
Wisconsin 
Dean AdvantageSM (HMO-POS and HMO) Plans 

Summary of Benefits 
January 1, 2026 – December 31, 2026 

This is a summary of drug and health services covered by Dean Advantage Essential (HMO), Dean
Advantage Assurance (HMO-POS), Dean Advantage Balance (HMO-POS), Dean Advantage
Complete (HMO), and Dean Advantage Harmony (HMO-POS). 

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

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

Another choice is to get your Medicare benefits by joining a Medicare Advantage plan (such as Dean 
Advantage Essential (HMO), Dean Advantage Assurance (HMO-POS), Dean Advantage Balance 
(HMO-POS), Dean Advantage Complete (HMO), and Dean Advantage Harmony (HMO-POS)). 

Tips for comparing your Medicare choices 
This Summary of Benefits booklet gives you a summary of what Dean Advantage plans cover and what 
you pay. If you want to compare our plan with other Medicare health plans, ask the other plans for their 
Summary of Benefits booklets. Or, use the Medicare Plan Finder on www.medicare.gov. 

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

Sections in this booklet 
• Things to Know About Dean Advantage Plans
• Monthly Premium, Deductible, and Maximums on How Much You Pay for Covered Services
• Covered Medical and Hospital Benefits
• Part D Prescription Drug Benefits
• Additional Benefits and Services

This document is available in other formats such as braille and large print. This document may be available 
in a non-English language. For additional information, call us toll-free at 1 (877) 234-0126 (TTY: 711). 
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Things to Know About Dean Advantage Plans 

Hours of Operation 
• From Oct. 1 – March 31, you can call us from 8 a.m. – 8 p.m. CT, 7 days a week.
• From April 1 – Sept. 30, you can call us from 8 a.m. – 8 p.m. CT, Monday – Friday.

Dean Advantage Phone Numbers and Website
• If you are a member of this plan, call toll-free 1 (877) 232-7566 (TTY: 711).
• If you are not a member of this plan, call toll-free 1 (877) 234-0126 (TTY: 711).
• Our website: DeanCare.com/MedicareAdvantageMembers

Who Can Join? 
To join Dean Advantage plans, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, 
and live in our service area. 

Our service area includes the following counties in Wisconsin: Columbia, Dane, Dodge, Fond du Lac, 
Green, Iowa, Jefferson, Rock, and Sauk. 

Which doctors, hospitals, and pharmacies can I use? 
Dean Advantage plans have a network of doctors, hospitals, pharmacies, and other providers. For HMO, 
you must receive your care from a network provider. In most cases, care you receive from an out-of-
network provider (a provider who is not part of our plan's network) will not be covered. For HMO-POS, you 
have coverage for most Medicare-covered services at out-of-network providers through the Point-of-Service 
(POS) benefit, but you may pay more. Coverage for emergency care is the same in network as it is out of 
network (within the U.S. and its territories) plus you have coverage worldwide. Covered services for HMO 
that need approval in advance to be covered as in-network services are marked by an asterisk (*). Covered 
services for HMO-POS that need approval in advance are marked by an asterisk (*). 

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs. 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. You may search for network providers 
and pharmacies on our website at DeanCare.com/MedicareAdvantageMembers. Or, call us and we will send 
you a copy of the provider and pharmacy directories. 

What do we cover? 

Dean Advantage Essential (HMO), Dean Advantage Assurance (HMO-POS), Dean Advantage 
Balance (HMO-POS), and Dean Advantage Complete (HMO) cover everything that Original Medicare 
covers – plus more. Our plans cover medical and hospital services, Part D outpatient prescription drugs, and 
protects you from unlimited out-of-pocket costs. 

We cover Part D drugs. In addition, we cover Part B drugs such as chemotherapy and some drugs 
administered by your provider. You can see the complete plan formulary (list of Part D prescription drugs) 
and any restrictions on our website, DeanCare.com/MedicareAdvantageMembers. Or, call us and we will 
send you a copy of the formulary. 

Dean Advantage Harmony (HMO-POS) covers everything that Original Medicare covers – plus more. 
Our plan covers medical and hospital services and protects you from unlimited out-of-pocket costs. 

We cover Part B drugs such as chemotherapy and some drugs administered by your provider. You can see 
the complete plan formulary and any restrictions on our website, DeanCare.com/ 
MedicareAdvantageMembers. Or, call us and we will send you a copy of the formulary. 
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SUMMARY OF BENEFITS 

January 1, 2026 – December 31, 2026 

Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

MONTHLY PREMIUM, DEDUCTIBLE, AND MAXIMUMS ON HOW MUCH YOU PAY FOR COVERED SERVICES 

Monthly Plan
Premium 

$0 $50 $119 $256 $0 

Part B Premium 
Buy-Down 

Not Applicable Not Applicable Not Applicable Not Applicable $20 per month 

Medical Deductible No deductible 

Maximum Out-Of-
Pocket 
Responsibility (does
not include 
prescription drugs) 

In-Network: $6,750 In-Network: $5,000 
In-Network and 
Out-of-Network 
combined: $5,000 

In-Network: $4,200 
In-Network and 
Out-of-Network 
combined: $4,200 

In-Network: $2,750 In-Network: $5,000 
In-Network and 
Out-of-Network 
combined: $5,000 

Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

COVERED MEDICAL AND HOSPITAL BENEFITS 

Inpatient Hospital
Coverage 

In-Network $395 copay each day
for days 1 through 6 
$0 copay for days 7
through 90 
$0 copay for
additional 

$400 copay each day
for days 1 through 5 
$0 copay for days 6
through 90 
$0 copay for
additional 

$375 copay each day
for days 1 through 5 
$0 copay for days 6
through 90 
$0 copay for
additional 

$350 copay each day
for days 1 through 5 
$0 copay for days 6
through 90 
$0 copay for
additional 

$400 copay each day
for days 1 through 6 
$0 copay for days 7
through 90 
$0 copay for
additional 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

COVERED MEDICAL AND HOSPITAL BENEFITS 

Out-of-Network 

Outpatient Hospital
Coverage 

In-Network 

Out-of-Network 

In-Network 
Out-of-Network 

Medicare-covered 
days.
* 
Not covered 

Outpatient Hospital
Services: 
$0 - $495 copay
* 
Not covered 

Outpatient Hospital
Observation 
Services: 
$450 copay per stay 
Not covered 

Medicare-covered 
days.
* 
50% of the total cost 
for days 1 through 7 
$0 copay for days 8
through 90
* 
$0 copay for
additional Medicare-
covered days. 

Outpatient Hospital
Services: 
$0 - $450 copay
* 
50% of the total cost 
* 
Outpatient Hospital
Observation 
Services: 
$400 copay per stay 
50% of the total cost 

Medicare-covered 
days.
* 
40% of the total cost 
for days 1 through 7 
$0 copay for days 8
through 90
* 
$0 copay for
additional Medicare-
covered days. 

Outpatient Hospital
Services: 
$0 - $400 copay
* 
40% of the total cost 
* 
Outpatient Hospital
Observation 
Services: 
$375 copay per stay 
40% of the total cost 

Medicare-covered 
days.
* 
Not covered 

Outpatient Hospital
Services: 
$0 - $300 copay
* 
Not covered 

Outpatient Hospital
Observation 
Services: 
$350 copay per stay 
Not covered 

Medicare-covered 
days.
* 
40% of the total cost 
for days 1 through 7 
$0 copay for days 8
through 90
* 
$0 copay for
additional Medicare-
covered days. 

Outpatient Hospital
Services: 
$0 - $425 copay
* 
40% of the total cost 
* 
Outpatient Hospital
Observation 
Services: 
$400 copay per stay 
40% of the total cost 

Ambulatory Surgery
Center 

In-Network 

Out-of-Network 

$0 - $425 copay
* 
Not covered 

$0 - $375 copay
* 
50% of the total cost 
* 

$0 - $325 copay
* 
40% of the total cost 
* 

$0 - $225 copay
* 
Not covered 

$0 - $350 copay
* 
40% of the total cost 
* 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

COVERED MEDICAL AND HOSPITAL BENEFITS 

Doctor Visits 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

Primary Care
Provider: 
$0 copay 
Not covered 
Specialist: 
$0 - $45 copay 
Not covered 

Primary Care
Provider: 
$0 copay 
50% of the total cost 
Specialist: 
$0 - $40 copay 
50% of the total cost 

Primary Care
Provider: 
$0 copay 
40% of the total cost 
Specialist: 
$0 - $35 copay 
40% of the total cost 

Primary Care
Provider: 
$0 copay 
Not covered 
Specialist: 
$0 - $25 copay 
Not covered 

Primary Care
Provider: 
$0 copay 
40% of the total cost 
Specialist: 
$0 - $40 copay 
40% of the total cost 

Preventive Care 
(e.g., Flu Vaccine,
Diabetic Screenings) 

In-Network $0 copay $0 copay $0 copay $0 copay $0 copay 
Out-of-Network Not covered 50% of the total cost 40% of the total cost Not covered 40% of the total cost 

Emergency Care $130 copay 
Copay is waived if
you are admitted to a
hospital within 1 day
within the U.S. and 
its territories. 

$130 copay 
Copay is waived if
you are admitted to a
hospital within 1 day
within the U.S. and 
its territories. 

$150 copay 
Copay is waived if
you are admitted to a
hospital within 1 day
within the U.S. and 
its territories. 

$150 copay 
Copay is waived if
you are admitted to a
hospital within 1 day
within the U.S. and 
its territories. 

$130 copay 
Copay is waived if
you are admitted to a
hospital within 1 day
within the U.S. and 
its territories. 

Urgently Needed
Services 
In-Network $0 - $50 copay $0 - $50 copay $0 - $25 copay 
Out-of-Network Not covered $50 copay 

$0 - $40 copay 
$40 copay Not covered 

$0 - $40 copay 
$40 copay  
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

COVERED MEDICAL AND HOSPITAL BENEFITS 

Diagnostic and
Therapeutic
Services/Labs/
Imaging 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

In-Network 

Out-of-Network 
In-Network 

Out-of-Network 
In-Network 

Out-of-Network 

Diagnostic Tests
and Procedures: 
$25 copay 
Not covered 
Lab Services: 
$0 copay 
Not covered 
Diagnostic
Radiology Services
(e.g., MRI, CAT
Scan): 
$25 copay for basic
imaging 
Not covered 
$0 copay for
diagnostic 
mammogram 
Not covered 
$250 copay for
advanced imaging
* 
Not covered 

Diagnostic Tests
and Procedures: 
$20 copay 
50% of the total cost 
Lab Services: 
$0 copay 
50% of the total cost 
Diagnostic
Radiology Services
(e.g., MRI, CAT
Scan): 
$25 copay for basic
imaging 
50% of the total cost 
$0 copay for
diagnostic 
mammogram 
50% of the total cost 
$170 copay for
advanced imaging
* 
50% of the total cost 
* 

Diagnostic Tests
and Procedures: 
$10 copay 
40% of the total cost 
Lab Services: 
$0 copay 
40% of the total cost 
Diagnostic
Radiology Services
(e.g., MRI, CAT
Scan): 
$15 copay for basic
imaging 
40% of the total cost 
$0 copay for
diagnostic 
mammogram 
40% of the total cost 
$140 copay for
advanced imaging
* 
40% of the total cost 
* 

Diagnostic Tests
and Procedures: 
$5 copay 
Not covered 
Lab Services: 
$0 copay 
Not covered 
Diagnostic
Radiology Services
(e.g., MRI, CAT
Scan): 
$10 copay for basic
imaging 
Not covered 
$0 copay for
diagnostic 
mammogram 
Not covered 
$140 copay for
advanced imaging
* 
Not covered 

Diagnostic Tests
and Procedures : 
$40 copay 
40% of the total cost 
Lab Services: 
$0 copay 
40% of the total cost 
Diagnostic
Radiology Services
(e.g., MRI, CAT
Scan): 
$25 copay for basic
imaging 
40% of the total cost 
$0 copay for
diagnostic 
mammogram 
40% of the total cost 
$225 copay for
advanced imaging
* 
40% of the total cost 
* 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

In-Network 

Out-of-Network 

In-Network 

Out-of-Network 

Hearing Services 

In-Network 
Out-of-Network 

Hearing Services
(Continued) 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

Therapeutic
Radiology Services: 
$40 copay
* 
Not covered 

X-Rays:
$40 copay
* 
Not covered 

Therapeutic
Radiology Services: 
$45 copay
* 
50% of the total cost 
* 
X-Rays:
$40 copay
* 
50% of the total cost 
* 

Therapeutic
Radiology Services: 
$45 copay
* 
40% of the total cost 
* 
X-Rays:
$40 copay
* 
40% of the total cost 
* 

Therapeutic
Radiology Services: 
$25 copay
* 
Not covered 

X-Rays:
$30 copay
* 
Not covered 

Therapeutic
Radiology Services: 
$40 copay
* 
40% of the total cost 
* 
X-Rays:
$40 copay
* 
40% of the total cost 
* 

Exam to Diagnose Exam to Diagnose Exam to Diagnose Exam to Diagnose Exam to Diagnose
and Treat Hearing and Treat Hearing and Treat Hearing and Treat Hearing and Treat Hearing
and Balance Issues: and Balance Issues: and Balance Issues: and Balance Issues: and Balance Issues: 
$45 copay $40 copay $35 copay $25 copay $40 copay 
Not covered 50% of the total cost 40% of the total cost Not covered 40% of the total cost 

Routine Hearing Exam:
Limited to 1 visit per calendar year. 

$0 copay 
Not covered 

Fitting Evaluation(s) for Hearing Aids:
Limited to 1 fitting every calendar year. 

$0 copay 
Not covered 
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COVERED MEDICAL AND HOSPITAL BENEFITS 

Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

$45 copay $40 copay $35 copay $25 copay $40 copay 
Not covered 50% of the total cost 40% of the total cost Not covered 40% of the total cost 

Preventive exams: 
$0 copay per visit for 2 visits every calendar year 

Not covered 
Cleanings: 

$0 copay per visit for 2 visits every calendar year 
Not covered 

Fluoride treatment: 
$0 copay for 1 every calendar year 

Not covered 
Bitewing x-ray: 

$0 copay per visit for 1 every calendar year 
Not covered 

Diagnostic services: 
$0 copay 

Not covered 

In-Network 

Out-of-Network 

Dental Services -
Medicare-covered 

In-Network 
Out-of-Network 

Dental Services -
Preventive 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

Dental Services -
Comprehensive 

In-Network 
Out-of-Network 

Hearing Aids: 
Our plan pays up to $750 for both ears combined every calendar year for hearing aids.

You are responsible for costs beyond the plan limit. 
Not covered 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

COVERED MEDICAL AND HOSPITAL BENEFITS 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

Periodontal and denture maintenance: 
50% of the total cost 

Not covered 
Restorative (including fillings), extractions, and non-surgical periodontics: 

50% of the total cost 
Not covered 

Endodontics, prosthodontics and oral surgeries: 
50% of the total cost 

Not covered 

Dental Services -
Maximum annual 
limit 
(You are responsible
for costs beyond the
plan limit.) 

In-Network 

Out-of-Network 

$500 every calendar 
year 
Not covered 

$600 every calendar 
year 
Not covered 

$800 every calendar 
year 
Not covered 

$1,500 every
calendar year 
Not covered 

$1,500 every
calendar year 
Not covered 

Vision Services 

In-Network 
Out-of-Network 

Exam to Diagnose
and Treat Diseases 
and Conditions of 
the Eye: 
$45 copay 
Not covered 

Exam to Diagnose
and Treat Diseases 
and Conditions of 
the Eye: 
$40 copay 
50% of the total cost 

Exam to Diagnose
and Treat Diseases 
and Conditions of 
the Eye: 
$35 copay 
40% of the total cost 

Exam to Diagnose
and Treat Diseases 
and Conditions of 
the Eye: 
$25 copay 
Not covered 

Exam to Diagnose
and Treat Diseases 
and Conditions of 
the Eye: 
$40 copay 
40% of the total cost 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

COVERED MEDICAL AND HOSPITAL BENEFITS 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

In-Network 

Out-of-Network 

Eyewear After
Cataract Surgery: 
One pair of
Medicare-covered 
eyeglasses or contact
lenses after each 
cataract surgery that
includes insertion of 
an intraocular lens. 
$0 copay 
Not covered 
Routine eye exam
(1 exam each
calendar year): 
$0 copay 
Not covered 
Contact Lenses,
Eyeglasses (Lenses
and/or Frames),
and Upgrades: 
Our plan pays up to
a total of $175 every 
year. 
You are responsible
for costs beyond the
plan limit. 
Not covered 

Eyewear After
Cataract Surgery: 
One pair of
Medicare-covered 
eyeglasses or contact
lenses after each 
cataract surgery that
includes insertion of 
an intraocular lens. 
$0 copay 
$0 copay 
Routine eye exam
(1 exam each
calendar year): 
$0 copay 
$0 copay 
Contact Lenses,
Eyeglasses (Lenses
and/or Frames),
and Upgrades: 
Our plan pays up to
a total of $175 every 
year. 
You are responsible
for costs beyond the
plan limit. 
$0 copay 

Eyewear After
Cataract Surgery: 
One pair of
Medicare-covered 
eyeglasses or contact
lenses after each 
cataract surgery that
includes insertion of 
an intraocular lens. 
$0 copay 
$0 copay 
Routine eye exam
(1 exam each
calendar year): 
$0 copay 
$0 copay 
Contact Lenses,
Eyeglasses (Lenses
and/or Frames),
and Upgrades: 
Our plan pays up to
a total of $175 every 
year. 
You are responsible
for costs beyond the
plan limit. 
$0 copay 

Eyewear After
Cataract Surgery: 
One pair of
Medicare-covered 
eyeglasses or contact
lenses after each 
cataract surgery that
includes insertion of 
an intraocular lens. 
$0 copay 
Not covered 
Routine eye exam
(1 exam each
calendar year): 
$0 copay 
Not covered 
Contact Lenses,
Eyeglasses (Lenses
and/or Frames),
and Upgrades: 
Our plan pays up to
a total of $175 every 
year. 
You are responsible
for costs beyond the
plan limit. 
Not covered 

Eyewear After
Cataract Surgery: 
One pair of
Medicare-covered 
eyeglasses or contact
lenses after each 
cataract surgery that
includes insertion of 
an intraocular lens. 
$0 copay 
$0 copay 
Routine eye exam
(1 exam each
calendar year): 
$0 copay 
$0 copay 
Contact Lenses,
Eyeglasses (Lenses
and/or Frames),
and Upgrades: 
Our plan pays up to
a total of $175 every 
year. 
You are responsible
for costs beyond the
plan limit. 
$0 copay 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

COVERED MEDICAL AND HOSPITAL BENEFITS 

Mental Health 
Services 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

In-Network 

Out-of-Network 

Outpatient
Individual Therapy
Visit: 
$45 copay 
Not covered 
Outpatient Group
Therapy Visit: 
$35 copay 
Not covered 
Inpatient Hospital: 
$350 copay each day
for days 1 through 6
and $0 copay for
days 7 through 90
* 
$0 copay for up to an
additional 60 
lifetime reserve 
days. 
Not covered 

Outpatient
Individual Therapy
Visit: 
$30 copay 
50% of the total cost 
Outpatient Group
Therapy Visit: 
$20 copay 
50% of the total cost 
Inpatient Hospital: 
$350 copay each day
for days 1 through 5
and $0 copay for
days 6 through 90
* 
$0 copay for up to an
additional 60 
lifetime reserve 
days. 
50% of the total cost 
for days 1 through 7
and $0 copay for
days 8 through 90
* 
$0 copay for up to an
additional 60 
lifetime reserve 
days. 

Outpatient
Individual Therapy
Visit: 
$25 copay 
40% of the total cost 
Outpatient Group
Therapy Visit: 
$15 copay 
40% of the total cost 
Inpatient Hospital: 
$350 copay each day
for days 1 through 5
and $0 copay for
days 6 through 90
* 
$0 copay for up to an
additional 60 
lifetime reserve 
days. 
40% of the total cost 
for days 1 through 7
and $0 copay for
days 8 through 90
* 
$0 copay for up to an
additional 60 
lifetime reserve 
days. 

Outpatient
Individual Therapy
Visit: 
$15 copay 
Not covered 
Outpatient Group
Therapy Visit: 
$10 copay 
Not covered 
Inpatient Hospital: 
$350 copay each day
for days 1 through 5
and $0 copay for
days 6 through 90
* 
$0 copay for up to an
additional 60 
lifetime reserve 
days. 
Not covered 

Outpatient
Individual Therapy
Visit: 
$30 copay 
40% of the total cost 
Outpatient Group
Therapy Visit: 
$20 copay 
40% of the total cost 
Inpatient Hospital: 
$350 copay each day
for days 1 through 6
and $0 copay for
days 7 through 90
* 
$0 copay for up to an
additional 60 
lifetime reserve 
days. 
40% of the total cost 
for days 1 through 7
and $0 copay for
days 8 through 90
* 
$0 copay for up to an
additional 60 
lifetime reserve 
days. 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

COVERED MEDICAL AND HOSPITAL BENEFITS 

Skilled Nursing
Facility (SNF) 

In-Network 

Out-of-Network 

$0 copay for days 1
through 20, a $218
copay each day for
days 21 through 52,
and $0 copay for
days 53 through 100
* 
Not covered 

$0 copay for days 1
through 20, a $218
copay each day for
days 21 through 44,
and $0 copay for
days 45 through 100
* 
50% of the total cost 
* 

Physical, Speech, or
Occupational
Therapy Visit: 
$40 copay 
50% of the total cost 

$0 copay for days 1
through 20, a $218
copay each day for
days 21 through 41,
and $0 copay for
days 42 through 100
* 
40% of the total cost 
* 

$0 copay for days 1
through 20, a $218
copay each day for
days 21 through 34,
and $0 copay for
days 35 through 100
* 
Not covered 

Physical or Speech
Therapy Visit: 

$25 copay 
Not covered 
Occupational
Therapy Visit: 
$45 copay 
Not covered 

$0 copay for days 1
through 20, a $218
copay each day for
days 21 through 44,
and $0 copay for
days 45 through 100
* 
40% of the total cost 
* 

Outpatient
Rehabilitation 
Services 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

Physical, Speech, or
Occupational
Therapy Visit: 
$45 copay 
Not covered 

Physical or Speech
Therapy Visit: 

$35 copay 
40% of the total cost 
Occupational
Therapy Visit: 
$40 copay 
40% of the total cost 

Physical or Speech
Therapy Visit: 

$40 copay 
40% of the total cost 
Occupational
Therapy Visit: 
$35 copay 
40% of the total cost 

Ambulance Services Ground Ambulance: 
– Emergency $300 copay 

Air Ambulance: 
$475 copay 

Transportation 
In-Network 

Out-of-Network 
$0 copay for 24 one-way rides every calendar year 

Not covered 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

COVERED MEDICAL AND HOSPITAL BENEFITS 

Medicare Part B 
Drugs 
Part B rebatable 
drugs may be subject
to a lower 
coinsurance. 
For Part B insulin 
furnished through an
external insulin 
pump, you will pay
up to a $35 copay
per a one-month
supply. 

In-Network 

Out-of-Network 

20% of the total cost 
* 
Not covered 

20% of the total cost 
* 
50% of the total cost 
* 

20% of the total cost 
* 
40% of the total cost 
* 

20% of the total cost 
* 
Not covered 

20% of the total cost 
* 
40% of the total cost 
* 

Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

PART D PRESCRIPTION DRUG BENEFITS 

Deductible Stage 
You pay the full cost
of your drugs until
you reach this 
amount. 
The deductible does 
not apply to covered 

Tiers 1, 2, & 6 = $0 
Tiers 3, 4, & 5 =
$615 

Tiers 1, 2, & 6 = $0 
Tiers 3, 4, & 5 =
$380 

Tiers 1, 2, & 6 = $0 
Tiers 3, 4, & 5 =
$300 

Tiers 1, 2, & 6 = $0 
Tiers 3, 4, & 5 =
$100 

NA 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

PART D PRESCRIPTION DRUG BENEFITS 

insulin products and
most adult Part D 
vaccines, including
shingles, tetanus and
travel vaccines. You 
will start receiving 
coverage
immediately. 

Initial Coverage You will stay in this stage until your yearly out-of-pocket drug costs reach $2,100. NA 
Stage In this stage you will pay up to a $35 copay for a one-month (30-day) supply or up to a $105

copay for a three-month (90-day) supply for insulin. 

Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

PREFERRED RETAIL COST SHARING 

Tiers 1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

Tier 1 (Preferred
Generic) 

$0 copay $0 copay $0 copay $0 copay NA 

Tier 2 (Generic) $5 copay $11 copay $14 copay $15 copay NA 

Tier 3 (Preferred
Brand) 

20% coinsurance 20% coinsurance 20% coinsurance 20% coinsurance NA 

Tier 4 (Non-
Preferred Drug) 

45% coinsurance 45% coinsurance 45% coinsurance 45% coinsurance NA 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

PREFERRED RETAIL COST SHARING 

Tiers 1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

Tier 5 (Specialty
Tier) 

25% coinsurance 28% coinsurance 29% coinsurance 31% coinsurance NA 

Tier 6 (Part D
Vaccines) 

Insulin 

$0 copay $0 copay $0 copay $0 copay NA 

You won’t pay more than $35 for a one-month supply of each covered insulin product
regardless of the cost-sharing tier. 

NA 

Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

STANDARD RETAIL COST SHARING 

Tiers 1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

Tier 1 (Preferred
Generic) 

$7 copay $7 copay $7 copay $7 copay NA 

Tier 2 (Generic) $11 copay $16 copay $19 copay $20 copay NA 

Tier 3 (Preferred
Brand) 

25% coinsurance 25% coinsurance 25% coinsurance 25% coinsurance NA 

Tier 4 (Non-
Preferred Drug) 

50% coinsurance 50% coinsurance 50% coinsurance 50% coinsurance NA 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

STANDARD RETAIL COST SHARING 

Tiers 1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

1-month (30-day)
supply 

Tier 5 (Specialty
Tier) 

25% coinsurance 28% coinsurance 29% coinsurance 31% coinsurance NA 

Tier 6 (Part D
Vaccines) 

Insulin 

$0 copay $0 copay $0 copay $0 copay NA 

You won’t pay more than $35 for a one-month supply of each covered insulin product
regardless of the cost-sharing tier. 

NA 

Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

STANDARD MAIL-ORDER COST SHARING 

Tiers 3-month (90-day)
supply 

3-month (90-day)
supply 

3-month (90-day)
supply 

3-month (90-day)
supply 

3-month (90-day)
supply 

Tier 1 (Preferred
Generic) 

$0 copay $0 copay $0 copay $0 copay NA 

Tier 2 (Generic) $10 copay $22 copay $28 copay $30 copay NA 

Tier 3 (Preferred
Brand) 

20% coinsurance 20% coinsurance 20% coinsurance 20% coinsurance NA 

Tier 4 (Non-
Preferred Drug) 

45% coinsurance 45% coinsurance 45% coinsurance 45% coinsurance NA 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

STANDARD MAIL-ORDER COST SHARING 

Tiers 3-month (90-day)
supply 

3-month (90-day)
supply 

3-month (90-day)
supply 

3-month (90-day)
supply 

3-month (90-day)
supply 

Tier 5 (Specialty
Tier) 

NA NA NA NA NA 

Tier 6 (Part D
Vaccines) 

Insulin 

NA NA NA NA NA 

You won’t pay more than $105 for a three-month supply of each covered insulin product
regardless of the cost-sharing tier. 

NA 

Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

PART D COVERAGE STAGES 

Catastrophic
Coverage Stage 

After your yearly out-of-pocket drug costs (including drugs purchased through your retail
pharmacy and through mail order) reach $2,100, the plan pays the full cost for your covered
Part D drugs. You pay nothing. 

NA 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

ADDITIONAL BENEFITS AND SERVICES 

Annual Physical
Exam 

In-Network $0 copay $0 copay $0 copay $0 copay $0 copay 
Out-of-Network Not covered 50% of the total cost 40% of the total cost Not covered 40% of the total cost 

Cardiac 
Rehabilitation 
Services 

In-Network $35 copay $35 copay $30 copay $30 copay $35 copay 
Out-of-Network Not covered 50% of the total cost 40% of the total cost Not covered 40% of the total cost 

Chiropractic
Services 
24 additional routine 
visits every calendar 
year 

In-Network $15 copay $15 copay 
Out-of-Network Not covered 50% of the total cost 

Diabetic Testing
Supplies 

In-Network $0 copay for Abbott $0 copay for Abbott
(FreeStyle® or (FreeStyle® or 
Precision®) and Precision®) and
Roche (Accu-Chek®) Roche (Accu-Chek®)
blood glucose blood glucose
monitors (BGMs) monitors (BGMs)
and related supplies and related supplies
and all other diabetic and all other diabetic 
testing supplies testing supplies 

$15 copay 
40% of the total cost 

$0 copay for Abbott
(FreeStyle® or 
Precision®) and
Roche (Accu-Chek®)
blood glucose
monitors (BGMs)
and related supplies
and all other diabetic 
testing supplies 

$15 copay 
Not covered 

$0 copay for Abbott
(FreeStyle® or 
Precision®) and
Roche (Accu-Chek®)
blood glucose
monitors (BGMs)
and related supplies
and all other diabetic 
testing supplies 

$15 copay 
40% of the total cost 

$0 copay for Abbott
(FreeStyle® or 
Precision®) and
Roche (Accu-Chek®)
blood glucose
monitors (BGMs)
and related supplies
and all other diabetic 
testing supplies 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

ADDITIONAL BENEFITS AND SERVICES 

Out-of-Network 

Durable Medical 
Equipment (DME)
and Related Supplies 

In-Network 

when purchased at a
retail pharmacy. 
20% of the total cost 
for Abbott 
(FreeStyle or
Precision) and Roche
(Accu-Chek) BGMs
and related supplies
and all other diabetic 
testing supplies
when received from 
a medical supplier. 
Not covered 

$0 copay for
Dexcom and 
Freestyle continuous
glucose monitors
(CGMs) purchased
at a retail pharmacy.
* 
20% of the total cost 
for Dexcom and 

when purchased at a
retail pharmacy. 
20% of the total cost 
for Abbott 
(FreeStyle or
Precision) and Roche
(Accu-Chek) BGMs
and related supplies
and all other diabetic 
testing supplies
when received from 
a medical supplier. 
50% of the total cost 
for Abbott 
(FreeStyle or
Precision) and Roche
(Accu-Chek) BGMs
and related supplies
and all other diabetic 
testing supplies. 

$0 copay for
Dexcom and 
Freestyle continuous
glucose monitors
(CGMs) purchased
at a retail pharmacy.
* 
20% of the total cost 
for Dexcom and 

when purchased at a
retail pharmacy. 
20% of the total cost 
for Abbott 
(FreeStyle or
Precision) and Roche
(Accu-Chek) BGMs
and related supplies
and all other diabetic 
testing supplies
when received from 
a medical supplier. 
40% of the total cost 
for Abbott 
(FreeStyle or
Precision) and Roche
(Accu-Chek) BGMs
and related supplies
and all other diabetic 
testing supplies. 

$0 copay for
Dexcom and 
Freestyle continuous
glucose monitors
(CGMs) purchased
at a retail pharmacy.
* 
20% of the total cost 
for Dexcom and 

when purchased at a
retail pharmacy. 
20% of the total cost 
for Abbott 
(FreeStyle or
Precision) and Roche
(Accu-Chek) BGMs
and related supplies
and all other diabetic 
testing supplies
when received from 
a medical supplier. 
Not covered 

$0 copay for
Dexcom and 
Freestyle continuous
glucose monitors
(CGMs) purchased
at a retail pharmacy.
* 
20% of the total cost 
for Dexcom and 

when purchased at a
retail pharmacy. 
20% of the total cost 
for Abbott 
(FreeStyle or
Precision) and Roche
(Accu-Chek) BGMs
and related supplies
and all other diabetic 
testing supplies
when received from 
a medical supplier. 
40% of the total cost 
for Abbott 
(FreeStyle or
Precision) and Roche
(Accu-Chek) BGMs
and related supplies
and all other diabetic 
testing supplies. 

$0 copay for
Dexcom and 
Freestyle continuous
glucose monitors
(CGMs) purchased
at a retail pharmacy.
* 
20% of the total cost 
for Dexcom and 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

Use this card to pay for eyewear benefits at a licensed eyewear provider that accepts Visa®. This card can also be 
used to purchase OTC health and wellness products at participating retailers, online, or over the phone. Allowances
are added the first month you are enrolled in the plan. All allowance amounts expire as stated in the benefit, at the

end of the plan year, or when you leave the plan. 

$0 copay $0 copay $0 copay $0 copay $0 copay 

ADDITIONAL BENEFITS AND SERVICES 

Out-of-Network 

eVisits 
In-Network 

Out-of-Network 

Health and Wellness 
Education Programs 

In-Network 
Out-of-Network 

In-Network 
Out-of-Network 

Health+ by Medica
(formerly Your Dean
Wallet) 

Home Health 
Agency Care 

In-Network 

Freestyle CGMs
received from a 
medical supplier and
all other DME. 
* 
Not covered 

Freestyle CGMs
received from a 
medical supplier and
all other DME. 
* 
50% of the total cost 
for Dexcom and 
Freestyle CGMs and
all other DME. 

Freestyle CGMs
received from a 
medical supplier and
all other DME. 
* 
40% of the total cost 
for Dexcom and 
Freestyle CGMs and
all other DME. 

$0 copay 
Not covered 

Nurse Advice Line: 
$0 copay 

Not covered 
One Pass™ Fitness Program: 

$0 annual fee 
Not covered 

Freestyle CGMs
received from a 
medical supplier and
all other DME. 
* 
Not covered 

Freestyle CGMs
received from a 
medical supplier and
all other DME. 
* 
40% of the total cost 
for Dexcom and 
Freestyle CGMs and
all other DME. 
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Out-of-Network Not covered 50% of the total cost 
* 

40% of the total cost 
* 

Not covered 40% of the total cost 
* 

In-Home Support
Services 

In-Network 
Out-of-Network 

$0 copay for 120 hours every calendar year 
Not covered 

Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

ADDITIONAL BENEFITS AND SERVICES 

Meals 
In-Network 

Out-of-Network 

Over-the-Counter 
(OTC) Drugs and
Supplies 

In-Network 

Out-of-Network 

You are eligible for a
$50 allowance 
quarterly by using
the Health+ by
Medica card at 
participating
retailers, online, or
over the phone. 
Not covered 

$0 copay for 2 meals per day for 7 days after an inpatient stay 
Not covered 

You are eligible for a You are eligible for a You are eligible for a
$25 allowance $25 allowance $35 allowance 
quarterly by using quarterly by using quarterly by using
the Health+ by the Health+ by the Health+ by
Medica card at Medica card at Medica card at 
participating participating participating
retailers, online, or retailers, online, or retailers, online, or
over the phone. over the phone. over the phone. 
Not covered Not covered Not covered 

You are eligible for a
$40 allowance 
quarterly by using
the Health+ by
Medica card at 
participating
retailers, online, or
over the phone. 
Not covered 

Podiatry Services 
In-Network $45 copay $40 copay $35 copay $25 copay $40 copay 

Out-of-Network Not covered 50% of the total cost 40% of the total cost Not covered 40% of the total cost 
* * * 
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Essential 
HMO 
($0) 

Assurance 
HMO-POS 

($50) 

Balance 
HMO-POS 

($119) 

Complete
HMO 
($256) 

Harmony
HMO-POS 

($0) 

ADDITIONAL BENEFITS AND SERVICES 

Pulmonary
Rehabilitation 
Services 

In-Network 
Out-of-Network 

$30 copay 
Not covered 

$30 copay 
50% of the total cost 

$25 copay 
40% of the total cost 

$25 copay 
Not covered 

$25 copay 
40% of the total cost 

Smoking and
nicotine use 
cessation or 
reduction program 

In-Network 
Out-of-Network 

$0 copay for 5 visits per calendar year 
Not covered 

Worldwide 
Emergency Care 

$125 copay $125 copay $140 copay $140 copay $110 copay 
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Dean Health Plan is an HMO and an HMO-POS plan with a Medicare contract. Enrollment in Dean Health 
Plan depends on contract renewal. 

Health+ by Medica Card: Card can only be used for Qualified Purchases indicated by your plan provider 
everywhere Visa® debit cards are accepted. Card is issued by Sutton Bank, pursuant to a license from Visa 
U.S.A. Inc. Please contact your Program Sponsor directly for a full list of Qualified Purchases. Visa is a 
registered trademark of Visa, U.S.A. Inc. All other trademarks and service marks belong to their respective 
owners. No Cash or ATM Access. Terms and conditions apply, contact your Plan Provider for details. 

Out-of-network/non-contracted providers are under no obligation to treat Plan members, except in 
emergency situations. Please call our Member Services number or see your Evidence of Coverage for more 
information, including the cost sharing that applies to out-of-network services. 

© 2025 Dean Health Plan, Inc. 
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