QQ E?_?!I hs;_ﬂ. _I:!s'iu.{ HMH @.@.Qli!.!l@.mbl&‘m
ycnyramu nepesog4mkos. HTobbl BOCNonb30BaThes yCayraMu NepesoaqmKka,
no3BoHUTe Ham no TenedoHy 1-800-281-6918. Bam okaxeT NoMoLlb
COTPYAHUK, KOTOPbIW rOBOPUT No-pyccku. aHHasa ycnyra becnnatHas.

Arabic:
Ll 5 o8 Jgan o Aaaally 3Lt Al (i e Aol Aol Ay il Aa il Lo s Ui
Uadd asins 1-800-281-6918 e L Juaiy! (g5 Slle Gl g )88 o e o J ganll
Aglae daadll oda Slaclia 4 jell 421l Siaay L

Hindi: ZATE F=TET A7 237 7 FioT F a1 ® Ao 3T o vy % 59 39 & Prr g e
HEF AT FATT ST 2. TF THIOAT YT F94 F fory, 39 29 1-800-281-6918 7%

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il
numero 1-800-281-6918. Un nostro incaricato che parla Italianovi fornira l'assistenza
necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretagdo gratuitos para responder a qualquer
questdo que tenha acerca do nosso plano de saude ou de medicacdo. Para obter um
intérprete, contacte-nos através do numero 1-800-281-6918. Ird encontrar alguém que
fale o idioma Portugués para o ajudar. Este servigo é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entéprét, jis rele nou nan
1-800-281-6918. Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzystaé
z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-281-6918.
Ta ustuga jest bezptatna.

Japanese: ML BEFGRMR L e WA 7 7 iz T 2 ZHEMIcBE 2 T30 12
EROBFRY— 2SN ET 20T, BRE BT 3114,1-800-281-6918
WHBEHLLE L, HZ&:E{%&—E?A% ﬁﬁjﬁb ?**L_%_j‘ __jftt;lzﬁﬂmﬁ-— o
T
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