2020 Medicare Advantage Plans Comparison Chart

This comparison chart is a side-by-side representation of services offered through the AvMed, Cigna, UHC, and Humana Medicare Advantage Plans for both in-network and out-of-network providers.

AvMed AvMed AvMed AvMed Humana Humana Humana . .
Medicare Choice Medicare Choice Medicare Circle Medicare Circle Cigna Leon Cares Comprehensive Traditional $0 Premium Umte:al-:?‘llzhcare Unll;?:lfl:reear:::::are
(Broward) (Miami-Dade) (Broward) (Miami-Dade) (National) (National) $85 Part B Giveback

Broward Miami-Dade Broward Miami-Dade In-Network In-Network  Out-of-Network In-Network ~ Out-of-Network In-Network In-Network  Out-of-Network  In-Network Out-of-Network
Retiree Cost Retiree Cost Retiree Cost Retiree Cost Retiree Cost Retiree Cost Retiree Cost Retiree Cost Retiree Cost Retiree Cost
Medical Plan Type HMO HMO HMO HMO HMO PPO PPO HMO PPO PPO
Drug Plan Type 100% Part D 100% Part D 100% Part D 100% Part D 100% Part D 100% Part D 100% Part D 100% Part D 100% Part D 100% Part D
PCP Required Yes Yes Yes Yes Yes No No Yes No No
Annual Deductible $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
Annual Maximum
Out-of-Pocket (OOP) $3,400 $3,400 $6,700 $6,700 $3,400 $2,500 $4,500 $3,400 $2,500 $4,500 $10,000
OOP Exclusions Dental and .Part D Dental and .Part D Dental gnd _Part D Dental and .Part D Part D Medication Part D Drugs gnd the Plan Part D Drugs z_;md the Plan Part D Drugs Prescription Drugs and the Plan  Prescription Drugs and the Plan
Medication Medication Medication Medication Premium Premium Premium Premium
vedicalgeretits | .../ . [/ '/ . /[ ||
$0/Day 1-5 $0/Day 1-5 $175 $175 $275 40% ver $0 copay per day $175 $175 g‘???@_/ é%r/
Inpatient Hospital Care $40/Day 6-20 $55/Day 6-20 $0 $0 $0 copay per copay per copay per day adm?sgion (days 1-5); $40 copay  copay per copay per . yfor Dé s7 40%
$0/Day 21 and beyond $0/Day 21 and beyond Admission Admission (days 1-6) per day (days 6-20) admission admission arild Beyoxr/wd
$175 $175 $175 $175 $175 ggg/ ?_%Y ;%r/
Inpatient Mental Health $150/Day 1-9 $150/Day 1-9 $150/Day 1-9 $150/Day 1-9 $0 copay per copay per copay per Day 60% per $150 copay/day copay per copay per Day for D’a S
Crfre $0/Day 10-90 $0/Day 10-90 $0/Day 10-90 $0/Day 10-90 (190 Days lifetime limit) Admission (190 Admission (190 (days 1-8) (190 adm?st)ion (days 1-9) (190 Days admission (190 admission (190 9};90 (19é 40%
(190 Days lifetime limit) (190 Days lifetime limit) (190 Days lifetime limit) (190 Days lifetime limit) y Days lifetime  Days lifetime Days lifetime lifetime limit) days lifetime days lifetime davs lifetime
limit) limit) limit) maximum) maximum) ylimit)
$0 copay days
1-20- $0 copay days $0 copay days $0 copay days
’ 1-20; 1-20; 1-20; $0 copay (days 1-20); $0/Day for Days $0/Day for Days
Skilled Nursing Facility $0/Day 1-20 $0/Day 1-20 $1$3O£/Eé)aay 12-12?62 $1$600//Eé)aay 12"12_062 $0 for 1-100 days $5201 ioo%a_y ?aiys $50 copay days $172 copay days $175 copay  $135 copay per day 1-20; 1-20; ﬁ?é%aéjgg/DDags $175/Day for Days
(SNF) $135/Day 21-100 $160/Day 21-100 y y Y P 21-100; plan 21-100; plan  days 21-100; (days 21-100); plan ~ $50/Day for $50/Day for ’ Y 1-100
$0/Day 63-100 $0/Day 63-100 pays | 0 after dav 100 D 21100 D 51-100 for Days 21-100
$0 after day pays pays plan pays  pays $0 after day ays 21- ays 21-
100 $0 after day 100 $0 after day 100 $0 after day 100

$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 20%

Doctor Office Visits -

Primary Care $0 $0 $0 $0 $0 $5 $5 $10 $35 $0 $5 $5 $10 $35
gggé?;lgf'ce Visits - $10-$20 $0-§25 $10 $0 $0 $15 $15 $40 $60 $15 $15 $15 $40 $60
$120 copay; waived ~ $120 copay; waived  $90 copay; waived $90 copay; waived $50 copay; waived 5 copay, $65 (Ol $90 copay; $90 copay:  ¢120 copay; waived $65 copay $65 copay $90 copay :
) . . ) . I . ) o . ) e : . L waived if waived if waived if waived if ) . . : . : . : . $90 copay (waived
Emergency Care if admitted within 24 if admitted within 24 if admitted within 24 if admitted within 24 if admitted within 24 : L : o : o : ... if admitted within 24 (waived if (waived if (waived if : :
admitted within admitted within admitted within admitted within . . . if admitted)
hours hours hours hours hours hours admitted) admitted) admitted)
24 hours 24 hours 24 hours 24 hours
Urgently Needed Care $20 $20 $10 $10 $0 $35 $35 $35 $35 $20 copay $35 $35 $35 $35
$10 for $10 for $15 for
Medicare Medicare $10 for Medicare ~ Medicare $5 for Medicare
Chiropractic Services $5 $5 $5 $5 $0 Covered Covered and Covered Covered and Routine $15 $15 $10 $15
. Covered and : . ) .
and Routine : . Routine Services and Routine Services
) Routine Services ;
Services Services
$15 for $15 for $60 for
Medicare Medicare $40 for Medicare ~ Medicare $5 for Medicare $15 copa $15 copa $40 $60
Podiatry Services $5 $5 $5 $5 $0 Covered Covered and Covered Covered and Routine  copay  copay A AR
) Covered and : . ) . (No visits limit) (No visits limit) (No visits limit)  (No visits limit)
and Routine : . Routine Services and Routine Services
) Routine Services :
Services Services
"Indiv-$40/ Visit; "Indiv-$60/ Visit;
OlNjie N W EEl) $15/visit Group or $15/visit Group or $15/visit Group or $15/visit Group or $0 $15 $15 $40 $60 $15 $15 $15 Group-$10/ Group-$35/

Visit; Partial ~ Visit; Partial Hosp-
Hosp-$55/ Day" $55/ Day"

Care Individual therapy Individual therapy Individual therapy Individual therapy




AvMed AvMed AvMed AvMed Humana Humana Humana . .
Medicare Choice Medicare Choice Medicare Circle Medicare Circle Cigna Leon Cares Comprehensive Traditional $0 Premium Umte: Hez.llthcare Umlt;:fHeaI:‘hc:are
(Broward) (Miami-Dade) (Broward) (Miami-Dade) (National) (National) $85 Part B Giveback assive frierentia
"Indiv-$40/ Visit; "Indiv-$60/ Visit;
Outpatient Substance $15/visit Group or $15/visit Group or $15/visit Group or $15/visit Group or Group-$10/ Group-$35/
Abuse Individual therapy Individual therapy Individual therapy Individual therapy i i = 10 HED = Bie = Visit; Partial ~ Visit; Partial Hosp-
Hosp-$55/ Day" $55/ Day"
Outpatient Surgery - o o o o
Outpatient Hospital $200 $175 $175 $175 $0 $50 $50 20% 40% $200 $50 $50 20% 40%
Outpatient Surgery -
Ambulatory Surgical $75 $50 $75 $50 $0 $25 $25 20% 40% $75 $25 $25 20% 40%
Center
grtj)tfs;tsi:eonqaslgregetasrigr- $0 $0 $0 $0 $0 $0 $0 10% 40% $0 included in  Includedin Includedin . 40 in 40
Outpatient Hospital $50 Copey BED Gl et
$50 for $50 for $150 for $150 for
Ambulance Services $180 $165 $180 $145 $0 Medicare Medicare Medicare MECTEETD) | REDier LI(Geleel e $50 $50 $150 $150
covered covered : covered covered services
i . covered services ;
services services services
Outpatient Rehabilitation $15/visit $10/visit $15/visit $10/visit $0 $20 $20 10% 40% $15 $20 $20 10% 40%
Durable Medical 20% 20% 10% 10% $0 20% 20% 20% 40% 20% 20% 20% 20% 40%
Equipment
$0 $0 $0 $0 $0 20% 20% 20% 40% $0 20% 20% 20% 40%
e $0 $0 $0 $0 $0 20% 20% 20% 40% 20% $0 $0 $0 $0
upplies
Diagnostic - o o o o
Outpatient Hospital $225 $200 $100 $0 $0 $20 $20 10% 40% $50 $20 $20 10% 10%
Diagnostic - o o o o
Freestanding Facility 875 $50 $100 $0 $0 $20 $20 10% 40% $50 $20 $20 10% 10%
gﬁgir;?sﬂc REcielogy $35-$60 $35-$60 $60 20% $0 $15 $15 10% 40% $15 $20 $20 10% 40%
$0 $0 $0 $0 $0 $0 $0 $13 $13 $0 $0 $0 $13 $13
Medicare Part B Drugs 10-20% 10-20% 10-20% 10-20% 0-20% 20% 20% 20% 40% 20% 20% 20% 20% 40%
40% /
Preventive Services $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 50 oo o0 Slmgwglgz ?Dt:);ssaﬁgiw
$60
Wellness Visits $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 40%
Wellness Services $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 40%
Dental Services
(Medicare Covered $0 $15 $15 $40 $60 $5 $15 $15 $40 $60
Services)
$0-$25 $0-$25 $0-$25 $0-$25 Preventive Dental Services: $0 N/A N/A N/A N/A N/A N/A N/A N/A
$0-$45 $0-$45 $0-$45 $0-$45 Upto2 Cﬁeearr\:ilggsljlqm(;ral exam, N/A N/A N/A N/A N/A N/A N/A N/A
1 Fluoride treatment, and 1
Dental x-ray.
Comprehensive Dental
Services: $0 N/A
- X-Ray $0-$35 $0-$35 $0-$35 $0-$35 (Endodontics and Periodontics N/A N/A N/A N/A N/A N/A N/A N/A
covered)
Annual Max (Preventive &
Comprehensive combined):
$2,300
$0 $15 copay $15 copay $40 copay $60 copay
$5 Medicare covered $5 Medicare covered Up to $1,Q50 per Medlca}re— Medlcgre— Medlcgre— Medlcgre— .
. : . . ear per hearing aid for covered; see  covered; see covered; see  covered; see $5; see Humana plan
Hearing Services hearing exam hearing exam $0 for exam. $600/ear $0 for exam. $600/ear . o ;
: . : : . . . . . up to 2 hearing Humana plan Humana plan  Humana plan  Humana plan benefit grid for routine $15 $15 $40 $60
(Hearing Loss Exam) $500/ear hearing aid  $500/ear hearing aid hearing aid allowance hearing aid allowance _. Lo Lo Lo Lo .
aids every three years benefit grid for benefit grid for  benefit grid for benefit grid for  hearing coverage.
allowance allowance : : : : : : : :
for a total routine hearing routine hearing routine hearing routine hearing
allowance of $2,100. coverage. coverage. coverage. coverage.
$0
$15 copay $15 copay $40 copay $60 copay
Upi $35?o?very year Medicare- Medicare- Medicare- Medicare-
Vision Services $0 exam; $200 $0 exam; $200 $0 exam; $300 $0 exam; $350 eye glasses (frames covered; see  covered; see covered; see covered; see $5; see Humana plan
((VECIEICNONVEICNAYEN cye wear/contacts eye wear/contacts eye wear/contacts eye wear/contacts ye g Humana plan Humana plan Humanaplan Humana plan benefit grid for routine $15 $15 $40 $60

Exam)

allowance

allowance

allowance

and lenses).
Up to $140 every year
for
soft contact lenses.

allowance

benefit grid for
routine hearing
coverage.

benefit grid for
routine hearing
coverage.

benefit grid for
routine hearing
coverage.

benefit grid for
routine hearing
coverage.

vision coverage.



AvMed AvMed AvMed AvMed Humana Humana Humana . .
Medicare Choice Medicare Choice Medicare Circle Medicare Circle Cigna Leon Cares Comprehensive Traditional $0 Premium Umte:al-lses?‘lltehcare Um;e;l:;a:::::are
(Broward) (Miami-Dade) (Broward) (Miami-Dade) (National) (National) $85 Part B Giveback
Phormacyenetts . ./ . /| . ../ /| /. | |
Preferred Standard Preferred Standard Preferred Standard Preferred Standard Preferred  Standard Preferred Non- Preferred Preferred Non- Preferred Preferred Pharmac Preferred Non-Preferred Preferred Non-Preferred
Pharmacy Pharmacy Pharmacy Pharmacy Pharmacy Pharmacy Pharmacy Pharmacy Pharmacy Pharmacy Pharmacy Pharmacy Pharmacy Pharmacy y Pharmacy Pharmacy Pharmacy Pharmacy
Deductible $0 $0 $0 $0 $0 n/a n/a n/a n/a N/A N/A N/A $0 N/A
Leon
. Local and Local and . .
Network Major Chains Major Chains Major Chains Major Chains 1 eIt Chain Chain n/a Foeel et Qham n/a Foeel el Qham Major Chains N/A Major Chains N/A
Center . . Pharmacies Pharmacies
. _Pharmacies Pharmacies
Pharmacies
D) LD Yes Yes Yes Yes Yes Yes Yes Yes
Management
Initial Coverage Limit $4,020 $4,020 $4,500 $4,500 $7,000 $4,020 N/A $4,020 N/A $4,020 $4,020 $4,020
$0 $0 $0 $0 $0 $0 $0 $0 $0 $5 $5 N/A $0 N/A $0 $5 N/A $0 N/A
$0 $10 $0 $10 $0 $10 $0 $10 $0 $10 $30 N/A $47 N/A $40 $30 N/A $15 N/A
$30 $40 $25 $35 $20 $30 $15 $25 $40 $50 $60 N/A $100 N/A $75 $60 N/A $47 N/A
$75 $100 $70 $85 $75 $100 $65 $85 33% 33% $80 N/A $100 N/A 33% $80 N/A $100 N/A
33% 33% 33% 33% 33% 33% 33% 33% N/A N/A n/a N/A N/A N/A N/A N/A N/A $100 N/A
n/a N/A N/A N/A N/A N/A N/A
Tier 1 $0 $0 $0 $0 $0 $5 $5 N/A 25% N/A 25% $5 N/A 25% N/A
. $0 Preferred $0 Preferred $0 Preferred $0 Preferred 25% (Standard o o o
Ter2 $10 copay Standard ~ $10 copay Standard ~ $10 copay Standard ~ $10 copay Standard Medicare) Gl G C2le b B L b B b
. 25% Covered Brand  25% Covered Brand  25% Covered Brand  25% Covered Brand 25% (Standard o o o
M7 25% Generic 25% Generic 25% Generic 25% Generic Medicare) 420 s B o B {60 N &K b
: 25% Covered Brand  25% Covered Brand  25% Covered Brand  25% Covered Brand o o o
s 25% Generic 25% Generic 25% Generic 25% Generic G 421 S 25% A 25% 20 A 5% ol
, 25% Covered Brand  25% Covered Brand  25% Covered Brand  25% Covered Brand o
U9 25% Generic 25% Generic 25% Generic 25% Generic NS A S S A VS S A 25% a
Eﬁ:ﬁStrOph'C Coverage $6,350 $6,350 $6,350 $6,350 $6,350 $6,350 $6,350 $6,350 $6,350 $6,350
Tier 1 Greater of $3.60 Greater of $3.60 Greater of $3.60 Greater of $3.60 Greater of Greater of N/A Greater of N/A Greater of Greater of N/A Greater of N/A
generics or 5% generics or 5% generics or 5% generics or 5% $3.60 or 5% $3.60 or 5% $3.60 or 5% $3.60 or 5% $3.60 or 5% $3.60 or 5%
Tier 2 Greater of $3.60 Greater of $3.60 Greater of $3.60 Greater of $3.60 Greater of Greater of N/A Greater of N/A Greater of Greater of N/A Greater of N/A
generics or 5% generics or 5% generics or 5% generics or 5% $8.95 or 5% $8.95 or 5% $8.95 or 5% $8.95 or 5% $8.95 or 5% $3.50 or 5%
: o o o o o Greater of Greater of Greater of Greater of Greater of
Tier 3 Greater of $8.95 or 5% Greater of $8.95 or 5% Greater of $8.95 or 5% Greater of $8.95 or 5% 5% $8.95 or 5% N/A $8.95 of 5% N/A $8.95 of 5% $8.95 or 5% N/A $8.95 of 5% N/A
. o o o o Greater of Greater of Greater of Greater of Greater of
Tier 4 Greater of $8.95 or 5% Greater of $8.95 or 5% Greater of $8.95 or 5% Greater of $8.95 or 5% N/A $8.95 or 5% N/A $8.95 of 5% N/A $8.95 or 5% $8.95 or 5% N/A $8.95 of 5% N/A

Greater of

Tier 5 N/A N/A N/A N/A $8.95 or 5% N/A

Mail Order

(90 Day Supply)
. Standard: $0 Standard: $0 Standard: $0 Standard: $0

fier 1 Preferred MO: $0 Preferred MO: $0 Preferred MO: $0 Preferred MO: $0  prescription drugs may Sl A i NA i $0 N/A %0 A
) Standard: $30 Standard: $30 Standard: $30 Standard: $30 be obtained at all LMC

et 2 Preferred MO: $0 Preferred MO: $0 Preferred MO: $0 Preferred MO: $0 Pharmacies or retiree = N/A s N/A ULy el N/A — N/A
. Standard: $120 Standard: $105 Standard: $90 Standard: $75 may ask to have them

Tere Preferred MO: $75  Preferred MO: $62.50  Preferred MO: $50  Preferred MO: $37.50 delivered to their home. L0 g $200 i HiET0 $120 i $94 b
: Standard: $300 Standard: $255 Standard: $300 Standard: $255

ez Preferred MO: $187.50 Preferred MO: $175  Preferred MO: $187.50 Preferred MO: $162.50 i b b b b $160 N $200 b

Tier 5 N/A N/A $200 N/A

Monthly Premium $0 $0 $0 $0 $0 $469.43 $296.97 $0 $312.38 $187.53

Humana HMO is
available in Miami-
Dade, Broward &
Palm Beach Counties.
It includes $85 Part B
Giveback.





