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Your Summary of Benefits

We know how important it is to have a health plan you can count on.

This is a summary of health services covered by Wellcare Patriot Giveback Preferred (HMO-POS)
from January 1, 2026 to December 31, 2026.

This booklet will provide you with a summary of what we cover and what you pay. It does not list every
service, limitation, or exclusion. A complete list of services can be found in the plan’s Evidence of
Coverage (EOC). You can find the Evidence of Coverage on our website at go.wellcare.com/AllwellAR. To
request a copy, please call 1-844-480-0680 (TTY 711). Hours are: Sunday-Saturday, 8 am to 8 pm.

Who can join?

To join this plan, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, live in our
service area, and be a United States citizen or lawfully present in the United States. You must continue
to pay your Medicare Part B premium if not otherwise paid for under Arkansas Medicaid or by another
third party.

Plan’s service areas:

Our service area includes these counties in Arkansas: Arkansas, Ashley, Baxter, Benton, Boone, Bradley,
Calhoun, Carroll, Chicot, Clark, Clay, Cleburne, Cleveland, Columbia, Conway, Craighead, Crawford,
Crittenden, Cross, Dallas, Desha, Drew, Faulkner, Franklin, Fulton, Garland, Grant, Greene, Hempstead,
Hot Spring, Howard, Independence, Izard, Jackson, Jefferson, Johnson, Lafayette, Lawrence, Lee,
Lincoln, Little River, Logan, Lonoke, Madison, Marion, Miller, Mississippi, Monroe, Montgomery, Nevada,
Newton, Ouachita, Perry, Phillips, Pike, Poinsett, Polk, Pope, Prairie, Pulaski, Randolph, Saline, Scott,
Searcy, Sebastian, Sevier, Sharp, St. Francis, Stone, Union, Van Buren, Washington, White, Woodruff,
and Yell.

About this plan & how to get care

Health Maintenance Organizations (HMOs) are health care plans offered by an insurance provider
with a network of contracted healthcare providers and facilities. HMOs generally require members to
select a primary care provider (PCP) to coordinate care and if you need a specialist, the PCP will choose
one who is also in our network.

Health Maintenance Organizations-Point of Service (HMO-POS) plans are HMOs with the
Point-of-Service (POS) benefit. The POS benefit allows members to get care from out-of-network
providers for routine dental services as shown in the “Benefits” section of this document. Your
out-of-pocket costs may be higher if you use out-of-network providers.You don’t need a referral to go
out-of-network for your POS benefit. However, before getting services from out-of-network providers,
you may want to confirm with us that the services are covered by us. If we later determine that the
services are not covered, we may deny coverage and you will have to pay the costs. Please call our


http://go.wellcare.com/AllwellAR
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Member Services number or see your Evidence of Coverage for more information, including the
cost-sharing that applies to out-of-network services.

Our plan gives you access to our network of skilled medical providers in your area. You can look forward
to choosing a primary care provider (PCP) to work with you and coordinate your care. Please note that,
if you go elsewhere without proper authorization, you will have to pay in full. Neither Medicare nor our
plan will be responsible for the costs. The only exceptions are emergencies, urgently needed services
when the network is not available (that is, in situations when it is unreasonable or not possible to
obtain services in-network), out-of-area dialysis services, and cases in which Wellcare Patriot Giveback
Preferred (HMO-POS) authorizes use of out-of-network providers.

Our plan is for beneficiaries who receive creditable Part D coverage through a retiree plan, VA benefits,
or other coverage.

Which doctors and hospitals can | use? Wellcare Patriot Giveback Preferred (HMO-POS) has a network
of doctors, hospitals, and other providers. You can save money by using our providers in the plan’s
network. You may use out-of-network providers for routine dental services. For all other services, you
must use providers that are within our network, or the plan may not pay for the service.

You can see our plan’s provider directory on our website at go.wellcare.com/2026providerdirectories.
We cover the services and items in this document and the Evidence of Coverage if they are medically
necessary.

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.

We must provide information in a way that works for you (in languages other than English, in audio, in
braille, in large print, or other alternate formats, etc.). For more information, or to request information
in an alternate format, please call us at 1-844-480-0680 (TTY users should call 711). Hours are:
Sunday-Saturday, 8 am to 8 pm.


http://go.wellcare.com/2026providerdirectories
http://www.medicare.gov
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Benefits

Note: Services with an asterisk (*) may require prior authorization.
Services with a square (s) means a referral may be required.

Monthly Plan Premium

$0
Plan does not cover Part D.
You must continue to pay your Medicare Part B premium.

Part B Premium Reduction

This plan offers a $110 give back every month in your Social
Security check.

Deductible

No deductible

Maximum Out-of-Pocket (MOOP)
Responsibility

$4,900 annually
This is the most you will pay in copays and coinsurance for Part
A and B services for the year.

Inpatient Hospital Coverage

For each admission, you pay:

« $350 copay per day for days 1 through 5
« S0 copay per day for days 6 through 90

*

Outpatient Hospital Coverage

Outpatient Hospital Services

$0 copay for skin biopsies.

$300 copay for outpatient surgical services.

$200 copay for outpatient non-surgical services, including
outpatient palliative care.

Outpatient Hospital
Observation Services

$130 copay for outpatient observation services when you enter
observation status through an emergency room.

$300 copay for outpatient observation services when you enter
observation status through an outpatient facility.




Your Summary of Benefits

Benefits

Ambulatory Surgical Center
(ASC) Services

$200 copay for each Medicare-covered visit to an ambulatory
surgical center.

Doctor Visits

Primary Care Providers

$0 copay

Specialists

$20 copay

Preventive Care (e.g., Annual
Wellness visit, Bone mass
measurement, Breast cancer
screening (mammogram),
Cardiovascular screenings,
Cervical and vaginal cancer
screening, Colorectal cancer
screenings, Diabetes screenings,
Hepatitis B Virus Screening,
Prostate cancer screenings (PSA),
Vaccines (including Flu/influenza
shots, Hepatitis B shots,
Pneumococcal shots, COVID
shots))

$0 copay

Emergency Care

$130 copay
Copay is waived if you are admitted to a hospital within 24
hours.

Worldwide Emergency
Coverage

$130 copay

Worldwide emergency and worldwide urgently needed services
are subject to a $50,000 maximum plan coverage. There is no
worldwide coverage for care outside of the emergency room or
emergency hospital admission. The copay is not waived if
admitted to the hospital for worldwide emergency services.




Your Summary of Benefits

Benefits

Urgently Needed Services

$35 copay
Copay is waived if you are admitted to a hospital within 24

hours.

Services/Labs/Imaging

Lab Services

Worldwide Urgent Care $130 copay
Coverage
Worldwide emergency and worldwide urgently needed services
are subject to a $50,000 maximum plan coverage. The copay is
not waived if admitted to the hospital for worldwide urgently
needed services.
Diagnostic

$50 copay for genetic testing.
$0 copay for all other labs.

Diagnostic Tests and
Procedures

$0 copay for Medicare-covered diagnostic colonoscopy,
spirometry testing and specified testing related services.
$20 copay for all other services.

Outpatient X-rays

$25 copay

Diagnostic Radiology Services
(e.g. MRI, CAT Scan)

$0 copay for a diagnostic mammogram.

$200 copay for all other diagnostic radiology services received
in an outpatient setting.

$100 copay for all other services received in all other locations.

Therapeutic Radiology

20% coinsurance

*

Hearing Services

Hearing Exam
Medicare-covered

$20 copay
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Benefits

Routine Hearing Exam

$0 copay

1 exam(s) every year

Hearing Aids

Hearing Aid
Fitting/Evaluation(s)

Hearing Aid Allowance
All Types

$0 copay

1 fitting(s) / evaluation(s) every year

Up to a $500 allowance per ear every year for hearing aids.

$0 copay

Limited to 2 hearing aid(s) every year

Additional Hearing Information

What you should know

Medicare covers diagnostic hearing and balance exams if your
doctor or other health care provider orders these tests to see if
you need medical treatment.

Dental Services

Medicare-covered

$20 copay for each Medicare-covered service.

Routine Diagnostic and
Preventive Services

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

Cleanings 2 every year
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Fluoride Treatment

Other Diagnostic Dental
Services

Other Preventive Dental
Services

Dental x-rays 1 set(s) every date of service to 3 plan years
depending on type of service

Oral exams 2 every year

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

1 every year

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

1 every date of service to 3 plan years depending on type of
service

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

1 every date of service to 3 plan years depending on type of
service
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Benefits

Routine Comprehensive
Services

Restorative Services

Endodontics/Periodontics

Oral/Maxillofacial Surgery

Prosthodontics, Fixed

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

In-Network
$0 copay

Out-of-Network
25% coinsurance

*
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Prosthodontics, Removable

Adjunctive General Services

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

In-Network
$0 copay

Out-of-Network
25% coinsurance

*

For more information, limitations and exclusions, please
see your Evidence of Coverage. Additional dental
limitations and exclusions apply.

Additional Dental Information

What you should know:

This plan includes coverage up to $4,000 per plan year for all
in-network and out-of-network covered routine comprehensive
dental services.

You may use either in-network or out-of-network dentists for
routine dental care (non-Medicare-covered services). Your
out-of-pocket costs may be higher if you use out-of-network
providers. Out-of-network providers are not contracted to
accept plan payment as payment in full. They might charge you
more than the plan pays.

Vision Care

Eye Exam
Medicare-covered

$0 copay for each Medicare-covered diabetic retinopathy
screening or diabetic eye exam

$20 copay for all other Medicare-covered eye exams
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Routine Eye Exam (Refraction)

$0 copay

1 exam(s) every year

Glaucoma Screening

$0 copay for each Medicare-covered service.

(frame and lenses)/
Eyeglass Frames

Eyewear Allowance

Eyewear $0 copay
Medicare-covered
Routine Eyewear

Contact Lenses/ Eyeglasses | S0 copay

Up to a $200 combined allowance towards contacts and

glasses (lenses and/or frames) every year.

Mental Health Services

Inpatient Visit

For each admission, you pay:

« $325 copay per day for days 1 through 4
« S0 copay per day for days 5 through 90

*

Outpatient Individual Therapy | $O copay
Visit *
Outpatient Group Therapy Visit | SO copay

Skilled Nursing Facility (SNF)

For each admission, you pay:

« S0 copay per day for days 1 through 20

« $218 copay per day for days 21 through 50
« S0 copay per day for days 51 through 100

*
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Therapy and Rehabilitation
Services

Physical Therapy $30 copay
Outpatient Rehabilitation $30 copay
Services Provided by an *
Occupational Therapist
Pulmonary Rehabilitation $35 copay
Services

Ambulance
Ground Ambulance $200 copay
Air Ambulance $200 copay

Transportation Services
(Non-emergency medical
transportation)

Up to 24 rides every year to plan approved healthcare
locations. This includes doctors, specialists, pharmacies, and
dental or vision providers.

$0 copay (per one-way trip)

What you should know:

Mileage limitations may apply. Call the number on the back of
your member ID card 72 hours in advance to reserve a ride for

your appointment. Rides may also be reserved via mobile app.

Medicare Part B Drugs

Chemotherapy Drugs and
Other Part B Drugs

20% coinsurance

*

Certain Part B rebatable drugs may be subject to a lower
coinsurance than the amount shown above.
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Insulin

$35 copay (maximum per month)

Allergy Antigen

0% coinsurance

*
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Note: Services with an asterisk (*) may require prior authorization.
Services with a square (s) means a referral may be required.
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Chiropractic Services

Medicare-covered

$15 copay

Acupuncture

Medicare-covered

$0 copay for Medicare-covered Acupuncture received in a PCP
office.

$15 copay for Medicare-covered Acupuncture received in a
Chiropractor office.

$20 copay for Medicare-covered Acupuncture received in a
Specialist office.

Podiatry Services (Foot Care)

Medicare-covered

$20 copay
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Virtual Visits

$0 copay for virtual visit services performed through your
plan’s virtual visit provider(s).

Our plan offers 24 hours per day, 7 days per week virtual visit
access to board certified doctors to help address a wide variety
of health concerns/questions. Covered services include general
medical, behavioral health, dermatology, and more.

Avirtual visit (also known as telehealth or telemedicine) is a
visit with a doctor either over the phone or internet using a
smart phone, tablet, or a computer. Certain types of visits may
require internet and a camera-enabled device.

For more information, please see your Evidence of Coverage.

What you should know:

The $0 copay above only applies when services are received
from your plan’s virtual visit provider(s). If you receive
telemedicine services from a network provider and not your
plan’s virtual visit provider(s), you will pay the cost shares
listed for those providers, as outlined within the Evidence of
Coverage (e.g., if you receive telehealth services from your PCP,
you will pay the PCP cost share).

Social Support Platform

Our plan provides an online and app-based support platform
for your overall well-being. The platform offers personalized
therapeutic self-guided activities and programs to help manage
stress, anxiety, and support your emotional and mental health.

Engage in interactive activities, meditations and games tailored
to your needs. The platform also features the ability to join
social communities.

Available online 24/7 - you can use it whenever you choose.

For more information on how to access the social support
platform, please see your Evidence of Coverage.

$0 copay

Home Health Agency Care

$0 copay
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Meals

Post-Acute Meals

$0 copay

What you should know:

If you qualify, you pay nothing for home delivered meals up to
45 days following an Inpatient hospital stay to aid in recovery
with a maximum of 3 meals per day for up to 14 days with a
maximum of 42 meals per occurrence for an unlimited number
of occurrences per year.

Medical Equipment/Supplies

Durable Medical Equipment
(DME)

20% coinsurance

*

Prosthetics

20% coinsurance

*

Diabetic Supplies

$0 copay

For more information, limitations and exclusions, please see
your Evidence of Coverage.

Diabetic Therapeutic Shoes Or
Inserts

20% coinsurance

*

Opioid Treatment Program
Services

$20 copay

Health and Wellness Education
Programs

Fitness

For a detailed list of wellness education program benefits
offered, please refer to the Evidence of Coverage.

$0 copay
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What you should know:

To help support an active and healthy lifestyle, your plan
provides a fitness program that offers access to fitness
locations nationwide. You may access one or more gyms within
the fitness network.

Members have access to in-person fitness centers, available
on-demand exercise programs, 1:1 Lifestyle Coaching,
Well-Being Club, and a variety of Home Fitness Kits (including a
wearable fitness tracker).

Personal Emergency Response | $0 copay
System (PERS)
24-Hour Nurse Advice Line $0 copay
Annual Routine Physical Exam $0 copay
What you should know:

The exam includes a detailed medical/family history and
recommendations for preventive screenings/care.

Wellcare Spendables®

You will receive $15 monthly preloaded on your Wellcare
Spendables® card. Your monthly allowance rolls over to the
following month if unused and expires at the end of the plan
year.

Your card allowance can be used towards:
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Over-the-Counter items (OTC) - Your card can be used at
participating retail locations, through the mobile app, or online
through your member portal to place an order for home
delivery. Examples of covered items include brand name and
generic over-the-counter items, vitamins, pain relievers, cold
and allergy items and diabetic items.

Dental, Vision, and Hearing - You may use your card to help
reduce your out-of-pocket expenses for eligible dental, vision,
and hearing services.

For more information, limitations, and exclusions, please see
your Evidence of Coverage.

My Wellcare Rewards

With My Wellcare Rewards, you can earn up to $100 by
completing eligible health activities and portal activities
through your member portal.

Rewards will be loaded onto your Wellcare Spendables® card.




Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak a language other than English, free language assistance services are available
to you. Appropriate auxiliary aids and services to provide information in accessible formats are also
available free of charge. Call 1-844-428-2224 (TTY: 711).

Espafiol ATENCION: Contamos con servicios de asistencia lingiiistica que se encuentran disponibles para
usted de manera gratuita. También se encuentran disponibles de manera gratuita ayudas y servicios
auxiliares adecuados para proporcionar informacion en formatos accesibles. Llame al 1-844-428-2224
(TTY: 711).

lloko PALIIWEN: Adda dagiti libre a serbisio a tulong iti pagsasao. Dagiti maitutop a katulongan ken
serbisio a mangipaay iti impormasion kadagiti nalaka a maawatan a pormat ket libre met a magun-odan.
Tawagan ti 1-844-428-2224 (TTY: 711).

Gagana Samoa FAAALIGA: O lo’o avanoa fua ia te oe auaunaga fesoasoani i le gagana. E avanoa fo‘i fua
fesoasoani ma meafaigaluega talafeagai e tu’uina atu ai fa’amatalaga i auala faigofie ona malamalama
ai. Vala’au 1-844-428-2224 (TTY: 711).

‘Olelo Hawai‘i HO’AKAKA: Loa‘a id ‘oe ke kdkua manuahi no ka unuhi ‘6lelo. Loa‘a pd kekahi mau
pono kokua klipono a me na lawelawe e ha‘awi ai i ka ‘ike i na ‘ano ‘ano hiki ke ki‘i ‘ia, me ka uku ‘ole.
Kelepona i 1-844-428-2224 (TTY: 711).

Tiéng Viét LUU Y: Ching t6i c6 cung cap dich vu ho trg ngon nglr mién phi. Cac dich vu va
trg g|up bo tro phu hop dé cung cap thong tin & cac dinh dang cé thé truy cap cling dugc
cung cap mién phi. Goi 1-844-428-2224 (TTY: 711).

AR S R RATAES M T 0E S B AR SS,  [FI o n] G 2 R A 2 i 4 B 15 it 5 AR
%%, DMERAETEERER RHE R, E8H 1-844-428-2224 (TTY: 711) .

??EHW L PSR [ s ELJZE? ﬁi’dﬂﬁ,m Y Ll'a"%ﬁqﬁﬁg BB S AR - 1
Kaﬁé%?-“%ﬂ4ﬂgwgﬂo iﬁfﬂ}ﬁ:1844.428 24 (TTY : 711),

Tna Tdseansiu: wsaulvusnaisanuramdanmEwinnaa uasiinudigiulawasuinig
EutrIgauLna lidayalusduuuninge leta e lufian tdanaaardudiu Tns 1-844-428-2224
(TTY: 711)

Deutsch ACHTUNG: Sprachdienstleistungen stehen lhnen kostenlos zur Verfliigung. Geeignete
zusatzliche Unterstltzung und Dienstleistungen fir Informationen in zuganglichen Formaten stehen
Ihnen ebenfalls kostenlos zur Verfliigung. Rufen Sie folgende Nummer an: 1-844-428-2224 (TTY: 711).

Tagalog ATENSYON: May mga libreng serbisyo ng tulong sa wika na available para sa inyo. Available din
nang libre ang mga naaangkop na karagdagang tulong at serbisyo para makapagbigay ng impormasyon
sa mga accessible na format. Tumawag sa 1-844-428-2224 (TTY: 711).

Y0020 WCM 4336850 MLT NAMA _C Internal Approved 06162025 AR LCnC
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Francais REMARQUE : des services d'assistance linguistique gratuits sont a votre disposition. Des
services et aides pour obtenir des informations dans des formats accessibles sont également
disponibles gratuitement. Appelez le 1-844-428-2224 (TTY : 711).

Francais cadien COMMUNIQUE: Des services d'aide linguistique sans frais sont a votre disposition.
Des aides et services auxiliaires appropriés pour fournir des informations en formats accessibles sont
également proposés sans frais. Composez le 1-844-428-2224 (TTY : 711).

Bent) HAE: D &S 237N Do230¢s DSTEAHE HHDe 905237 &PaaN. O5PEHD
RO0HEOS rTeRE50e5° DAPTTS €900, EAS DHFAHE Exee5en, e K esDebomm
€90¢5023°ee5° €PN, 1-844-428-2224 (TTY: 711) 502568 5065 S0H0d.

eh=0 =2 25 A0 X2 MUIAE Ol8otd = /ISLILL 82 KMs= floh Rggst 22
E7 X MHIA 8t HAA JsE S22 B2 ItSELICH 1-844-428-2224

! /|

(TTY: 711)H2 2 &Mool = AIL.

%Eﬁqu?; 319 g - Y[es HTST TR TaTd IUA €. TR B I Hide B THebR]
& foTE IUgad Terae A1eq SR Jary Wt fF:[eh SUT §. 1-844-428-2224 (TTY: 711)
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(711 :TTY) 1-844-428-2224 23 M) Je Juail L) J s sl ALE sty

Portugués ATENCAO: est3o disponiveis servicos de assisténcia gratuitos no seu idioma. Também est3o
disponiveis apoios auxiliares e servicos adequados que oferecem informacdes em formatos acessiveis e
sem custos. Ligue para 1-844-428-2224 (TTY: 711).

Pennsylvania Deitsch GEB ACHT: Schprooch Helfe sin meeglich mitaus Koscht. Rechtliche Auxiliary
Aids un Helfe um Information zu gewwe in helfreiche Formats sin aa meeglich mit aus Koscht. Ruf
1-844-428-2224 (TTY: 711).

[IN [V70'097'N Yj7'OXD .[XKIXD 'K XD [VIVT OVO'INYO §7'N TXIOY Y'MID (0" MXTPIVNSIR W
SINXON 19 'MID [XIXD Y'IN [VIVT [URNIXS YOY722VAIX 'R Y'YXNIRDL'X [7VOWIX IX OVO'IINYO
(TTY: 711) 1-844-428-2224 05N
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Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules.
If you have any questions, you can call and speak to a Customer Service representative at
1-844-480-0680 (TTY: 711). Hours are Sunday-Saturday, 8 am to 8 pm.

Understanding the Benefits

O

O

The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is important
to review plan coverage, costs, and benefits before you enroll. Visit go.wellcare.com/AllwellAR or
call 1-844-480-0680 (TTY: 711) to view a copy of the EOC. Hours are Sunday-Saturday, 8 am to 8 pm.

Review the provider directory (or ask your doctor) to make sure the doctors you see now are in the
network. If they are not listed, it means you will likely have to select a new doctor.

Understanding Important Rules

O

O

You must continue to pay your Medicare Part B premium. This premium is normally taken out of
your Social Security check each month.

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2027.

Effect on Current Coverage. If you are currently enrolled in a Medicare Advantage plan, your
current Medicare Advantage healthcare coverage will end once your new Medicare Advantage
coverage starts. If you have Tricare, your coverage may be affected once your new Medicare
Advantage coverage starts. Please contact Tricare for more information. If you have a Medigap plan,
once your Medicare Advantage coverage starts, you may want to drop your Medigap policy because
you will be paying for coverage you cannot use. If you have a Marketplace plan, you will need to
contact the Marketplace to cancel the plan. If you do not cancel your Marketplace plan, you may be
paying for coverage you cannot use and there may be penalties on your next year’s tax return.

Our plan allows you to see providers outside of our network (non-contracted providers) for certain
services. However, while we will pay for certain covered services, the provider must agree to treat
you. Except in an emergency or urgent situation, non-contracted providers may deny care. In
addition, you will pay a higher co-pay for services received by non-contracted providers.



Wellcare is the Medicare brand for Centene Corporation, an HMO, PPO, PFFS, PDP plan with a Medicare
contract and is an approved Part D Sponsor. Our D-SNP plans have a contract with the state Medicaid
program. Enrollment in our plans depends on contract renewal.

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

For more information, please contact us:

By phone

Toll-free at 1-844-480-0680 (TTY: 711). Your call may be
answered by a licensed agent.

Hours of Operation
Sunday-Saturday, 8 am to 8 pm

Online
go.wellcare.com/AllwellAR



http://go.wellcare.com/AllwellAR
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