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2025 Summary of Benefits

Gold Kidney of Arizona Gold Circle Heart &
Diabetes (HMO-POS C-SNP)

This is a summary of Medicare health care and prescription drug coverage for
Gold Kidney of Arizona Gold Circle Heart & Diabetes (HMO-POS C-SNP).

January 1 - December 31, 2025

Gold Kidney of Arizona Gold Circle Heart &
Diabetes (HMO-POS C-SNP) is a Medicare
Advantage HMO-POS C-SNP plan with a
Medicare contract. Enrollment in the Plan
depends on contract renewal.

The benefit information provided does not list
every service that we cover or list every
limitation or exclusion. To get a complete list of
services we cover, please call 1-844-294-6535
(TTY 711) and request the “Evidence of
Coverage” or access it online at
www.goldkidney.com.

To join Gold Kidney of Arizona Gold Circle
Heart & Diabetes (HMO-POS C-SNP), you
must be entitled to Medicare Part A, be enrolled
in Medicare Part B, and live in our service area.
Our service area includes these counties in
Arizona: Gila, Maricopa, Pima, Pinal, Cochise,
Coconino, Graham and Navajo.

Does this plan cover my doctors and
pharmacies?

You can search our directory online at
www.goldkidney.com or give us a call. We can
look up your doctors and pharmacies or mail
you a directory.

Gold Kidney offers you the value that comes
with our integrated system of physicians,
hospitals, and health plan — all working
together to keep you healthy. With our HMO-
POS plans, you enjoy more benefits than
Original Medicare (Part A and Part B) and many
services at low to no cost to you. Our HMO-
POS plans allow you to see out-of-network
providers at the same copay as in-network
providers. While we pay for covered services,
the provider must agree to treat you.

Does this plan cover my prescription drugs?

You can search our drug list online at
www.goldkidney.com or give us a call. We can
look up your medications or mail you the list of
drugs covered in your plan (formulary).

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

This Summary of Benefits document is available
in other formats such as Braille, large print or
audio, as well as in Spanish.


http://www.medicare.gov/

For more information:

CALLUSAT
1(844) 294-6535 (TTY 71D

HOURS OF OPERATION
October 1 - March 31

8 a.m. to 8 p.m., local time, 7 days a
week (except holidays)

April 1 - September 30
8 a.m. to 8 p.m., local time, Monday -
Friday (except holidays)

VISIT US AT
www.goldkidney.com



https://goldkidney.com/
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Premiums and Benefits

This is a short list of benefits and cost sharing for our plan. For a complete list, see the Evidence of
Coverage on our website at www.goldkidney.com.

Premiums and Benefits

Gold Kidney of Arizona Gold Circle Heart &
Diabetes (HMO-POS C-SNP)

Monthly Plan Premium (includes
both medical and drugs)

You pay $0 each month.

You must continue to pay your Medicare Part B premium.

Deductible

You pay $240 for medical benefits. This is the 2024 amount and
may change for 2025. Gold Kidney of Arizona Gold Circle Heart
& Diabetes (HMO-POS C-SNP) will provide updated amount
as soon as it is released.

You pay $590 for Part D benefits.

Maximum Out-of-Pocket
Responsibility (does not include
Part D prescription drugs)

You pay no more than $9,350 annually.

Includes copays and other costs for in-network medical
services for the year.
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Premiums and Benefits

Gold Kidney of Arizona Gold Circle Heart &
Diabetes (HMO-POS C-SNP)

Inpatient Hospital

For in-network inpatient hospital stays, you pay:

Days 1-60: $0 copay for each benefit period.

Days 61-90: $408 copay per day of each benefit period.
Days 91 and beyond: $816 copay for each “lifetime reserve
day” after day 90 for each benefit period Cup to 60 days
over your lifetime).

Beyond lifetime reserve days: all costs

These are 2024 cost-sharing amounts and may change for

2025.

Gold Kidney of Arizona Gold Circle Heart & Diabetes
(HMO-POS C-SNP) will provide updated rates on
www.goldkidney.com as soon as they are available.

For out-of-network stays, you pay:
$1,712 combined deductible for inpatient hospital acute and
inpatient psychiatric hospital stays.

Days 1-60: $0 copay for each benefit period.

Days 61-90: $408 copay per day of each benefit period.
Days 91 and beyond: $816 copay for each “lifetime reserve
day” after day 90 for each benefit period Cup to 60 days
over your lifetime).

Beyond lifetime reserve days: all costs

These are 2024 cost-sharing amounts and may change for

2025.

Gold Kidney of Arizona Gold Circle Heart & Diabetes
(HMO-POS C-SNP) will provide updated rates on
www.goldkidney.com as soon as they are available.

Outpatient Hospital

For services at an in-network outpatient hospital, you pay
20% coinsurance per visit

For services at an out-of-network outpatient hospital, you
pay 20% coinsurance per visit.

Ambulatory Surgical Center
(ASC)

You pay 20% coinsurance in-network.

You pay 20% coinsurance out-of-network.

Doctor Visits

e Primary care provider

You pay 20% coinsurance in-network.

You pay 20% coinsurance out-of-network.
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Premiums and Benefits

Gold Kidney of Arizona Gold Circle Heart &
Diabetes (HMO-POS C-SNP)

e Specialists

You pay 20% coinsurance in-network.

You pay 20% coinsurance out-of-network.

Preventive Care

(e.g., flu vaccine, diabetic
screenings,)

You pay nothing in-network.

You pay $0 copay out-of-network.

Emergency Care

You pay 20% coinsurance, up to a $110 maximum per visit.
ER cost sharing is waived if you are admitted to the hospital
within 24 hours for the same condition.

Urgently Needed Services

You pay 20% coinsurance, up to a $45 maximum per visit.

Diagnostic Services /Labs
/Imaging /Radiology

e Diagnostic tests and
procedures

e Llab services

e MRIs, CAT scans

o X-rays

e Therapeutic radiology
services

You pay 20% coinsurance in-network.

You pay 20% coinsurance out-of-network.

You pay 20% coinsurance in-network.

You pay 20% coinsurance out-of-network.

You pay 20% coinsurance in-network.

You pay 20% coinsurance out-of-network.

You pay 20% coinsurance in-network.

You pay 20% coinsurance out-of-network.

You pay 20% coinsurance in-network.

You pay 20% coinsurance out-of-network.

Hearing Services

e Medicare-covered hearing
exam

You pay 20% coinsurance in-network.

You pay 20% coinsurance out-of-network.
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Premiums and Benefits

Gold Kidney of Arizona Gold Circle Heart &
Diabetes (HMO-POS C-SNP)

Dental Services

e Medicare-covered dental
services

You pay 20% coinsurance in-network.

You pay 20% coinsurance out-of-network.

Vision Services

e Medicare-covered
benefits

You pay 20% coinsurance in-network for an eye exam to
diagnose and treat diseases and conditions of the eye.

You pay 20% coinsurance out-of-network.

You pay 20% coinsurance in-network for one pair of
eyeglasses or contact lenses after cataract surgery.

You pay 20% coinsurance out-of-network.

Mental Health Services

e QOutpatient therapy with a
psychiatrist

e QOutpatient therapy with a
mental health care
professional (non-
psychiatrist)

You pay 20% coinsurance in-network for individual sessions.
You pay 20% coinsurance out-of-network.
You pay 20% coinsurance in-network for group sessions.

You pay 20% coinsurance out-of-network.

You pay 20% coinsurance in-network for individual sessions.
You pay 20% coinsurance out-of-network.
You pay 20% coinsurance in-network for group sessions.

You pay 20% coinsurance out-of-network.
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Premiums and Benefits

Gold Kidney of Arizona Gold Circle Heart &
Diabetes (HMO-POS C-SNP)

Skilled Nursing Facility (SNF)

Inpatient hospital stay is not required prior to admission.

For in-network SNF stays, you pay:

Days 1-20: $0 copay for each benefit period

Days 21-100: $204 copay per day of each benefit period
Days 101 and beyond: all costs

These are 2024 cost-sharing amounts and may change for

2025.

Gold Kidney of Arizona Gold Circle Heart & Diabetes
(HMO-POS C-SNP) will provide updated rates on
www.goldkidney.com as soon as they are available.

For out-of-network stays, you pay:

Days 1-20: $0 copay for each benefit period

Days 21-100: $204 copay per day of each benefit period
Days 101 and beyond: all costs

These are 2024 cost-sharing amounts and may change for
2025.
Gold Kidney of Arizona Gold Circle Heart & Diabetes

(HMO-POS C-SNP) will provide updated rates on
www.goldkidney.com as soon as they are available.

Physical Therapy

You pay 20% coinsurance in-network.

You pay 20% coinsurance out-of-network.

Ambulance

You pay 20% coinsurance in-network for ground ambulance
services.

You pay 20% coinsurance out-of-network.

You pay 20% coinsurance in-network for air ambulance
services.

You pay 20% coinsurance out-of-network.

Transportation

Not covered.
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Premiums and Benefits

Gold Kidney of Arizona Gold Circle Heart &
Diabetes (HMO-POS C-SNP)

Medicare Part B Drugs

drugs.

You pay $35 copay in-network for Medicare Part B insulin

You pay $35 maximum copay out-of-network.

You pay 0% to 20% coinsurance in-network for Medicare
Part B chemotherapy and radiation drugs.

You pay 0% to 20% coinsurance out-of-network.

You pay 0% to 20% coinsurance in-network for other
Medicare Part B drugs.

You pay 0% to 20% coinsurance out-of-network.

Prescription Drugs

This is a summary of prescription drug coverage and cost sharing for our plan. For more information,
see the Evidence of Coverage on our website at www.goldkidney.com.

Deductible Stage

You pay $590. You must pay the full cost of your drugs until you reach this amount.

Initial Coverage Stage (one-month supply)

You stay in the Initial Coverage Stage until you have paid $2,000 out of pocket for Part D
drugs, you will move to the next stage (the Catastrophic Coverage Stage).

Cost Sharing for a one-
month supply

Standard Retail Rx
30-day supply

Long-term Care Rx
31-day supply

Out-of-network Rx
30-day supply

Tier 1 Preferred Generic:

25% coinsurance

25% coinsurance

25% coinsurance

Insulin drugs

the lesser of 25% coinsurance or $35 copay
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Initial Coverage Stage (long-term supply)

You stay in the Initial Coverage Stage until you have paid $2,000 out of pocket for Part D
drugs, you will move to the next stage (the Catastrophic Coverage Stage).

Standard Retail Rx Mail Order Rx
Cost Sharing for a long-term supply | 100-day supply 100-day supply
Tier 1 Preferred Generic: 25% coinsurance 25% coinsurance
Insulin drugs the lesser of 25% coinsurance or $105 copay

Catastrophic Coverage Stage

You enter the Catastrophic Coverage Stage when your out-of-pocket costs have reached the
$2,000 limit for the calendar year. Once you are in the Catastrophic Coverage Stage, you will
stay in this payment stage until the end of the calendar year.

During this stage, you pay nothing for Part D drugs.

Additional Benefits

This plan provides additional benefits. For more information, see the Evidence of Coverage on our
website at www.goldkidney.com.

Additional Benefits

Alternative Therapies Benefit Includes the services of a medicine man (a man or woman)
from a Native American or Indigenous tribe that is thought to
have the ability to heal physical and mental ailments. Benefit
includes a debit card in the amount of $50 per quarter for the
services.

Dialysis Services 20% coinsurance in- and out-of-network for Medicare-covered
dialysis services.

Meals Benefit You pay $0 copay per meal from a participating plan provider.

Immediately following surgery or an in-patient hospitalization,
you will receive 2 meals per day for 14 days. This benefit can be
used up to 4 times per year.
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Additional Benefits

Preventive Rewards &
Incentives

Your benefit allows you to earn
extra rewards for completing
preventive services and
participating in plan surveys.
Reward funds may be used for
purchases at participating
vendors.

Earn up to a total of $300 for the completion of various plan
preventive activities and surveys.

Completion of:

e Member Portal Registration
e Health Risk Assessment

e Annual Wellness Visit

e Flu/Covid Vaccine

e Diabetes Eye Exam

e Fall Risk Assessment

e Bladder Control Assessment
o 2 HbAlc tests

e Post-Inpatient Medication Reconciliation in 14 days
e Post-ER PCP visit in 7 days

e Cancer Screenings:

o Colon
o Prostate
o Cervical

o Mammogram

e Plan Surveys:
o PCP Visit Survey
o Mock CAHPS Survey

Supplemental Benefits for the
Chronically Ill (SSBCI)

These benefits are available only
to eligible chronically ill members
where the specific benefit has
been determined to meet the
reasonable expectation to
improve the health or overall
function of the member. Members
must have a chronic illness and
participate in the Plan's case
management programs to receive
these benefits.

Healthy Food and Produce Allowance: A monthly allowance
of $80 to be used for the purchase of healthy foods / produce
or prepared meals at participating Plan Merchants. Unused
Allowance does not roll over to the next month.

The benefit includes a plan payment card that may be used to
purchase items such as (but not limited to) produce, frozen
foods, and canned goods from participating plan vendors.
Tobacco and alcohol purchases are not permitted.

Fuel / Ride Share Allowance for Non-emergency
Transportation: A monthly allowance of $75 to be used for the
purchase of fuel at gas stations and for ride sharing trips from a
plan participating vendor. Unused Allowance does not roll over
to the next month.

Smart Phone & Cellular Data Plan: Members are provided one
smart phone device and cellular data plan from a contracted
vendor.




Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our
health or drug plan. To get an interpreter, just call us at 1 (844) 294-6535. Someone who
speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un
intérprete, por favor llame al 1 (844) 294-6535. Alguien que hable espafiol le podra ayudar.
Este es un servicio gratuito.

Chinese Mandarin: £/ ¢ 0L e ZRORMBIRSS, #5BD MR 25T 1 FE s 2 (R BE 1T AT- ] 5 3],
IR ARSI RIRINGS, TEEEE 1 (844) 294-6535, HAi1nyrh = T1E AR REE I, Xt
—IR2RIRSS.

Chinese Cantonese: &Y%} H (" (dt He ol SEW) IR B vl BEAF A BE],  Z b BMEe gk oo B s ik
W, WTEMEERYS, HECE 1 (844) 294-6535, Ff"ahrh iy N B B A e k81, 27t
— I RIS,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang
anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot.
Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1 (844) 294-6535. Maaari
kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos
questions relatives a notre régime de santé ou d'assurancemédicaments. Pour accéder au
service d'interprétation, il vous suffit de nous appeler au 1 (844) 294-6535. Un interlocuteur
parlant Frangais pourra vous aider. Ce service est gratuit.

Vietnamese: Chuing tdi cé dich vu thong dich mién phi d€ tra ISi cic cau hdi vé
chudng suic khée va chudng trinh thu6c men. Néu qui vi can thong dich vién xin
goi 1 (844) 294-6535 sé co nhan vién noi tiéng Viét gilp d3 qui vi. bay la dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem

Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1 (844) 294-
6535. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: A= 98 Hd = oFE Wl 7l 2 i gdef =gl ux 5 59 AuAE
A-&stal 5YT. 9 A B 2E o] 851 %13} 1 (844) 294-6535 H O 2 23] T4 Al Q..
st o] & sl YA 2o =2 AYJU o] Au]lAe FEE 9yt

Russian: Ecnu y Bac BO3HUKHYT BONPOCHI OTHOCUTENBHO CTPaxXOBOro Ui MeankaMmeHTHOro
nnaHa, Bbl MOXeTe BOCMOSIb30BaTbCA HaLWMMK BecnnaTHbIMK yCnyramm nepeBogynkoB. YTobbl
BOCMNOSIb30BaTbCS yCcryramu nepeBog4vnka, No3BoHUTE HaMm no Tenedory 1 (844) 294-6535.
Bam okaxkeT NOMOLLb COTPYAHUK, KOTOPbIN FOBOPUT NO-pycckn. [laHHas ycnyra 6ecnnartHas.



e ie o Jgeanll a4y 50Y) Jaan ol daally Ghati Alid (g1 e Aladl dlaal) (55l aa jiall cilard o085 L) 1 Arabic
Ailae Faxd o3 eliacbiay Ay pall Gy e adli o i 1 (844) 294-6535 Lo Ly JuaiVl (s sm clile Gl ¢(5 5

Hindi: HR WY 31 <d1 &I sl & aR H 310 fobfl Hi U% o Sfarel < & forg gHR U gud
U JaTd IUA §. Th GHTIAT U7 H= & o, &% §H 1 (844) 294-6535 TR i B, DIg
Hfad Sl fg=a! SierdT § 3! Ace B Ahdl §. I8 U Jud 4dl &.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande
sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1 (844) 294-
6535. Un nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio
gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a qualquer
questao que tenha acerca do nosso plano de saude ou de medicacdo. Para obter um
intérprete, contacte-nos através do numero 1 (844) 294-6535. Ira encontrar alguém que fale o
idioma Portugués para o ajudar. Este servigo é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen
konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis rele nou nan 1 (844)
294-6535. Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby skorzystac z
pomocy ttumacza znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1 (844) 294-6535. Ta
ustuga jest bezptatna.

Japanese: it DL (EEELRER & AL A THET 7 S ICBET 5 ZHMICBEZ T 5729
IS ERDERY —E 22BN TS nWFET, BRE CHMICT 521,

1(844) 294-6535 |2 B ¢ 728 v\, HAEZFET A & i Bu2z LT, oy
— 2T,



Notice of Non-Discrimination

Gold Kidney Health Plan complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex (including
pregnancy, sexual orientation, and gender identity). Gold Kidney Health Plan does not exclude
people or treat them differently because of race, color, national origin, age, disability, or sex
(including pregnancy, sexual orientation, and gender identity).

GOLD KIDNEY HEALTH PLAN

e Provides free aids and services to people with disabilities to communicate effectively
with us, such as:

— Qualified sign language interpreters

— Written information in other formats (large print, audio, accessible electronic
formats, other formats)

e Provides free language services to people whose primary language is not English, such
as:

— Qualified interpreters
- Information written in other languages

If you need these services, contact Customer Service at 1 (844) 294-6535 (TTY 711)

If you believe that Gold Kidney Health Plan has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex
(including pregnancy, sexual orientation, and gender identity), you can file a grievance with:

Gold Kidney Health Plan — Appeals & Grievances
P.O. Box 285, Portsmouth, NH, 03802
1 (844) 294-6535 (TTY 711)

Fax: Attention: Gold Kidney Appeals & Grievances Department

You can file a grievance in person, by mail, or fax. If you need help filing a grievance, call 1
(844) 294-6535 (TTY 711).

You can also file a civil rights 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.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1 (800) 368-1019, 1 (800) 537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/ocr/index.html



https://www.hhs.gov/ocr/index.html

Questions

For questions about our plans, please call:

1(844) 294-6535 (TTY 711)

Hours of operation

OCTOBER 1 - MARCH 31
8 a.m. to 8 p.m,, local time, 7 days a week
(except holidays)

APRIL1- SEPTEMBER 30
8 a.m. to 8 p.m,, local time, Monday through Friday
(except holidays)

www.goldkidney.com :
Gold Kidney Health Plan P.O. Box 285, Portsmouth, NH 03802 E

Gold Kidney Health Plan, Inc., is an HMO-POS and HMO-POS C-SNP with a Medicare contract.
Enrollment in Gold Kidney Health Plan depends on contract renewal.

Gold Kidney Health Plan complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex (including pregnancy, sexual orientation,
and gender identity).

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.

The benefits mentioned are part of a special supplemental benefit program for members with one or
more complex chronic conditions. To qualify, members must have at least one of the following chronic
conditions: cardiovascular disorder; chronic heart failure; diabetes mellitus; end-stage renal disease
(ESRD); chronic kidney disease (CKD). Please note that a member with one or more of the chronic
conditions listed above may not necessarily receive the benefit. To qualify, the member must have at
least one qualifying chronic condition (see above) and participate in case management. Not all
members will qualify.



