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Are you eligible? 
To join a Regence Medicare Advantage PPO 
plan, you must be entitled to Medicare Part A, 
be enrolled in Medicare Part B, and live in our 
service area. 

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 http://www.medicare.gov or get a copy by 
calling 1-800-MEDICARE (1-800-633-4227), 
24 hours a day, 7 days a week. TTY users should 
call 1-877-486-2048. 

The benefit information provided is a summary 
of what we cover and what you pay. It does not 
list every service that we cover or list every 
limitation or exclusion. A complete list of services 
we cover is found in our Evidence of Coverage 
(EOC). You can view our plan’s EOC on our website 
at regence.com/medicare or request one through 
Customer Service. 

Using in-network providers 
Regence MedAdvantage + Rx Classic (PPO) and 
Regence MedAdvantage + Rx Enhanced (PPO) 
have a network of doctors, hospitals, pharmacies 
and other providers. If you use providers that 
are not in our network, you may pay more for 
these services. You can see our plan’s provider 
directory and pharmacy directory at our website, 
regence.com/medicare. 

For more information 
Please call us at the phone number below or visit 
us at regence.com/medicare. 

Prospective members call 
1-888-369-3171 (TTY: 711) 

Current PPO members call 
1-800-541-8981 (TTY: 711) 

Hours are from 8:00 a.m. to 8:00 p.m., Monday 
through Friday (October 1 through March 31, our 
telephone hours are 8:00 a.m. to 8:00 p.m., seven 
days a week). 

Using out-of-network providers 
Out-of-network/non-contracted providers are 
under no obligation to treat Regence members, 
except in emergency situations. If you receive 
care from an out-of-network/non-contracted 
provider, we will pay for the same services we 
cover in network, as long as the services are 
medically necessary. Please call our Customer 
Service number or see Chapter 4, section 1 of 
your Evidence of Coverage for more information, 
including the cost-sharing that applies to out-of
network services. 

Regence 
MedAdvantage + Rx 
Classic (PPO) 

Regence 
MedAdvantage + Rx 
Enhanced (PPO) 

2 | 2019
 



4 | 2019 2019 | 5 

P
P

O
 M

ED
IC

A
L

  

 

  

 

 
 

 
 

 
 

    

  
 

 

 
 

 
 

 

 
 

 
 

 
 

 
  
  

 

 
 

  

 
 

  

  
  
  

 

 
 

 

 
 

 

 

 

 

 

 

 

 

 

Regence Regence 
MedAdvantage + Rx MedAdvantage + Rx 
Classic (PPO) Enhanced (PPO) 

Service area Bonner, Kootenai, Latah and Nez Perce counties in Idaho and Asotin 
County in Washington 

Premium, deductible and out-of-pocket limits
 

Monthly plan premium $88 $149 

You must continue to pay your Medicare Part B premiums. 

Deductible 

Medical $0 $0 

Prescription $250 (waived for Tiers 1 and 2) $0 

Maximum out-of
pocket responsibility 
(Does not include  
prescription drugs) 

In-network providers: In-network providers: 
$5,000 annually $6,700 annually 

Combined in- and out-of-network Combined in- and out-of-network 
providers: $10,000 annually providers: $8,300 annually 

This is the most you pay for copays, coinsurance and other costs for 
Medicare-covered Part A and Part B medical services for the year. Some 
services do not apply to the maximum out-of-pocket. 

Medical and hospital benefits
 

Inpatient hospital 
coverage1 

In-network: 
Days 1 through 4: 
$395 copay per day 

In-network: 
Days 1 through 5: 
$315 copay per day 

Days 5 and beyond: 
$0 copay per day 

Days 6 and beyond: 
$0 copay per day 

Out-of-network: 
Days 1 and beyond: 
50% coinsurance per day 

Out-of-network: 
Days 1 and beyond: 
50% coinsurance per day 

1- Services may require prior authorization. 2- Services rendered in an out-of-network hospital-owned 
clinic or outpatient hospital may have associated facility charges. See the Outpatient Hospital Services 
section for cost-sharing amounts. 3- Services do not apply to the out-of-pocket maximum. 

Regence 
MedAdvantage + Rx 
Classic (PPO) 

Medical and hospital benefits (cont.)
 

Outpatient hospital coverage 

Ambulatory surgical center services1 

In-network: 
-For wound care 
-For all other services 

$40 copay 
$200 copay 

-All outpatient services 
Out-of-network: 
50% coinsurance 

Outpatient hospital services¹ 

In-network: 
-For wound care $40 copay 
-For all other services $275 copay 

Out-of-network: 
-All outpatient services 50% coinsurance 

Doctor visits 

Primary care provider2 In-network: 
$15 copay 

Out-of-network: 
50% coinsurance 

Specialist2 In-network: 
$40 copay 

Out-of-network: 
50% coinsurance 

Regence 
MedAdvantage + Rx 
Enhanced (PPO) 

In-network: 
$30 copay 
$175 copay 

Out-of-network: 
50% coinsurance 

In-network: 
$30 copay 
$275 copay 

Out-of-network: 
50% coinsurance 

In-network: 
$5 copay 

Out-of-network: 
50% coinsurance 

In-network: 
$30 copay 

Out-of-network: 
50% coinsurance 

1- Services may require prior authorization. 2- Services rendered in an out-of-network hospital-owned 
clinic or outpatient hospital may have associated facility charges. See the Outpatient Hospital Services 
section for cost-sharing amounts. 3- Services do not apply to the out-of-pocket maximum. 
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Regence 
MedAdvantage + Rx 
Classic (PPO) 

Medical and hospital benefits (cont.) 

Preventive care In-network: 
$0 copay 

Out-of-network: 
50% coinsurance 

Regence 
MedAdvantage + Rx 
Enhanced (PPO) 

In-network: 
$0 copay 

Out-of-network: 
50% coinsurance 

The Medicare-covered preventive services listed below are covered under 
this benefit. Any additional preventive services approved by Medicare during 
the contract year will be covered. 

Annual Wellness Visit 

Abdominal aortic aneurysm 
screening 

Alcohol misuse screening 
and counseling 

Bone mass measurement 

Breast cancer screening 
(mammogram) 

Cardiovascular disease 
(behavioral therapy) 

Cardiovascular screening 

Cervical and vaginal cancer 
screening 

Colorectal cancer screening 
(colonoscopy, fecal occult blood 
test, or flexible sigmoidoscopy) 

Depression screening 

Diabetes screening 

Glaucoma screening 

HIV screening 

LDCT (screening for lung cancer with 
low-dose computed tomography) 

Medical nutrition therapy 

Medicare Diabetes Prevention 
Program (MDPP) ($0 out of network) 

Obesity screening and therapy 

Prostate cancer screening (PSA) 

Sexually transmitted infections 
screening and counseling 

Some immunizations (including flu, 
hepatitis B, and pneumococcal shots) 

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

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

ve visit (one-time) 

1- Services may require prior authorization. 2- Services rendered in an out-of-network hospital-owned 
clinic or outpatient hospital may have associated facility charges. See the Outpatient Hospital Services 
section for cost-sharing amounts. 3- Services do not apply to the out-of-pocket maximum. 

Regence 
MedAdvantage + Rx 
Classic (PPO) 

Medical and hospital benefits (cont.) 

Emergency care In- and out-of-network: 
$90 copay 

Regence 
MedAdvantage + Rx 
Enhanced (PPO) 

In- and out-of-network: 
$90 copay 

Waived if admitted to the hospital within 48 hours for the same condition 

Urgently needed In- and out-of-network: In- and out-of-network: 
services $40 copay $30 copay 

Diagnostic services/labs/imaging 

Diagnostic radiology 
(MRI, CAT, etc.)1 

In-network: 
20% coinsurance 

In-network: 
20% coinsurance 

Out-of-network: 
50% coinsurance 

Out-of-network: 
50% coinsurance 

Lab services1 In-network: 
$10 copay 

In-network: 
$0 copay 

Out-of-network: 
50% coinsurance 

Out-of-network: 
50% coinsurance 

Diagnostic tests and 
procedures1 

In-network: 
$10 copay 

In-network: 
$0 copay 

Out-of-network: 
50% coinsurance 

Out-of-network: 
50% coinsurance 

Outpatient X-rays In-network: 
$10 copay 

In-network: 
$0 copay 

Out-of-network: 
50% coinsurance 

Out-of-network: 
50% coinsurance 

1- Services may require prior authorization. 2- Services rendered in an out-of-network hospital-owned 
clinic or outpatient hospital may have associated facility charges. See the Outpatient Hospital Services 
section for cost-sharing amounts. 3- Services do not apply to the out-of-pocket maximum. 
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Regence 
MedAdvantage + Rx 
Classic (PPO) 

Medical and hospital benefits (cont.) 

Hearing services 

Medical hearing exam2 

Routine hearing exam3 

Hearing aids3 

Dental services 

Medical dental 
services2 

In-network: 
$40 copay 

Out-of-network: 
50% coinsurance 

Not covered; see the Optional 
Supplemental Benefits Section of 
this book for routine hearing exam 
options available for an additional 
premium 

Not covered; see the Optional 
Supplemental Benefits Section of this 
book for hearing aid options available 
for an additional premium 

In-network: 
$40 copay 

Out-of-network: 
50% coinsurance 

Regence 
MedAdvantage + Rx 
Enhanced (PPO) 

In-network: 
$30 copay 

Out-of-network: 
50% coinsurance 

In-network 
(TruHearing providers only): 
$45 copay 

Out-of-network: 
$150 copay 

Service limited to 1 routine hearing 
exam every year 

$599 copay for each TruHearing 
Advanced aid 

$899 copay for each TruHearing 
Premium aid 

Services covered with TruHearing 
providers only and limited to 1 
hearing aid per ear, per year; 
coverage only for aids listed 

In-network: 
$30 copay 

Out-of-network: 
50% coinsurance 

1- Services may require prior authorization. 2- Services rendered in an out-of-network hospital-owned 
clinic or outpatient hospital may have associated facility charges. See the Outpatient Hospital Services 
section for cost-sharing amounts. 3- Services do not apply to the out-of-pocket maximum. 

Regence 
MedAdvantage + Rx 
Classic (PPO) 

Medical and hospital benefits (cont.) 

Dental services (cont.) 

Preventive dental 
services3 

Comprehensive 
dental services3 

In-network: 
$0 copay 

Out-of-network: 
50% coinsurance 

Regence 
MedAdvantage + Rx 
Enhanced (PPO) 

In-network: 
$0 copay 

Out-of-network: 
50% coinsurance 

Preventive dental services limited to: 
1 full-mouth X-ray every 3 years 
2 preventive exams every year 
2 cleanings every year 
2 bitewings every year 
Out-of-network dental providers may bill you for any charges remaining over 
the allowed amount 

Not covered; see the Optional 
Supplemental Benefits Section of 
this book for comprehensive dental 
options available for an additional 
premium 

In- and out-of-network: 
50% coinsurance 

Services limited to: 
2 problem-focused exams and 2 
intraoral-periapical films every year 

Restorations, endodontics, 
periodontics, oral surgery, crowns, 
dentures, partials, bridges and 
implants, limited to specific dental 
codes (exclusions apply) 

$1,000 benefit limit per calendar 
year (services above the limit are 
your responsibility); out-of-network 
dental providers may bill you for any 
charges remaining over the allowed 
amount 

1- Services may require prior authorization. 2- Services rendered in an out-of-network hospital-owned 
clinic or outpatient hospital may have associated facility charges. See the Outpatient Hospital Services 
section for cost-sharing amounts. 3- Services do not apply to the out-of-pocket maximum. 




