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Let’s review your
2027 plan changes

Thank you for trusting Humana with your Humana Value
Choice (PPO) for 2026. Inside, you'll find the Annual Notice of
Change, which shows you important plan changes.

We’'re here to make it easier for you to navigate your
benefits. Though some benefits are changing, we’ve listened
to our members and focused on protecting what matters
most. We are committed to stable coverage, individualized
care and the trust of members, providers and communities
we serve.

Essential benefits you can count on

S % g

Dental, vision $0 primary $0 preventive
and hearing care copays* care screenings*

A closer look at your 2027 plan changes

Get a personalized, interactive look at what’s changing with
your 2027 plan. We're providing all the details you need to
renew with confidence.

No action needed to keep
your plan.

Upcoming dates
to explore your options:

» Today

New! Compare your 2026
and 2027 plan details at
Humana.com/Renewal

e October 15
Medicare Open
Enrollment begins

e December?7
Last day for Open
Enrollment

¢ January 1l
Plan changes take
effect

mEyem  Here’s what you can do next

I-l:'p:'. '\."-'FI

I-‘11 ¥ For your complete, personalized view, scan the QR code to
I‘El;p,,.-. i sign in or sign up for MyHumana or visit

Humana.com/Renewal

If you’d like to keep your current plan, no action is needed.

Your plan will renew on January 1, 2027.

*Applies to covered services from in-network providers.


www.Humana.com/Renewal
www.Humana.com/Renewal

Humana Value Choice (PPO) offered by Humana Insurance Company
Annual Notice of Change for 2027

You're enrolled as a member of HumanaChoice Florida H5216-304 (PPO).
This material describes changes to your 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 HumanaChoice Florida H5216-304 (PPO).

+ To change to a different plan, visit Medicare.gov or review the list in the back of your Medicare & You 2027
handbook.

« Note thisis only a summary of changes. More information about costs, benefits, and rules is in the Evidence of
Coverage. Get a copy at Humana.com/PlanInformation or call Customer Care at 800-457-4708 (TTY users
call 711) to get a copy by mail.

More Resources
« This materialis available for free in Spanish.

« Call Customer Care at 800-457-4708 (TTY users call 711.) Hours are 8 a.m. to 8 p.m. seven days a week from
October 1 -March 31 and 8 a.m. to 8 p.m. Monday-Friday from April 1 - September 30. This call is free.

« Thisinformation is available in different formats, including braille, large print, and audio. Please call Customer
Care at the number listed above if you need plan information in another format.

About Humana Value Choice (PPO)

+ Humana Value Choice (PPO) is a Medicare Advantage PPO organization with a Medicare contract. Enrollment
in any Humana plan depends on contract renewal.

+ When this material says "we," "us," or "our," it means Humana Insurance Company. When it says "plan" or
"our plan," it means Humana Value Choice (PPO).

« Out-of-network/non-contracted providers are under no obligation to treat Humana Value Choice (PPO)
members, except in emergency situations. Please call our Customer Care number or see your Evidence of
Coverage for more information, including the cost-sharing that applies to out-of-network services.

« OnlJanuary 1,2027, Humana Insurance Company will be combining HumanaChoice Florida H5216-304
(PPO) with one of our plans, Humana Value Choice (PPO). This material tells you about the differences
between your current benefits in HumanaChoice Florida H5216-304 (PPO) and the benefits you will have on
January 1, 2027 as a member of Humana Value Choice (PPO).

« If you do nothing by December 7, 2026, you’ll automatically be enrolled in Humana Value Choice
(PPO). Starting January 1, 2027, you'll get your medical and drug coverage through Humana Value Choice
(PPO). Go to Section 2 for more information about how to change plans and deadlines for making a change.

H5216_ANOC_MAPD PPO 304000072000 2027 M
OMB Approval 0938-1051 (Expires: July 31, 2029)
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Summary of Important Costs for 2027

2026 (this year)

2027 (next year)

In-Network

Out-of-Network

In-Network

Out-of-Network

Monthly plan premium*

*Your premium can be higher
than this amount. Go to
Section 1.1 for details.

$0

$0

Maximum out-of-pocket
amount

This is the most you'll pay out
of pocket for covered Part A
and Part B services. (Go to
Section 1.2 for details.)

From network
providers: $4,700

From network and
out-of-network
providers
combined: $8,900

From network
providers: $5,600

From network and
out-of-network
providers
combined: $9,100

Primary care office visits  |$0 copayment per [$55 copayment per |$0 copayment per [$65 copayment per
visit visit visit visit

Specialist office visits $30 copayment per [$65 copayment per |$40 copayment per |$65 copayment per
visit visit visit visit

Inpatient hospital stays  |$425 copayment  |$495 copayment  [$290 copayment  [$495 copayment

o per day fordays 1 - |per day fordays 1 - |per day for days 1 - |per day for days 1 -

Includes various inpatient |4 27 6 27

hospital stays such as acute

care, rehabilitation and $0 copayment per |$0 copayment per |$0 copayment per |$0 copayment per

long-term care. Aninpatient
hospital stay starts the day
you're formally admitted
with a doctor’s order and
ends the day before you're
discharged.

day fordays 5 -90

day fordays 28 - 90

day fordays 7-90

day for days 28 - 90

Part D drug coverage

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

Not all tiers may include
insulin. Please refer to your
Prescription Drug Guide to
confirminsulin coverage.

Part D drug coverage deductible

$0 for Tier 1, Tier 2, and Tier 3

$615 for Tier 4 and Tier 5; except for
covered insulin products and most adult
Part D vaccines

Part D drug coverage deductible

$0 for Tier 1, Tier 2, and Tier 3

$700 for Tier 4 and Tier 5; except for
covered insulin products and most adult
Part D vaccines
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2026 (this year)

In-Network Out-of-Network

2027 (next year)
In-Network Out-of-Network

Copayment/Coinsurance during the
Initial Coverage Stage:

Copayment/Coinsurance during the
Initial Coverage Stage:

For a 30-day supply from a retail
pharmacy:

« DrugTier 1: $0

You pay no more than $0 per month
supply of each covered insulin
product on this tier.

« DrugTier 2: $5

You pay no more than 25% up to $5
per month supply of each covered
insulin product on this tier.

« DrugTier 3: $47

You pay no more than 25% up to
$35 per month supply of each
covered insulin product on this tier.

 DrugTier 4: 46%

You pay no more than 25% up to
$35 per month supply of each
covered insulin product on this tier.

« DrugTier5:25%

You pay no more than 25% up to
$35 per month supply of each
covered insulin product on this tier.

For a 30-day supply from a retail
pharmacy:

« Drug Tier 1: $0

You pay no more than $0 per month
supply of each covered insulin
product on this tier.

« Drug Tier 2: $10

You pay no more than 16% up to
$10 per month supply of each
covered insulin product on this tier.

* Drug Tier 3:17%

You pay no more than 17% up to
$35 per month supply of each
covered insulin product on this tier.

* Drug Tier 4:50%

You pay no more than 25% up to
$35 per month supply of each
covered insulin product on this tier.

* Drug Tier 5:25%

You pay no more than 25% up to
$35 per month supply of each
covered insulin product on this tier.
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2026 (this year)
In-Network Out-of-Network

2027 (next year)

In-Network Out-of-Network

For a 100-day supply from a mail-order
pharmacy with preferred cost-sharing:

« DrugTier 1: $0

You pay no more than $0 per
3-month supply of each covered
insulin product on this tier.

« DrugTier2: $0

You pay no more than $0 per
3-month supply of each covered
insulin product on this tier.

« DrugTier 3: $131

You pay no more than 25% up to
$95 per 3-month supply of each
covered insulin product on this tier.

 DrugTier 4: 46%

You pay no more than 25% up to
$105 per 3-month supply of each
covered insulin product on this tier.

« DrugTier 5: Not available

For a 100-day supply from a mail-order
pharmacy with preferred cost-sharing:

« Drug Tier 1: $0

You pay no more than $0 per
3-month supply of each covered
insulin product on this tier.

« Drug Tier 2: $0

You pay no more than $0 per
3-month supply of each covered
insulin product on this tier.

* Drug Tier 3:15%

You pay no more than 15% up to
$105 per 3-month supply of each
covered insulin product on this tier.

* Drug Tier 4:50%

You pay no more than 25% up to
$105 per 3-month supply of each
covered insulin product on this tier.

* Drug Tier 5: Not available
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2026 (this year)

In-Network Out-of-Network

2027 (next year)
In-Network Out-of-Network

For a 100-day supply from a mail-order
pharmacy with standard cost-sharing:

« DrugTier 1: $30

You pay no more than 25% up to
$30 per 3-month supply of each
covered insulin product on this tier.

« DrugTier 2: $60

You pay no more than 25% up to
$60 per 3-month supply of each
covered insulin product on this tier.

« DrugTier 3: $141

You pay no more than 25% up to
$105 per 3-month supply of each
covered insulin product on this tier.

 DrugTier 4: 46%

You pay no more than 25% up to
$105 per 3-month supply of each
covered insulin product on this tier.

« DrugTier 5: Not available

For a 100-day supply from a mail-order
pharmacy with standard cost-sharing:

« Drug Tier 1: $30

You pay no more than 25% up to
$30 per 3-month supply of each
covered insulin product on this tier.

« Drug Tier 2: $60

You pay no more than 16% up to
$60 per 3-month supply of each
covered insulin product on this tier.

* Drug Tier 3:17%

You pay no more than 17% up to
$105 per 3-month supply of each
covered insulin product on this tier.

* Drug Tier 4:50%

You pay no more than 25% up to
$105 per 3-month supply of each
covered insulin product on this tier.

* Drug Tier 5: Not available

Catastrophic Coverage:

During this payment stage, you pay
nothing for your covered Part D drugs
and for excluded drugs that are covered
under our enhanced benefit.

Catastrophic Coverage:

During this payment stage, you pay
nothing for your covered Part D drugs
and for excluded drugs that are covered
under our enhanced benefit.
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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 $0 %0
(You must also continue to pay your
Medicare Part B premium.)

Part B premium reduction $0 $3.40
This amount will be deducted from
your Part B premium. This means
you'll pay less for Part B.

Factors that could change your Part D Premium Amount

« 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.

« Higher Income 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.

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 (MOOP) amount. Once you've paid this amount, you generally pay nothing for covered
Part A and Part B services for the rest of the calendar year.

2026 (this year) 2027 (next year)
In-network maximum out-of-pocket $4,700 $5,600
amount

Once you've paid $5,600

Your costs for covered medical services out-of-pocket for covered Part A
(such as copayments) from network and Part B services, you'll pay
providers count toward your in-network nothing for your covered Part A
maximum out-of-pocket amount. Your costs and Part B services from network
for prescription drugs don't count toward providers for the rest of the
your maximum out-of-pocket amount. calendar year.
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Cost 2026 (this year) 2027 (next year)

Combined maximum out-of-pocket $8,900 combined in-network $9,100 combined in-network

amount and out-of-network and out-of-network

Your costs for covered medical services Once you've paid $9,100

(such as copayments) from in-network and out-of-pocket for covered Part A

out-of-network providers count toward your and Part B services, you'll pay

combined maximum out-of-pocket amount. nothing for your covered Part A

Your costs for outpatient prescription drugs and Part B services from

don't count toward your maximum in-network or out-of-network

out-of-pocket amount for medical services. providers for the rest of the
calendar year.

Section 1.3 Changes to the Provider Network

Our network of providers has changed for next year. Starting October 15, 2026 you can review the 2027 Provider
Directory Humana.com/FindCare to see if your providers (primary care provider, specialists, hospitals, etc.) arein
our network. Here’s how to get an updated Provider Directory:

« Visit our website at Humana.com/FindCare.

« Call Customer Care at 800-457-4708 (TTY users call 711) to get current provider information or to ask us to
mail you a Provider 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 800-457-4708 (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. Starting October 15, 2026 you can review the 2027 Provider
Directory Humana.com/FindCare to see which pharmacies are in our network. Here’s how to get an updated
Provider Directory:

« Visit our website at Humana.com/FindCare.

« Call Customer Care at 800-457-4708 (TTY users call 711) to get current pharmacy information or to ask us to
mail you a Provider 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 800-457-4708 (TTY users call 711) for help.



www.Humana.com/FindCare
www.Humana.com/FindCare
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www.Humana.com/FindCare
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Section 1.5

Changes to Benefits & Costs for Medical Services

Services received at Rural Health Clinics, Federally Qualified Health Clinics, and Critical Access Hospitals may be
subject to the Primary Care Physician or Specialist copay or coinsurance, as applicable, for 2027.

2026 (this year)

2027 (next year)

In-Network Out-of-Network In-Network Out-of-Network
Abdominal aortic aneurysm
screening
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment
cost
- atafreestanding $0 copayment 50% of thetotal  |No Change $0 copayment
radiology facility cost
- atahospital facility as - |$0 copayment 50% of thetotal  |No Change $0 copayment
an outpatient cost
Acupuncture for chronic  |$0 copayment for |$0 copayment for |$5 copayment for |$5 copayment for
low back pain acupuncturefor  |acupuncturefor  |acupuncturefor  |acupuncture for
chroniclow back |chroniclow back  [chroniclow back  |chronic low back
painvisitsup to 20 |painvisitsup to 20 [painvisits up to 20 [pain visits up to 20
visit(s) per year. visit(s) per year. visit(s) per year. visit(s) per year.
Benefits received Benefits received
out-of-network are out-of-network are
subject to any subject to any
in-network benefit in-network benefit
maximums, maximums,
limitations, and/or limitations, and/or
exclusions. exclusions.
Acupuncture (routine) $0 copayment for  |Thein-network $5 copayment for  |$5 copayment for
acupuncture visits  |provider mustbe  [acupuncture visits |acupuncture visits
up to 25 visit(s) per |used for this up to 12 visit(s) per |up to 12 visit(s) per
year. service. year. year.
If you choose to Benefits received
utilize another out-of-network are
provider, you are subject to any
responsible for all in-network benefit
charges. maximumes,
limitations, and/or
exclusions.
Allergy shots and serum
» For Medicare-covered
allergy shots and serum,
you pay:
- atyourprimary care  |$0 copayment $0 copayment No Change 50% of the total
provider's office cost
- ataspecialist's office  |$0 copayment $0 copayment No Change 50% of the total

cost
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2026 (this year)

2027 (next year)

In-Network Out-of-Network In-Network Out-of-Network
Ambulance services
- Foreach $240 copayment  |$240 copayment  [$325 copayment  |$325 copayment
Medicare-covered per date of service |perdate of service |per date of service |per date of service
emergency transportation
by ground, you pay:
Annual wellness visit
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
Cardiac rehabilitation
services
- ataspecialist's office  |$30copayment  |$65 copayment  |$15 copayment  |{50% of the total
cost
- atahospital facility as  [$30 copayment  |50% of thetotal ~ |$15 copayment  [No Change
an outpatient cost
Cardiovascular disease risk
reduction visit (therapy for
cardiovascular disease)
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
Cardiovascular disease
testing
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment
cost
- atafreestanding $0 copayment 50% of thetotal  |No Change $0 copayment
laboratory facility cost
- atahospital facility as - |$0 copayment 50% of thetotal  |No Change $0 copayment
an outpatient cost
Cervical and vaginal cancer
screening
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment
cost
Continuous Glucose Monitor
- atadurable medical  |$0 copayment 30% of thetotal  |No Change 50% of the total
equipment provider cost cost
- atapreferred Not Applicable Not Applicable $0 copayment Not Applicable
pharmacy
- atanetwork retail $0 copayment 30%ofthetotal  |NoChange 50% of the total
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2026 (this year) 2027 (next year)
In-Network Out-of-Network In-Network Out-of-Network
pharmacy cost cost
Dental services
+ For Medicare-covered $30 copayment $65 copayment $40 copayment No Change
dental services at a
specialist's office, you pay:
+ Supplemental dental DENF62 DENF62 DENA10 DENA10
benefits: Plan coversupto  |Plancoversupto  |$0 copayment for {$0 copayment for
$1,000 allowance |$1,000 allowance |comprehensive oral [comprehensive oral

every year for
non-Medicare
covered preventive
and comprehensive
dental services.
You are responsible
for any amount
above the dental
coverage limit.

Any amount
unused at the end
of the year will
expire.

Your benefit can be
used for most
dental treatments
such as:

Preventive dental
services, such as
exams, routine
cleanings, etc.
Basic dental
services, such as
fillings, extractions,
etc.

Major dental
services, such as
periodontal scaling,
crowns, dentures,
root canals, bridges
etc.

30% coinsurance
applies to dentures.
30% - 40%
coinsurance applies
to bridges and
crowns.

Frequency limits

may apply.

every year for
non-Medicare
covered preventive
and comprehensive
dental services.
You are responsible
for any amount
above the dental
coverage limit.

Any amount
unused at the end
of the year will
expire.

Your benefit can be
used for most
dental treatments
such as:

Preventive dental
services, such as
exams, routine
cleanings, etc.
Basic dental
services, such as
fillings, extractions,
etc.

Major dental
services, such as
periodontal scaling,
crowns, dentures,
root canals, bridges
etc.

30% coinsurance
applies to dentures.
30% - 40%
coinsurance applies
to bridges and
crowns.

Frequency limits

may apply.

evaluation or
periodontal exam
uptolevery3
years.

$0 copayment for
panoramic film or
diagnostic x-rays
uptolevery5
years.

$0 copayment for
necessary nitrous
oxide/analgesia
with covered
serviceupto 1
unit(s) per visit.

$0 copayment for
bitewing x-rays up
to 1 per year.

$0 copayment for
emergency
diagnostic exam,
periodic oral exam,
prophylaxis
(cleaning) up to 2
per year.

$0 copayment for
periodontal
maintenance up to
4 per year.

$25 copayment for
amalgam and/or
composite filling up
to 2 per year.

$500 combined
maximum benefit
coverage amount
per year for all
diagnostic/preventi
veand

evaluation or
periodontal exam
uptolevery3
years.

$0 copayment for
panoramic film or
diagnostic x-rays
uptolevery5
years.

$0 copayment for
necessary nitrous
oxide/analgesia
with covered
serviceupto 1
unit(s) per visit.

$0 copayment for
bitewing x-rays up
to 1 per year.

$0 copayment for
emergency
diagnostic exam,
periodic oral exam,
prophylaxis
(cleaning) up to 2
per year.

$0 copayment for
periodontal
maintenance up to
4 per year.

$25 copayment for
amalgam and/or
composite filling up
to 2 per year.

$500 combined
maximum benefit
coverage amount
per year for all
diagnostic/preventi
veand
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2026 (this year) 2027 (next year)
In-Network Out-of-Network In-Network Out-of-Network
Note: The Note: The comprehensive comprehensive
allowance cannot  |allowance cannot  |benefits. benefits.
be used on fluoride, |be used on fluoride, Benefits received
cosmetic services |cosmetic services out-of-network are
and implants. and implants. subject to any
Benefits received in-network benefit
out-of-network are maximumes,
subject to any limitations, and/or
in-network benefit exclusions.
maximums,
limitations, and/or
exclusions.
Depression screening
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
Diabetes screening
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment
cost
- atafreestanding $0 copayment 50% of thetotal  |No Change $0 copayment
laboratory facility cost
- atahospital facility as - |$0 copayment 50% of thetotal  |No Change $0 copayment
an outpatient cost
Diabetes self-management
training, diabetic services
and supplies
« For Medicare-covered
diabetes
self-management
training, you pay:
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment
cost
- atahospital facility as - |$0 copayment 50% of thetotal  |No Change $0 copayment
an outpatient cost
EKG screening
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment

cost
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2026 (this year)

2027 (next year)

fitting/evaluation,
routine hearing
exams up to 1 per
year.

$1,000 combined
maximum benefit
coverage amount
for both OTC
hearing aids,
prescription hearing
aids (all types) up to
2 every 3 years.

for
fitting/evaluation,
routine hearing
exams up to 1 per
year.

$1,000 combined
allowance amount
with a25%
reduction for out of
network ($750 out
of network
allowance) for both
OTC hearing aids,
prescription hearing
aids (all types) up to
2 every 3 years.
Benefits received
out-of-network are
subject to any
in-network benefit
maximums,
limitations, and/or
exclusions.

fitting, routine
hearing exams up
to 1 per year.

$0 copayment for
follow-up provider
visits up to 3 per
year.

$499 copayment
foreach Level 1
prescription hearing
aid upto 1 per ear
per year.

$725 copayment
foreach Level 2
prescription hearing
aid upto 1 per ear
per year.

Note: Includes 3
years of batteries
per
non-rechargeable
aid (up to 60 cells
per ear, per year)
and 3 year
warranty.

One fitting and
three follow-up
provider visits
during first year
following hearing
aid purchase, with
the original
provider.

In-Network Out-of-Network In-Network Out-of-Network
- atahospital facility as - |$0 copayment 50% of thetotal  |No Change $0 copayment
an outpatient cost
Hearing services
+ For Medicare-covered $30 copayment $65 copayment $40 copayment No Change
hearing services at a
specialist's office, you pay:
« Supplemental hearing HER833 HER833 HER127 HER127
benefits: $0 copayment for  |25% coinsurance  |$0 copayment for  {95% coinsurance

for routine hearing
exams up to 1 per
year.

95% coinsurance
forfittingup to 1
per year.

95% coinsurance
for follow-up
provider visits up to
3 peryear.

95% coinsurance
foreach
prescription hearing
aid upto 1 per ear
per year.

Member is required
to pay the full cost
at the time of
service when
utilizing an
out-of-network
provider.

To receive
reimbursement
from Humana for
eligible
items/services, the
member must
submit required
documentation.
Reimbursement will
be limited toup to
5% of the allowed
amount on eligible
items/services.
Benefits received
out-of-network are
subject to any
in-network benefit
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2026 (this year) 2027 (next year)
In-Network Out-of-Network In-Network Out-of-Network
maximums,
limitations, and/or
exclusions.
HIV screening
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment
cost
- atafreestanding $0 copayment 50% of thetotal  |No Change $0 copayment
laboratory facility cost
- atahospital facility as - |$0 copayment 50% of thetotal ~ |No Change $0 copayment
an outpatient cost

Inpatient hospital care

- ForaMedicare-covered  |$425 copayment  |$495 copayment  [$290 copayment  [No Change
stay at a hospital, you pay: |per day for days 1 - |per day fordays 1 - |per day fordays 1 -

4 27 6

$0 copayment per |$0 copayment per |$0 copayment per
day fordays 5-90 |day fordays 28 - 90 |day for days 7 - 950

Inpatient mental health
care

- ForaMedicare-covered  |$425 copayment  |$495 copayment  [$290 copayment  [No Change

stay at a hospital, you pay: |per day for days 1 - |per day fordays 1 - |per day fordays 1 -

4 27 6

$0 copayment per |$0 copayment per |$0 copayment per

day fordays 5-90 |day fordays 28 - 90 |day for days 7 - 950

- ForaMedicare-covered  |$425 copayment  |$495 copayment  [$290 copayment  [No Change

stay at aninpatient per day fordays 1 - |perday fordays1- |perday fordays1 -
psychiatric facility, you b4 27 5
pay: $0 copayment per |$0 copayment per |$0 copayment per
day fordays 5-90 |day fordays 28 - 90 |day for days 6 - 950
Meal Program - Humana  (Covered The in-network Not Covered Not Covered
Well Dine® provider must be
used for this
service.

If you choose to
utilize another
provider, you are
responsible for all

charges.
Uniformity Flexibility Not Covered Not Covered Covered Covered
Nutritional Benefit -
Humana Well Dine®

Medical nutrition therapy
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2026 (this year)

2027 (next year)

In-Network Out-of-Network In-Network Out-of-Network
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment
cost
- atahospital facility as - |$0 copayment 50% of thetotal  |No Change $0 copayment
an outpatient cost
Medicare Part B
prescription drugs
« For Medicare Part B insulin
drugs, you pay:
- atyourprimarycare  [20% of thetotal ~ |20% of thetotal ~ [No Change 50% of the total
provider's office cost cost cost
$35 maximum $35 maximum $35 maximum
out-of-pocket per  |out-of-pocket per out-of-pocket per
month month month
- ataspecialist'soffice  [20% of thetotal ~ |20% of thetotal ~ [No Change 50% of the total
cost cost cost
$35 maximum $35 maximum $35 maximum
out-of-pocket per  |out-of-pocket per out-of-pocket per
month month month
- atahospital facility as  {20% of the total ~ |20% of thetotal ~ [No Change 50% of the total
an outpatient cost cost cost
$35 maximum $35 maximum $35 maximum
out-of-pocket per  |out-of-pocket per out-of-pocket per
month month month
Obesity screening and
therapy to promote
sustained weight loss
- atyourprimary care  |$0 copayment 50% of thetotal  [No Change $0 copayment
provider's office cost
Opioid treatment program
services
« Foreach
Medicare-covered opioid
treatment services visit,
you pay:
- atahospital facility as  [$35 copayment  |50% of thetotal ~ [$30 copayment No Change
an outpatient cost

Outpatient diagnostic
tests, therapeutic services
and supplies

« For diagnostic procedures
and tests, you pay:
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- atyour primary care
provider's office

- ataspecialist's office

- atahospital facility as
an outpatient

- atanurgent care
center

« For basic radiological

services, you pay:

- atyour primary care
provider's office

- ataspecialist's office

- atahospital facility as
an outpatient

- atafreestanding
radiology facility

- atanurgent care
center

« For radiation therapy, you

pay:
- ataspecialist's office

- atafreestanding
radiology facility

« For nuclear medicine

services, you pay:

- atafreestanding
radiology facility

« Forsleep study services,

you pay:
- ataspecialist's office

- atahospital facility as
an outpatient

« Forwound care, you pay:

- atahospital facility as
an outpatient

« Forlab services, you pay:

- atyour primary care
provider's office

2026 (this year)

In-Network
$0 copayment

$30 copayment
$225 copayment

$15 copayment

$0 copayment
$30 copayment
$15 copayment
$0 copayment

$15 copayment

$30 copayment

$0 copayment

$50 copayment

$50 copayment

$225 copayment

$30 copayment

$0 copayment

Out-of-Network
$55 copayment

$65 copayment

50% of the total
cost

$65 copayment

$55 copayment
$65 copayment
50% of the total

cost

50% of the total
cost

$65 copayment

$65 copayment

$65 copayment

50% of the total
cost

50% of the total
cost

50% of the total
cost

$65 copayment

$55 copayment

2027 (next year)

In-Network
No Change

$40 copayment

20% of the total
cost

No Change

No Change

$40 copayment
20% of the total
cost

$40 copayment

No Change

$40 copayment

$40 copayment

$200 copayment

$185 copayment

20% of the total
cost

$40 copayment

No Change

Out-of-Network
$65 copayment

No Change
No Change

$15 copayment

$65 copayment
50% of the total
cost

No Change

No Change

$15 copayment

50% of the total
cost

No Change

No Change

No Change

No Change

50% of the total
cost

50% of the total
cost
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2026 (this year) 2027 (next year)
In-Network Out-of-Network In-Network Out-of-Network
- ataspecialist's office  |$0 copayment $65 copayment No Change 50% of the total
cost
- atanurgent care $15 copayment  |$65 copayment  |$0 copayment $15 copayment
center
Outpatient hospital
observation
« Foreach
Medicare-covered
observation services visit,
you pay:
- at ahospital facility as  {$425 copayment  |$495 copayment  {$290 copayment  [No Change
an outpatient
Outpatient mental health
care
« Foreach
Medicare-covered
individual/group therapy
visit, you pay:
- atahospital facility as  [$35 copayment  |50% of thetotal ~ [$30 copayment No Change
an outpatient cost
Outpatient rehabilitation
services
» For Medicare-covered
physical therapy, you pay:
- ataspecialist's office  |$10 copayment  |$55 copayment  |$50 copayment  |{50% of the total
cost
- ataComprehensive  |$10 copayment  |$55 copayment  |$50 copayment  |{50% of the total
Outpatient cost
Rehabilitation Facility
(CORF)
- atahospital facility as  [$30 copayment  |50% of thetotal | $40 copayment No Change
an outpatient cost
» For Medicare-covered
occupational therapy, you
pay:
- ataspecialist's office  |$10 copayment  |$55 copayment  |$50 copayment  |{50% of the total
cost
- ataComprehensive  |$10 copayment  |$55 copayment  |$50 copayment  |{50% of the total
Outpatient cost

Rehabilitation Facility
(CORF)
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2026 (this year) 2027 (next year)
In-Network Out-of-Network In-Network Out-of-Network
- atahospital facility as  [$30 copayment  |50% of thetotal | $40 copayment No Change
an outpatient cost
« For Medicare-covered
speech/language therapy,
you pay:
- ataspecialist's office  |$10 copayment  |$55 copayment  |$50 copayment  |{50% of the total
cost
- ataComprehensive  |$10 copayment  |$55 copayment  |$50 copayment  |{50% of the total
Outpatient cost
Rehabilitation Facility
(CORF)
- atahospital facility as  [$30 copayment  |50% of thetotal | $40 copayment No Change
an outpatient cost
Outpatient substance
abuse services
« Foreach
Medicare-covered
individual/group therapy
visit, you pay:
- atahospital facility as  [$35 copayment  |50% of thetotal ~ [$30 copayment No Change
an outpatient cost
Outpatient surgery,
including services provided
at hospital outpatient
facilities and ambulatory
surgical centers
« Foreach
Medicare-covered surgical
services visit, you pay:
— ataprimary care $0 copayment $55 copayment  [No Change $65 copayment
provider's office
- ataspecialist's office  {$30 copayment $65 copayment $40 copayment No Change
- atanambulatory $125 copayment  |50% of thetotal ~ {$250 copayment  [No Change
surgical facility cost
- atahospital facility as  [$225 copayment  |50% of thetotal ~ [$350 copayment  [No Change
an outpatient cost
Over-the-counter (0TC) $50 quarterly The in-network Not Covered Not Covered
Allowance allowancetobuy  |provider must be
approved used for this
over-the-counter  |[service.

health and wellness
products available
through our OTC

If you choose to
utilize another
provider, you are
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2026 (this year)

2027 (next year)

In-Network Out-of-Network In-Network Out-of-Network

Mail Order provider. |responsible for all
Unused amount  |charges.
rolls over to the
next quarter and
expires at the end
of the plan year.

Physical exam (routine)

- atyourprimary care  |$0 copayment, 50% of thetotal  |No Change $0 copayment,
provider's office limit 1 combined  |cost, limit 1 limit 1 combined
in-network and combined in-network and
out-of-network in-network and out-of-network
visit(s) per year out-of-network visit(s) per year
visit(s) per year

Podiatry services

« Foreach

Medicare-covered visit

(medically necessary foot

care), you pay:

- ataspecialist's office  {$30 copayment $65 copayment $40 copayment No Change
Post-discharge personal  |Covered The in-network Not Covered Not Covered
home care provider must be

used for this
service.
If you choose to
utilize another
provider, you are
responsible for all
charges.
Prostate cancer screening
exams

- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment

provider's office cost

- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment

cost
Physician/Practitioner
services, including doctor's
office visits
« Foreach office visit for

Medicare-covered

services, you pay:

- atyour primary care  |$0 copayment $55 copayment  |No Change $65 copayment

provider's office

- ataspecialist's office  {$30 copayment $65 copayment $40 copayment No Change
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2026 (this year)

2027 (next year)

In-Network Out-of-Network In-Network Out-of-Network
- foraspecialist’s $30 copayment Not Applicable $40 copayment Not Applicable
office-virtual visit
Pulmonary rehabilitation
services
- ataspecialist's office  [$15 copayment $65 copayment No Change 50% of the total
cost
Screening and counseling
to reduce alcohol misuse
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
Screening for lung cancer
with low dose computed
tomography (LDCT)
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment
cost
- atafreestanding $0 copayment 50% of thetotal  |No Change $0 copayment
radiology facility cost
- atahospital facility as  |$0 copayment 50% of thetotal  |No Change $0 copayment
an outpatient cost
Screening for sexually
transmitted infections
(STIs) and counseling to
prevent STIs
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
Services to treat kidney
disease
« Forkidney disease
education services, you
pay:
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment
cost
SilverSneakers® fitness Not Covered Not Covered $0 copayment for  |95% coinsurance
program SilverSneakers®.  |for out-of-network
The fitness program | fitness centers.
includes accessto |Member is required
participating to pay the full cost
locations and at the time of
signature group service when
exercise classes led |utilizing an

by certified

out-of-network
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2026 (this year) 2027 (next year)
In-Network Out-of-Network In-Network Out-of-Network
instructors. fitness center.
This benefit also Toreceive
connectsyoutoa |reimbursement
support network  |from Humana for
and virtual eligible
resources through |items/services, the
live classes, member must
on-demand videos |submit required
and througha documentation.
mobile app. Reimbursement will
Goto be limited toup to
SilverSneakers.com 5% of the allowed
to learn more about |amount on eligible
your benefit. items/services.
Benefits received
out-of-network are
subject to any
in-network benefit
maximums,
limitations, and/or
exclusions.
Skilled nursing facility
(SNF) care
« ForaMedicare-covered  |$0 copayment per [$250 copayment  [No Change $250 copayment
stay at askilled nursing  |day fordays1-20 |perday fordays1- per day for days 1 -
facility, you pay: $160 copayment |58 100
per day fordays 21 |$160 copayment
-100 per day for days 59
-100
Smoking and tobacco use
cessation (counseling to
stop smoking or tobacco
use)
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment
cost
Supervised Exercise
Therapy (SET)
- ataspecialist's office  |$25 copayment  |$65 copayment  |$15 copayment  |{50% of the total
cost
- atahospital facility as  [$25 copayment  |50% of thetotal ~ |$15 copayment  [No Change
an outpatient cost

Urgently needed services
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2026 (this year)

2027 (next year)

In-Network Out-of-Network In-Network Out-of-Network
« For Medicare-covered
urgently needed services,
you pay:
- atyourprimary care  |$0 copayment $55 copayment  [No Change $65 copayment
provider's office
- ataspecialist's office  {$30 copayment $65 copayment $40 copayment No Change
Virtual Cardiac Recovery  |Not Covered Not Covered $0 copayment for a {95% coinsurance
Program (Uniformity virtual cardiac for avirtual cardiac
Flexibility Benefit) recovery program  |recovery program
delivered via delivered via
telehealth, with up |telehealth, with up
to 36 covered to 36 covered
sessions to support [sessions to support
recovery and recovery and
reduce theriskof  |reduce the risk of
hospital hospital
readmission. readmission.
Coverageis Coverageis
available available

Post-Inpatient stay
for members with
Congestive Heart
Failure (CHF),
Hypertension,
Pneumonia or
Respiratory Illness.

Post-Inpatient stay
for members with
Congestive Heart
Failure (CHF),
Hypertension,
Pneumonia or
Respiratory Illness.
Member is required
to pay the full cost
at the time of
service when
utilizing an
out-of-network
provider.
Toreceive
reimbursement
from Humana for
eligible
items/services, the
member must
submit required
documentation.
Reimbursement will
be limited toup to
5% of the allowed
amount on eligible
items/services.
Benefits received
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per year for routine
exam.

$75 maximum
benefit coverage
amount per year for
contact lenses or
eyeglasses-lenses
and frames, fitting
for
eyeglasses-lenses
and frames.

OR

$150 maximum
benefit coverage
amount per year at
PLUS Provider for
contact lenses or
eyeglasses-lenses
and frames, fitting
for
eyeglasses-lenses
and frames.

per year for routine
exam.

$75 combined
maximum benefit
coverage amount
per year for contact
lenses or
eyeglasses-lenses
and frames, fitting
for
eyeglasses-lenses
and frames.
Eyeglass lens
options may be
available with the
maximum benefit
coverage amount
up to 1 pair per
year.

Maximum benefit
coverage amountis
limited to one time

per year for routine
exam.

$100 maximum
benefit coverage
amount per year for
contact lenses or
eyeglasses-lenses
and frames, fitting
for
eyeglasses-lenses
and frames.

OR

$200 maximum
benefit coverage
amount per year at
PLUS Provider for
contact lenses or
eyeglasses-lenses
and frames, fitting
for
eyeglasses-lenses
and frames.

2026 (this year) 2027 (next year)
In-Network Out-of-Network In-Network Out-of-Network
out-of-network are
subject to any
in-network benefit
maximums,
limitations, and/or
exclusions.
Vision care
+ For Medicare-covered $30 copayment $65 copayment $40 copayment No Change
vision services at a
specialist's office, you pay:
« For glaucoma screening,
you pay:
- ataspecialist's office  |$0 copayment 50% of thetotal  |No Change $0 copayment
cost
« Fordiabetic eye examat |$0 copayment 50% of thetotal  |No Change $0 copayment
all places of treatment, cost
you pay:
« Routine vision services: VIS751 VIS751 VIS692 VIS692
$0 copayment for  {$0 copayment for |$0 copayment for |$0 copayment for
routineexamupto |routine examupto [routine examupto [routine exam up to
1 per year. 1 per year. 1 per year. 1 per year.
$75 combined $75 combined $75 combined $75 combined
maximum benefit  [maximum benefit [maximum benefit  [maximum benefit
coverage amount |coverage amount |coverage amount |coverage amount

per year for routine
exam.

$100 maximum
benefit coverage
amount per year for
contact lenses or
eyeglasses-lenses
and frames, fitting
for
eyeglasses-lenses
and frames.
Eyeglass lens
options may be
available with the
maximum benefit
coverage amount
up to 1 pair per
year.

Maximum benefit
coverage amount is
limited to one time
use per year.
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2026 (this year) 2027 (next year)
In-Network Out-of-Network In-Network Out-of-Network
Eyeglass lens use per year. Eyeglass lens Benefits received
options may be Benefitsreceived  |options may be out-of-network are
available with the  |out-of-network are |available withthe  |subject to any
maximum benefit |subject to any maximum benefit |in-network benefit
coverage amount  |in-network benefit |coverage amount [maximums,
up to 1 pair per maximumes, up to 1 pair per limitations, and/or
year. limitations, and/or  |year. exclusions.
Maximum benefit |exclusions. Maximum benefit
coverage amount is coverage amount is
limited to one time limited to one time
use per year. use per year.
Welcome to Medicare
preventive visit
- atyourprimary care  |$0 copayment 50% of thetotal  |No Change $0 copayment
provider's office cost
Worldwide coverage
- For each emergency Not Applicable $240 copayment  [Not Applicable $325 copayment
transportation by per date of service per date of service
ambulance, you pay:

Section 1.6

Changes to Part D Drug Coverage

Changes to Our Drug Guide

Our list of covered drugs is called a Formulary or Drug Guide. A copy of our Drug Guide is provided electronically.
The Drug Guide includes many--but not all--of the drugs that we’ll cover next year. If you don’t see your drug on
this list, it might still be covered.

You can get the complete Drug Guide by visiting our website (Humana.com/druglist) or calling Customer Care at
800-457-4708 (TTY users call 711).

We made changes to our Drug Guide, 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 Guide 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 Guide 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 Guide 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 800-457-4708 (TTY
users call 711) for more information.


https://www.Humana.com/druglist
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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, call Customer Care at 800-457-4708 (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.

« Stage 1: Yearly Deductible

You start in this payment stage each calendar year. During this stage, you pay the full cost of your Part D
drugs until you reach the yearly deductible.

« 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 Out-of-Pocket costs reach $2,400.

« Stage 3: Catastrophic Coverage

Thisis 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.

Yearly Deductible

2026 (this year)

The deductible is $615 except for
covered insulin products and most
adult Part D vaccines.

During this stage, you pay $0 cost
sharing for drugs on Tier 1, $5 cost
sharing for drugs on Tier 2, $47 cost
sharing for drugs on Tier 3 and the
full cost of drugs on Tier 4 and Tier 5
until you've reached the yearly
deductible.

2027 (next year)

The deductible is $700 except for
covered insulin products and most
adult Part D vaccines.

During this stage, you pay $0 cost
sharing for drugs on Tier 1, $10 cost
sharing for drugs on Tier 2, 17% cost
sharing for drugs on Tier 3 and the
full cost of drugs on Tier 4 and Tier 5
until you've reached the yearly
deductible.
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For drugs on Tier 3 - Preferred Brand, your cost-sharing in the Initial Coverage Stage is changing from a copayment
to coinsurance. Go to the following table for the changes from 2026 to 2027.

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 Guide. To see if your drugs will be in a different tier, look
them up on the Drug Guide. 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, or for mail-order prescriptions, go to

Chapter 6 of your Evidence of Coverage.

Not all tiers may include insulin. Please refer to your Prescription Drug Guide to confirm insulin 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).

Tier 1: Preferred Generic

2026 (this year)
Standard cost sharing:

You pay $0 per month supply at a
retail pharmacy.

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

Preferred cost sharing:

Your cost for a one-month mail-order
prescription is $0.

2027 (next year)
Standard cost sharing:

You pay $0 per month supply at a
retail pharmacy.

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

Preferred cost sharing:

Your cost for a one-month mail-order
prescription is $0.

Tier 2: Generic:

Standard cost sharing:

You pay $5 per month supply at a
retail pharmacy.

You pay 25% up to $5 per month
supply of each covered insulin
product at a retail pharmacy on this
tier.

Your cost for a one-month mail-order
prescription is $20.

You pay 25% up to $20 per month
supply of each covered insulin
product for a mail-order prescription
on this tier.

Standard cost sharing:

You pay $10 per month supply at a
retail pharmacy.

You pay 16% up to $10 per month
supply of each covered insulin
product at a retail pharmacy on this
tier.

Your cost for a one-month mail-order
prescription is $20.

You pay 16% up to $20 per month
supply of each covered insulin
product for a mail-order prescription
on this tier.
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2026 (this year)
Preferred cost sharing:

Your cost for a one-month mail-order
prescription is $5.

You pay 25% up to $5 per month
supply of each covered insulin
product for a mail-order prescription
on this tier.

2027 (next year)
Preferred cost sharing:

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

You pay 16% up to $10 per month
supply of each covered insulin
product for a mail-order prescription
on this tier.

Tier 3: Preferred Brand:

Standard cost sharing:

You pay $47 per month supply at a
retail pharmacy.

You pay 25% up to $35 per month
supply of each covered insulin
product at a retail pharmacy on this
tier.

Your cost for a one-month mail-order
prescription is $47.

You pay 25% up to $35 per month
supply of each covered insulin
product for a mail-order prescription
onthis tier.

Preferred cost sharing:

Your cost for a one-month mail-order
prescription is $47.

You pay 25% up to $35 per month
supply of each covered insulin
product for a mail-order prescription
onthis tier.

Standard cost sharing:

You pay 17% per month supply at a
retail pharmacy.

You pay 17% up to $35 per month
supply of each covered insulin
product at a retail pharmacy on this
tier.

Your cost for a one-month mail-order
prescription is 17%.

You pay 17% up to $35 per month
supply of each covered insulin
product for a mail-order prescription
on this tier.

Preferred cost sharing:

Your cost for a one-month mail-order
prescription is 17%.

You pay 17% up to $35 per month
supply of each covered insulin
product for a mail-order prescription
on this tier.

Tier 4: Non-Preferred Drug:

Standard cost sharing:

You pay 46% of the total cost per
month supply at a retail pharmacy.

Your cost for a one-month mail-order
prescription is 46%.

Preferred cost sharing:

Your cost for a one-month mail-order
prescription is 46%.

Standard cost sharing:

You pay 50% of the total cost per
month supply at a retail pharmacy.

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

Preferred cost sharing:

Your cost for a one-month mail-order
prescription is 50%.
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2026 (this year) 2027 (next year)
Tier 5: Specialty Tier: Standard cost sharing: Standard cost sharing:

You pay 25% of the total cost per  |You pay 25% of the total cost per
month supply at a retail pharmacy. |month supply at a retail pharmacy.

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

Preferred cost sharing: Preferred cost sharing:

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

SECTION 2 How to Change Plans

To stay in Humana Value Choice (PP0), you don’t need to do anything. Unless you sign up for a different type of
Medicare health plan or drug plan, or change to Original Medicare by December 7, you'll automatically be enrolled
in our plan Humana Value Choice (PPO).

If you want to change plans for 2027 follow these steps:

+ To change to a different Medicare health plan, you can enroll in the new plan. You'll be automatically
disenrolled from Humana Value Choice (PPO). 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 separate Medicare drug coverage, you can enrollin a Part D plan,
and you'll automatically be disenrolled from Humana Value Choice (PPO).

+ To change to Original Medicare without a drug plan, you can send us a written request to disenroll or visit
our website to disenroll online at
www.humana.com/member/member-rights/disenrollment-and-cancellation. Call Customer Care at
800-457-4708 (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 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.
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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

* Get Extra Help paying for their drugs

* Have or are leaving employer coverage
* Move out of our plan’s service area

If you recently moved into or currently live in aninstitution (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:

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

- 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 call 1-800-325-0778.

- Your State Medicaid Office.

* 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 ADAP program. For information on eligibility criteria, covered drugs, how to enrollin the program, or, if
you are currently enrolled, how to continue getting help, call the ADAP program (the name and phone
numbers for this organization are listed in “Exhibit A” in the back of this document). 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. If you're participating in the Medicare Prescription Payment Plan and stay in the same Part D



Humana Value Choice (PPO) Annual Notice of Change for 2027 32

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 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
800-457-4708 (TTY users should call 711), or visit Medicare.gov.

SECTION 4 Questions?

Get Help from Humana Value Choice (PPO)
+ Call Customer Care at 800-457-4708. (TTY users call 711.)

We're available for phone calls from 8 a.m. to 8 p.m., seven days a week from Oct. 1 - Mar. 31 and 8 a.m. to 8 p.m.
Monday-Friday from Apr. 1 - Sept. 30. 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 Humana Value Choice (PPO). 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 Humana.com/PlanDocuments or call Customer
Care at 800-457-4708 (TTY users call 711) to ask us to mail you a copy.

+ Visit Humana.com/FindCare

Our website has the most up-to-date information about our provider network (Provider Directory) and our List of
Covered Drugs (formulary/Drug Guide).

Get Free Counseling about Medicare

The State Health Insurance Assistance Program (SHIP) is an independent government program with trained
counselors in every state.

Call your state SHIP to get free personalized health insurance counseling. They can help you understand your
Medicare plan choices and answer questions about switching plans. Contact information for your state SHIP is
listed in “Exhibit A” in the back of this document.

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


www.Humana.com/PlanDocuments
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« 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 benefits, 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.
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Exhibit A - State Agency Contact Information

Exhibit A- State Agency Contact Information

This section provides the contact information for the state agencies referenced in this Annual Notice of Change. If
you have trouble locating the information you seek, please contact Customer Care at the phone number on the

back cover of this booklet.

FLORIDA

SHIP Name and Contact Information

Serving Health Insurance Needs of Elders (SHINE)
Department of Elder Affairs

4040 Esplanade Way, Suite 270

Tallahassee, FL 32399-7000

800-963-5337 (toll free)

800-955-8770 (TTY)

850-414-2150 (fax)

800-963-5337

https://www.floridaSHINE.org

Quality Improvement Organization

Acentra Health

1650 Summit Lake Dr.,

Suite 102

Tallahassee, FL 32317

888-317-0751

TTY 711

844-878-7921 (FAX)
https://acentragio.com/aboutus/contact/

State Medicaid Office

Florida Medicaid

2727 Mahan Drive
Tallahassee, FL 32308-5407
888-419-3456 (toll free)
850-412-3600 (local)
850-922-2993 (fax)
800-955-8771 (TTY)
https://ahca.myflorida.com

AIDS Drug Assistance Program

Florida AIDS Drug Assistance Program (ADAP)

HIV/AIDS Section

4052 Bald Cypress Way

Tallahassee, FL 32399

844-381-2327

800-545-7432 (Spanish)

800-243-7101 (Creole)

888-503-7118 (TTY)
https://www.floridahealth.gov/individual-family-health/injury-preve
ntion-wellness/hiv-aids/hiv-aids-management/
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Insurance ACE Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The privacy of your personal and health information is important. You do not need to do anything unless
you have a request or complaint.

This Notice of Privacy Practices applies to all entities that are part of the Insurance ACE, an Affiliated Covered Entity
under HIPAA. The ACE is a group of legally separate covered entities that are affiliated and have designated
themselves as a single covered entity for purposes of HIPAA. A complete list of the members of the ACE is available
at https://huma.na/insuranceace.

We may change our privacy practices and the terms of this notice at any time, as allowed by law, including
information we created or received before we made the changes. When we make a significant change in our
privacy practices, we will change this notice and send the notice to our health plan subscribers.

What is nonpublic personal or health information?

Nonpublic personal or health information includes both medical information and personalinformation, like your
name, address, telephone number, Social Security number, account numbers, payment information, or
demographic information. The term “information” in this notice includes any nonpublic personal and health
information. This includes information created or received by a healthcare provider or health plan. The information
relates to your physical or mental health or condition, providing healthcare to you, or the payment for such
healthcare.

How do we collect information about you?

We collect information about you and your family when you complete applications and forms. We also collect
information from your dealings with us, our affiliates, or others. For example, we may receive information about
you from participants in the healthcare system, such as your doctor or hospital, as well as from employers or plan
administrators, credit bureaus, and the Medical Information Bureau.

What information do we receive about you?

The information we receive may include such items as your name, address, telephone number, date of birth, Social
Security number, premium payment history, and your activity on our website. This also includes information
regarding your medical benefit plan, your health benefits, and health risk assessments.

How do we protect your information?

We have a responsibility to protect the privacy of your information in all formats including electronic, and oral
information. We have administrative, technical, and physical safequards in place to protect your informationin
various ways including:

« Limiting who may see your information

« Limiting how we use or disclose your information

« Informing you of our legal duties about your information

« Training our employees about our privacy program and procedures

How do we use and disclose your information?

We use and disclose your information:

« To you or someone who has the legal right to act on your behalf

« Tothe Secretary of the Department of Health and Human Services

We have the right to use and disclose your information:

« Toadoctor, ahospital, or other healthcare provider so you can receive medical care.

« For payment activities, including claims payment for covered services provided to you by healthcare providers
and for health plan premium payments.
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For healthcare operation activities, including processing your enrollment, responding to your inquiries,
coordinating your care, improving quality, and determining premiums.

For performing underwriting activities. However, we will not use any results of genetic testing or ask questions
regarding family history.

To your plan sponsor to permit them to perform plan administration functions such as eligibility, enrollment and
disenrollment activities. We may share summary level health information about you with your plan sponsor in
certain situations. For example, to allow your plan sponsor to obtain bids from other health plans. Your detailed
health information will not be shared with your plan sponsor. We will ask your permission, or your plan sponsor
must certify they agree to maintain the privacy of your information.

To contact you with information about health-related benefits and services, appointment reminders, or
treatment alternatives that may be of interest to you. If you have opted out, we will not contact you.

To your family and friends if you are unavailable to communicate, such as in an emergency.

To your family and friends, or any other person you identify. This applies if the information is directly relevant to
their involvement with your healthcare or payment for that care. For example, if a family member or a caregiver
calls us with prior knowledge of a claim, we may confirm if the claim has been received and paid.

To provide payment information to the subscriber for Internal Revenue Service substantiation.

To public health agencies, if we believe that there is a serious health or safety threat.

To appropriate authorities when there are issues about abuse, neglect, or domestic violence.

In response to a court or administrative order, subpoena, discovery request, or other lawful process.

For law enforcement purposes, to military authorities and as otherwise required by law.

To help with disaster relief efforts.

For compliance programs and health oversight activities.

To fulfill our obligations under any workers’ compensation law or contract.

To avert a serious and imminent threat to your health or safety or the health or safety of others.

For research purposes in limited circumstances and provided that they have taken appropriate measures to
protect your privacy.

For procurement, banking, or transplantation of organs, eyes, or tissue.

To a coroner, medical examiner, or funeral director.

Additional restrictions on use and disclosure for specific types of information:

Some federal and state laws may restrict the use and disclosure of certain sensitive health information such as:
Substance Use Disorder (“SUD”) subject to 42 CFR Part 2 (“Part 2”) records; Biometric Information; Child or Adult
Abuse or Neglect including Sexual Assault; Communicable Diseases; Genetic Information; HIV/AIDS; Mental
Health; Reproductive Health; and Sexually Transmitted Diseases.

If we receive SUD Part 2 records, we will not use or disclose such records, or provide testimony relaying the
content of such records, in any civil, criminal, administrative, or legislative proceeding against you unless such
disclosure is based on your written consent (separate from your consent for any other use or disclosure), or a
court order after notice and an opportunity to be heard is provided to you, as provided by Part 2. A court order
authorizing the use or disclosure of SUD Part 2 Records must be accompanied by a subpoena or other legal
requirement compelling disclosure before the requested record is used or disclosed.

Will we use your information for purposes not described in this notice?

We will not use or disclose your information for any reason that is not described in this notice, without your written
permission. You may cancel your permission at any time by notifying us in writing.

The following uses and disclosures will require your written permission:

Most uses and disclosures of psychotherapy notes and SUD counseling notes

Marketing purposes

Sale of personal and health information

Medical information that is disclosed pursuant to this Notice to an entity that is not a HIPAA-covered entity or
business associate, may be subject to disclosure by the recipient and may no longer be protected by federal or
state privacy laws (such as HIPAA).

What do we do with your information when you are no longer a member?
Your information may continue to be used for purposes described in this notice. This includes when you do not



obtain coverage through us. After the required legal retention period, we destroy the information following strict
procedures to maintain the confidentiality.

What are my rights concerning my information?

We are committed to responding to your rights request in a timely manner.

« Access - You have the right to review and obtain a copy of your information that may be used to make decisions
about you. You also may receive a summary of this health information. As required under applicable law, we will
make this personal information available to you or to your designated representative.

« Adverse Underwriting Decision - If we decline your application for insurance, you have the right to be provided a
reason for the denial.

« Alternate Communications - To avoid a life- threatening situation, you have the right to receive your information
in a different manner or at a different place. We will accommodate your request if it is reasonable.

« Amendment - You have the right to request correction of any of this personal information through amendment
or deletion. Within 60 business days of receipt of your written request, we will notify you of our amendment or
deletion of the information in dispute, or of our refusal to make such correction after further investigation.

« Ifwerefuse to amend or delete the information in dispute, you have the right to submit to us a written
statement of the reasons for your disagreement with our assessment of the information in dispute and what
you consider to be the correct information. We shall make such a statement accessible to any and all parties
reviewing the information in dispute.*

« Disclosure - You have the right to receive a listing of instances in which we or our business associates have
disclosed your information. This does not apply to treatment, payment, health plan operations, and certain
other activities. We maintain this information and make it available to you for six years. If you request this list
more than once in a 12-month period, we may charge you a reasonable, cost-based fee.

« Notice - You have the right to request and receive a written copy of this notice any time.

« Restriction - You have the right to ask to limit how your information is used or disclosed. We are not required to
agree to the limit, but if we do, we will abide by our agreement. You also have the right to agree to or terminate
a previously submitted limitation.

*This right applies only to our Massachusetts residents in accordance with state regulations.

If I believe that my privacy has been violated, what should I do?

If you believe that your privacy has been violated, you may file a complaint with us by calling us at 866-861-2762
any time.

You may also submit a written complaint to the U.S. Department of Health and Human Services, Office for Civil
Rights (OCR). We will give you the appropriate OCR regional address on request. You can also email your complaint
to OCRComplaint@hhs.gov. If you elect to file a complaint, your benefits will not be affected, and we will not
punish or retaliate against you in any way.

We support your right to protect the privacy of your personal and health information.

Our Responsibilities

« Weare required by law to maintain the privacy and security of your protected health information.

« We will let you know promptly if a breach occurs that may have compromised the privacy or security of your
information.

«  We must follow the duties and privacy practices described in this notice and give you a copy of it.

« We will not use or share your information other than as described here unless you tell us we can in writing. If
you tell us we can, you may change your mind at any time. Let us know in writing if you change your mind.

We can change the terms of this notice, and the changes will apply to allinformation we have about you. The new
notice will be available upon request, in our office, and on our web site.

How do I exercise my rights or obtain a copy of this notice?

All of your privacy rights can be exercised by obtaining the applicable forms. You may obtain any of the forms by:
+ Contacting us at 866-861-2762

« Accessing our website at Humana.com and going to the Privacy Practices link
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« Send completed request form to:
Humana Inc.

Privacy Office 003/10911

101 E. Main Street

Louisville, KY 40202



Notice of Non-Discrimination

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate or exclude
people because of their race, color, religion, gender, gender identity, sex, sexual orientation, age, disability,
national origin, military status, veteran status, genetic information, ancestry, ethnicity, marital status, language,
health status, or need for health services.

Humana Inc.:

« Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services 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 assistance services to people whose primary language is not English, which may include:
- Qualified interpreters
- Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids, or language assistance services contact
877-320-1235 (TTY: 711). Hours of operation: 8 a.m. - 8 p.m., Eastern time. If you believe that Humana Inc. has
not provided these services or discriminated on the basis of race, color, religion, gender, gender identity, sex, sexual
orientation, age, disability, national origin, military status, veteran status, genetic information, ancestry, ethnicity,
marital status, language, health status, or need for health services, you can file a grievance in person or by mail or
email with Humana Inc. Non-Discrimination Coordinator at P.O. Box 14618, Lexington, KY 40512-4618,
877-320-1235 (TTY: 711), or accessibility@humana.com. If you need help filing a grievance, Humana Inc.
Non-Discrimination Coordinator can help you.

You can also file a 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, S.W., Room 509F, HHH Building
Washington, D.C. 20201. 800-368-1019, 800-537-7697 (TDD).

California members:

You can also file a civil rights complaint with the California Dept. of Health Care Services, Office of Civil rights by
calling 916-440-7370 (TTY: 711), emailing Civilrights@dhcs.ca.gov, or by mail at: Deputy Director, Office of Civil
Rights, Department of Health Care Services, P.O. Box 997413, MS 0009, Sacramento, CA 95899-7413. Complaint
forms available at: http://www.dhcs.ca.gov/Pages/Language_Access.aspx.

This notice is available at www.humana.com/legal/non-discrimination-disclosure.
GHHNDN2026HUM
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Notice of Availability - Auxiliary Aids and Services Notice

English: Free language, auxiliary aid, and alternate format services are available. Call 877-320-1235
TTY: 711).
§\°‘7CT [AmLaric]P‘I? 727 R)F 99 (DERLT AE RITGER PCOYT PATO ANAAFTI® N5 A N
877-320-1235 (TTY: 711) AL LMD

877-320-1235 ai )l e Joail Lo dind) 3aiill 2 lay) sacbuall y dalll cllaxs i 5% [Arabic] du_sl

(711 padd iigl)

Cwbpbu [Armenian]: Lwuwubh Gu wudbwp |Ggywlw, wowlygdwyu b wipuwnpwupwiht
duwywihh dwnwnipinibtin: Quugqwbwnb’p 877-320-1235 (TTY' 711) Abnwunuwlwdwnpny:

Basd) [Bassa]: Wudu-xwiniin-mu-za-za kiia, hwodd-fana-nyd,, k& nyo-b3-po-ka bé bé wa nyuesé widi
pge-péedo ko Da 877-320-1235 (TTY: 711).

AT [Bengali]: RAMgce o1, WEHE Txrwet, a3 [eg [RAnet S (g3t Soreta | Fi FF4 877-
320-1235 (TTY: 711) 7901

BRI [Simplified Chinese]: I PBHRBANES. HINSE U NEMEMAIRS . BB
877-320-1235 (IFfEL4: 711)
EF2 X [Traditional Chinese] : FMIAJIEH L ERNES ~ HENREUSREMEIORAARTS o SFE

877-320-1235 (BE[E=4% 1 711) o
Kreyol Ayisyen [Haitian Creole]: Gen sévis lengwistik gratis, €d oksilye, ak 16t foma seévis ki disponib.
Rele 877-320-1235 (TTY: 711).
Hrvatski [Croatian]: Dostupne su besplatne jeziéne usluge, usluge dodatne pomoci i alternativnog
formata. Nazovite 877-320-1235 (TTY: 711).

(TTY: 711) 877-320-1235 L .audl (s s 3 G Bls b a5 bl sla oSS (80l gl e - [Farsi] o é

A% sl

Francais [French]: Des services gratuits d’assistance linguistique, d’aide auxiliaire et de format
alternatif sont disponibles. Appelez le 877-320-1235 (ATS : 711).

Deutsch [German]: Es stehen kostenlose unterstiitzende Hilfs- und Sprachdienste sowie alternative
Dokumentformate zur Verfugung. Telefon: 877-320-1235 (TTY: 711).

EAANvika [Greek]: AlaTiBevtal dwpedv YAWOOIKEG UTTNPETIEG, BONBruATa KAl UTTNPETIEG O€
EVaANQKTIKEG TTPOCRACINEG HoPPEC. KaAéoTe oTo 877-320-1235 (TTY: 711).

xRl [Gujarati] : Hscl G, ASIUS ASR i ds(As sl Acuil Guded 8, 877-320-1235 (TTY: 711)
uR sie 53U,

AYPNN X1 .0"917N D'UNNIS] 0*VORVI TV "ITAN ,DIANN 'NIN'Y (D1'NA D'AT N7R 0'NN'Y [Hebrew] n'ay
(TTY: 711) 877-320-1235 oon"?
fgdl [Hindi]: fRrg[ees o1, G981 Hag 3R depfetier URT TaTY U<y &1 877-320-1235 (TTY:711)
TR Shict hil
Hmoob [Hmong]: Muaj kev pab txhais lus, pab kom hnov suab, thiab Iwm tus qauv pab cuam.
Hu 877-320-1235 (TTY: 711).
Bekee [Igbo]: Asusu n’efu, enyemaka nkwaru, na oru usoro ndi 0zo di. Kpoo 877-320-1235
(TTY: 711).
GHHNOA2026HUM_0526




Italiano [Italian]: Sono disponibili servizi gratuiti di supporto linguistico, assistenza ausiliaria e formati
alternativi. Chiamare il numero 877-320-1235 (TTY: 711).

HAEE [Japanese. S ET—E X, @BIXET—EX. KB —EXEERNTIHIBWR
\TE T, 877-320-1235 (TTY: 711) ZCTHBFEL 2T L,

menigs [Khmer]s iunauigaman igw 84 ituNaymsPRREgIUMBIATSY gitunisiiue 877-320-
1235 (TTY: 711) 4

$t=20] [Korean]: 22 0], EX X|@l 5 CHH| &A| MH|AZ O|23IA 4 UAELICE 877-320-1235

(TTY: 711) HOZ 2o[SIAA|2.

wigad [Lao]: BOSmuwnan, suznsugosilie ta: suwuumdendudigeetu. In

877-320-1235 (TTY: 711).

Diné [Navajo]: Saad bee anad’alwo’, bee haz’aanii, dé6 naaltsoos t'aa ajiti’igii bee ak’e’elyaaigii t'aa
jiik’eh holg. 877-320-1235 (TTY: 711) bich’} hodiilnih.

Autett [Nepali]: f:g[eeh a1 da1, GgrIe: At ¥ A erarnT dargs Sucrsy &+ | 877-320-1235

(TTY: 711) 1 &l T |

Polski [Polish]: Dostepne sg bezptatne ustugi jezykowe, pomocnicze i alternatywne formaty. Zadzwon
pod numer 877-320-1235 (TTY: 711).

Portugués [Brazilian Portuguese]: Estao disponiveis servigos gratuitos de ajuda linguistica auxiliar
e outros formatos alternativos. Ligue 877-320-1235 (TTY: 711).

Ut [Punjabi]: He3 3, Aafea AafesT, »3 feasfud eare Ree useyd I&1 877-320-1235
(TTY: 711) ‘3 IV 3|

Pycckui [Russian]: Npegocraensiotcs 6ecnnatHble yenyrm si3biIkOBOW NOAAEPKKM,
BCNomoraTernbHble CpeacTBa n matepuansl B anbTepHaTUBHbIX oopMartax. 3BOHUTE MO HOMepY
877-320-1235 (TTY: 711).

Espafiol [Spanish]: Los servicios gratuitos de asistencia linguistica, ayuda auxiliar y servicios en otro
formato estan disponibles. Llame al 877-320-1235 (TTY: 711).

Tagalog [Tagalog]: Magagamit ang mga libreng serbisyong pangwika, serbisyo o device na
pantulong, at kapalit na format. Tumawag sa 877-320-1235 (TTY: 711).

SLOILD [Tamil]: QlomLf),, 2 St ClUMRHLES6T LMMILD LTMM| eUlg6UERLOLILIEF CFeneuss6iT
@ 6v6usLNES HlenLs&l6oTm6ur. 877-320-1235 (TTY: 711) 6T650T6M6T0T S EMLPESHELD.

Senth [Telugu]: esdes g, DFF0HE Ho¢iehd, 08050 HE 00 PTRE Ddden ocsrerens® tosd.
877-320-1235 (TTY: 711) & 505 S05H06.
-877-320-1235 (TTY: 711) J< L i Glead S Cuajla Jaliiae ) calaal ¢y glaa ¢y S [Urdul: 5o

Tiéng Viét [Vietnamese]: C6 san mién phi cac dich vu ngén nglr, hé tro phu tro va dinh dang thay
thé. Hay goi 877-320-1235 (TTY: 711).

Oyinbé [Yoruba]: Awon isé atiléhin iranldwdé édé, ati ona kika miran wa larowoto 16féé.
Pe 877-320-1235 (TTY: 711).

This notice is available at https://www.humana.com/legal/multi-language-support.






Ready to review?
We’re ready to help.

Starting October 15, 2026, you can review 2027 plan
documents. You'll be able to find the information you need
quickly with a simple search, including:

« Evidence of Coverage with Member Rights and
Responsibilities.

 Plan details, benefits and costs.

 Provider Directory that lets you search by specialty, location
or condition.

+ Drug Guide for a list of drugs covered in your plan.

Review your 2027 plan documents at Humana.com/Renewal.

We’re here for you. If you need help using these online tools,
please call the number on the back of your Humana member
ID card.

For paper copies of these documents, call 800-457-4708 (TTY:
711), 24 hours a day, seven days a week. Please have your
Humana member ID card handy. When asked for the reason
you've called, say “Evidence of Coverage” or “Provider Directory.”
Please allow up to two weeks to receive the documents by
mail.

We update our plans annually based on Medicare funding,
policy changes and member priorities.

oo e As a Humana member, you may receive calls about other
R e~ insurance products. To opt out, call the Customer Care number
alaza. Sasas on the back of your ID card.
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www.Humana.com/Renewal

Humana Inc.
P.O.Box 14168
Lexington, KY 40512-4168

Important information about changes to your
Medicare Advantage and prescription drug plan

H5216304000072000ANOC27

Look inside

Here’s a summary of your Humana Value
Choice (PPO) that takes effect on January 1,
2027.

H umana. :3322310;38 (TTY: 711)

H5216_ANOC_MAPD_PPO_304000072000_2027_M H5216304000072000ANOC27
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