Learn the Advantages Of:

Medicare Advantage Plan
- Low Copays & Out of Pocket Costs

An Educational Workshop

Presented by: James R. Grazioli - President

Comprehensive Financial Group Inc. _ _
A Discussion of:

1. The Humana Medicare Advantage
Plan

2. $0 — No Monthly Plan Premium

3. $171 Per Month Buy Back into
your Social Security

4. Extra Benefits - Gym
Membership, Dental and Vision
5. Aetnha Hospital Indemnity Plan

Financial Service Professional — 34 Yrs.



What to look for when selecting
an /nsurance Company

» Solvency (Assets over Liabilities to meet all
obligations)

» Liquid Assets (To meet unforeseen emergency
cash requirements that may arise)

» Capital & Surplus to Assets (Capital &
surplus divided by total assets)

» AM Best Rating (Performance in Investment
Quality, Policy Reserves, Cost Control, Management
Experience)
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» WE REPRESENT MANY COMPANIES

» Humana 1s one of our companies that
we represent, Rated A Excellent with
AM Best

» Also, Aetna iIs one of our companies that
we represent, Rated A Excellent with
AM Best

» See Next Page
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FOR IMMEDIATE RELEASE

OLDWICK - DECEMBER 16, 2025 04:47 PM (EST)

AM Best has affirmed the Financial Strength Rating (FSR) of A (Excellent) and the Long-Term Issuer Credit Ratings (Long-Term ICR) of
“a” (Excellent) for the health and dental insurance subsidiaries of Humana Inc. (Humana) (headquartered in Louisville, KY) [NYSE:
HUM]. These subsidiaries collectively are referred to as Humana Health Group. In addition, AM Best has affirmed the Long-Term ICR of
“bbb"” (Good) and the Long-Term Issue Credit Ratings (Long-Term IRs) of Humana Inc. (Humana). AM Best also has affirmed the Short-
Term Issue Credit Rating of AMB-2 (Satisfactory) for Humana. The outlook of these Credit Ratings (ratings) is stable. (See below for a
detailed listing of Humana Health Group members and Long-Term IRs.)

Lastly, AM Best has affirmed the FSR of B+ (Good) and the Long-Term ICRs of “bbb-" (Good) of Humana Insurance of Puerto Rico, Inc.
and Humana Health Plans of Puerto Rico, Inc. These companies are domiciled in Puerto Rico and are collectively referred to as
Humana Health of Puerto Rico Group. The outlook of these ratings is negative.

The ratings of Humana Health Group reflect its balance sheet strength, which AM Best assesses as adequate, as well as its strong
operating performance, favorable business profile and appropriate enterprise risk management (ERM).

Humana Health Group’'s balance sheet strength is assessed as adequate. Even with a slight improvement in the group’s risk-adjusted
capitalization, it is maintained at the weak level, as measured by Best's Capital Adequacy Ratio (BCAR). The group has experienced
substantive growth in its premium revenue in recent years, which has outpaced the group’s capital growth due mainly to dividends from
the regulated entities to the parent, Humana.

The Humana Health Group maintains a conservative invested asset portfolio that is primarily composed of investment grade fixed
income securities, cash and short-term investments meant to help provide some level of stability to capitalization and supplement
operating gains. Despite the dividend activity, the group has grown its capital annually over the past five years, rising by a near double-
digit percentage compound annual growth rate over the period. The group has reported a profitable growth trend owver this period.
Recently, the group’'s operating performance has been pressured, as has the entire health industry, by challenges in its core business
line, Medicare Advantage (MA). In addition, Humana has been impacted by several regulatory factors related to lower payment rates, its
Star Ratings bonus payments and rebate revenue from the Centers for Medicare and Medicaid Services, which will further impact
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AM Best Rating Services

Aetna Better Health of Florida, Inc.

AMB #: 064066 NAIC #: 95114 FEIN #: 650986441

M ing Address

Attn: Stat Compliance; P.O. Box 818048
Cleveland, Ohio 44181-8048

United States

Web: www.coventryhealthcare.com
Phone: 954-693-2501
View Additional Address Information

ANM Best Rating Unit: AMB #: 069015 - Actna Health Life Grou
Assigned to insurance companies that have, in our opinion, an excellent ability to meet their ongoing insurance obligations.

Financial Srength RaUTS

View additional news, reports and products for this company.

Based on AM Best's analysis, - is the AMB Uhlimate Parent and identifies the topmost entity of the
corporate structure. View a list of gperating_insurance entities in this structure.

Best's Credit Ratings

Financial Strength View Definition Best's Credit Rating Analyst

Rating (Rating Category): A (Excellent) Rating Office: A.M. Best Rating Services, Inc.

Affiliation Code: g (Group} Financial Analyst II: Jon Housel

Outlook {or Implication): Stable Senior Director: Sally A. Rosen

Action: Affirmed Mote: See the Disclosure information Form or Press Release below for
Effective Date: May 08, 2025 the office and analyst at the time of the rating event.

Initial Rating Date: July 25, 2000

Disclosure Information

Long-Term Issuer Credit View Definition
Disclosure Information Form
View AM Best's Rating Disclosure Fomm

Rating (Rating Category): a (Excellent)
Outlook {or Implication): Stable Press Release
Action: Affirmed AM Best Affirms Credit Ratings of CWVS Health
Effective Date: May 08, 2025 Corporation’s Aetna Inc, Subsidiaries
May 08, 2025
Initial Rating Date: October 30, 2007

View AM Best's Rating Review Form

Financial Size Category View Definition

Financial Size Category: XV (Greater than or Equal to USD 2.00
Billian)
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Next See the Summary of Benefits
Coverage for the Humana
Medicare Advantage Plan

Part A — Hospital Coverage, Skilled Nursing Facility
Care, Blood, & Hospice

Part B — Outpatient — Office Visits, Tests,

g
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Summary of Benefits

Humana Full Access Giveback H7617-110 (PPO)

South Florida and Treasure Coast PPO
Southeast Florida

H7617_SB_MAPD_PPO_ 110000 2026 M Humana.
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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 800-833-2364 (TTY:
711).

Understanding the Benefits

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 Humana.com/medicare or call
800-833-2364 (TTY: 711) to view a copy of the EOC.

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.

Review the pharmacy directory to make sure the pharmacy you use for any prescription medicines is
in the network. If the pharmacy is not listed, you will likely have to select a new pharmacy for your
prescriptions.

Review the formulary (Drug Guide) to make sure your drugs are covered.

U Ul L

c
J

derstanding Important Rules

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 copays/coinsurance 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.

o Huld

This plan allows you to see providers outside of our network (non-contracted providers). However,
while we will pay for 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 may pay a higher
copay/coinsurance for services received by non-contracted providers.

Humana.

H76171100005SB26 Summary of Benefits 3
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Let's talk about Humana Full Access
Giveback H7617-110 (PPO)

Find out more about the Humana Full Access Giveback H7617-110 (PPO) plan —
including the health and drug services it covers — in this easy-to-use booklet.

Humana Full Access Giveback H7617-110 (PPO) is a Medicare Advantage PPO plan with
a Medicare contract. Enrollment in this Humana plan depends on contract renewal.

The benefit information provided is 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. For a
complete list of services we cover, please refer to the plan's Evidence of Coverage on our

website, Humana.com/PlanDocuments.

To be eligible

To join Humana Full Access Giveback
H7617-110 (PPO), you must be entitled
to Medicare Part A, be enrolled in
Medicare Part B and live in our service
area.

Plan name
Humana Full Access Giveback
H7617-110 (PPQO)

How to reach us
If you're a member of this plan, call toll
free: 800-457-4708 (TTY: 711).

If you're not a member of this plan,

call toll free: 800-833-2364 (TTY: 711).

You can call us seven days a week from
8 a.m. to 8 p.m. Please note that our
automated phone systerm may answer

your call during weekends and holidays.

Or visit our website:
Humana.com/Medicare

More about Humana Full Access
Giveback H7617-110 (PPO)

Do you have Medicare and Medicaid? If you are a
dual-eligible beneficiary enrolled in both
Medicare and your state Medicaid program, you
may not have to pay the medical costs displayed
in this booklet and your prescription drug costs
may be lower, too.

If vou have Medicaid, be sure to show your
Medicaid ID card in addition to your Humana
membership card to make your provider aware
that you may have additional coverage. Your
services are paid first by Humana and then by
Medicaid.

As a member it's a good idea to select a doctor
as your Primary Care Provider (PCP). Humana Full
Access Giveback H7617-110 (PPO) has a network
of doctors, hospitals, pharmacies and other
providers.

A healthy partnership

Get more from this plan — with extra
services and resources provided by
Humana!

Summary of Benefits
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Monthly Premium, Deductible and Limits
PLAN COSTS

Monthly plan premium sSo
You must keep paying your Medicare Part B premium.

1

Part B premium reduction Your plan will reduce your Monthly Part B premium by up to $171 but

by no more than Original Medicare's Part B Premium for 2026.

Medical deductible $500 combined
The following services listed are excluded from the combined
in-network and out-of-network deductible:

In-Network only:

Ambulance Services
Chemotherapy Drugs and Administration
Continuous Glucose Monitor
Diabetic Monitoring Supplies
Diagnostic Colonoscopy
Diagnostic Mammography
Durable Medical Equipment
Lab Services

Other Medicare Part B Drugs
OQutpatient Blood Services
Primary Care Physician's Office
Specialist's Office

Both In-Network and Out-of-Network:

Emergency Room Services

Medicare Covered Preventive Services

Medicare Part B Insulin Drugs

Services not covered by Original Medicare (i.e., Supplemental Benefits)
Urgently Needed Services at Urgent Care Centers

Pharmacy (Part D) deductible $0 deductible for Tier 1 and Tier 2
$600 deductible for Tier 3, Tier 4 and Tier 5

Medical Maximum out-of-pocket $6,700 in-network
responsibility $6,700 combined in- and out-of-network

The most you pay for copays, coinsurance and other costs for covered
medical services for the year.

1Tt could take several months for the Social Security Administration to complete their processing. This
means you may not see the increase in your Social Security check for several months after the effective
date of this plan. Any missed increases will be added to your next check after processing is complete.

You do not need a referral to receive covered services from plan providers. This plan requires prior authorization
for certain itermms and services. The following link will take you to a list of iterms and services that may be subject
to prior authorization: Humana.com/PAL .

Humana.
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(A2 Medical Benefits

INPATIENT HOSPITAL COVERAGE

This plan covers an unlimited
number of days for an inpatient
stay.

OUTPATIENT HOSPITAL COVERAGE

Diagnostic colonoscopy

IN-NETWORK

$350 copay per day for days 1-7
$0 copay per day for days 8-90

S0 copay

OUT-OF-NETWORK

$350 copay per day for days 1-7
$0 copay per day for days 8-90

S0 copay

Diagnostic mammography

$0 copay

SO copay

Surgery services
AMBULATORY SURGERY CENTER

Diagnostic colonoscopy

$350 copay

$0 copay

$350 copay

S0 copay

Surgery services
DOCTOR VISITS

Primary care provider (PCP)
- PCP's office

$250 copay

S0 copay

Telehealth S0 copay

$250 copay

S0 copay
Not Covered

Specialist

Specialist's office
Telehealth

$45 copay
$45 copay

PREVENTIVE CARE

This plan covers all Medicare

preventive services including:

Cancer Screenings

= Breast cancer screening
(mammogram)

= Cervical and vaginal cancer
screening

= Colorectal cancer screening

= Lung cancer screening

= Prostate cancer screening

Cardiovascular (heart) Care

= Abdominal aortic aneurysm
screening

= Cardiovascular disease risk
reduction visit

= Cardiovascular disease
screenings

S0 copay

$45 copay
Not Covered

SO copay

You do not need a referral to receive covered services from plan providers. This plan requires prior authorization
for certain itermms and services. The following link will take you to a list of items and services that may be subject

to prior authorization: Humana.com/PAL .

Summary of Benefits
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A2 Medical Benefits (cont)
IN-NETWORK OUT-OF-NETWORK

Diabetes Care

= Diabetes screenings

- Diabetes self-management
training

= Medicare Diabetes Prevention
Program (MDPP)

Dietary Guidance and Support
= Medical nutrition therapy
= Obesity screening and therapy

Routine Screenings and

Immunizations

= Annual Wellness Visit (AWYW)

= ImmMmunizations

= Routine physical exam

- "Welcome to Medicare"
preventive visit

Screenings and Counseling

Services

= Bone mass measurement

= Depression screening

= Glaucoma screening

HIV screening

= Screening & counseling to
reduce alcohol misuse

- Sexually transmitted infections

(S5TIs) screening and

counseling

Smoking and tobacco use

cessation (counseling to stop

smoking or tobacco use)

Any additional preventive

services approved by Medicare

during the contract year will be

covered.

You do not need a referral to receive covered services from plan providers. This plan requires prior authorization
for certain items and services. The following link will take you to a list of iterms and services that may be subject
to prior authorization: Humana.com/PAL.

Humana.
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(A2 Medical Benefits (cont)
IN-NETWORK OUT-OF-NETWORK

EMERGENCY CARE

Emergency services at $130 copay $130 copay
emergency room

If you are admitted to the same
hospital within 24 hours for the
same condition, you pay SO for
the emergency care you received.
We cover emergency services
worldwide. If you have an
emergency outside of the U.S.
and its territories, you will be
responsible to pay for the
rendered service(s) upfront and
can request reimbursement.
When placed in observation,
member pays observation
cost-share instead of emergency
room cost-share.

URGENTLY NEEDED SERVICES

- Telehealth $40 copay Not Covered

= Urgent care center $40 copay $40 copay
Urgently needed services are
provided to treat a
non-emergency, unforeseen
medical illness, injury, or
condition that requires
immediate medical attention. We
cover urgently needed services
worldwide. If you have an
urgently needed service outside
of the U.S. and its territories,
you will be responsible to pay
for the rendered service(s)
upfront and can request
reimbursement.

You do not need a referral to receive covered services from plan providers. This plan requires prior authorization
for certain items and services. The following link will take you to a list of items and services that may be subject
to prior authorization: Humana.com/PAL.

8 Summary of Benefits H7617110000SB26
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(A2 Medical Benefits (cont)
IN-NETWORK

DIAGNOSTIC SERVICES, LABS AND IMAGING

Advanced imaging services
(MRI MRA, PET and CT scans)
Freestandlng radiological

facility
= Outpatient hospital
- PCP's office
= Specialist's office

$200 copay

$300 copay
$200 copay
$200 copay

OUT-OF-NETWORK

$200 copay

$300 copay
$200 copay
$200 copay

Basic radiological services

(X—rclys)
Freestanding radiological $30 copay $30 copay
facility
= Outpatient hospital $85 copay $85 copay
- PCP's office $0 copay $0 copay
= Specialist's office $40 copay $40 copay
= Urgent care center $40 copay $40 copay
Diagnostic mammography
- Freestanding radiological $0 copay $0 copay
facility
- Specialist's office $0 copay $0 copay

Diagnostic procedures and tests

= QOutpatient hospital

20% of the cost

20% of the cost

= PCP's office $0 copay $0 copay
- Specialist's office $45 copay $45 copay
= Urgent care center $40 copay $40 copay
Lab services

= Freestanding laboratory $0 copay $0 copay
= Outpatient hospital $50 copay $50 copay
- PCP's office $0 copay $0 copay
= Specialist's office S0 copay $0 copay
= Urgent care center $40 copay $40 copay

Nuclear medicine and services

= Freestanding radiological
facility

= Outpatient hospital

$150 copay

$325 copay

$150 copay

$325 copay

Sleep study

= Member's home

= Outpatient hospital
- Specialist's office

$0 copay
$150 copay
$150 copay

$0 copay
$150 copay
$150 copay

0000TTLI9ZH

You do not need a referral to receive covered services from plan providers. This plan requires prior authorization
for certain iterms and services. The following link will take you to a list of items and services that may be subject
to prior authorization: Humana.com/PAL.

Humana.
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(A2 Medical Benefits (cont)

IN-NETWORK

OUT-OF-NETWORK

Therapeutic radiology

(Radiation therapy)

= Freestanding radioclogical
facility

= Outpatient hospital

20% of the cost

20% of the cost

20% of the cost

20% of the cost

- Specialist's office $40 copay $40 copay
@ HEARING SERVICES

Medicare-covered hearing $45 copay $45 copay
Mandatory supplemental HER726 HER726

hearing benefit

The provider locator for
mandatory supplemental hearing
benefits can be found at
Humana.com/FindCare.

W DENTAL SERVICES

Medicare-covered dental

- $0 copay for fitting/evaluation,
routine hearing exams up to 1
per year.

= $500 combined maximum
benefit coverage amount for
the choice of each OTC hearing
aids or each prescription
hearing aids (all types) up to 1
per ear per year.

$45 copay

- 50% of the cost for
fitting/evaluation, routine

hearing exams up to 1 per year.

- $500 combined maximum
benefit coverage amount for
the choice of each OTC hearing
aids or each prescription
hearing aids (all types) up to 1
per ear per year.

- Benefits received
out-of-network are subject to
any in-network benefit
maximums, limitations, and/or
exclusions.

If a provider is not in our network,

you may have to pay upfront and

submit a request for

reimbursement. See Chapter 2

Payment Requests Contact

Information or visit Humana.com

for information on requesting

reimbursement.

$45 copay

Mandatory supplemental dental
benefit

Limitations and exclusions may
apply. Please see your Evidence

DEN651

- $0 copay for comprehensive

oral evaluation or periodontal
exam up to 1 every 3 years.

DENG651

- $0 copay for comprehensive
oral evaluation or periodontal
exam up to 1 every 3 years.

You do not need a referral to receive covered services from plan providers. This plan requires prior authorization
for certain iterms and services. The following link will take you to a list of items and services that may be subject

to prior authorization: Humana.com/PAL.

10 Summary of Benefits H7617110000SB26
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A2 Medical Benefits (cont)

IN-NETWORK

OUT-OF-NETWORK

of Coverage (EOC) for additional
details. Submitted claims are
subject to a review process which
may include a clinical review and
dental history to approve
coverage. Dental benefits under
this plan may not cover all ADA
procedure codes. Any services
received that are not listed will
not be covered by the plan and
will be the member's
responsibility. The member is
responsible for any amount
above the annual mMmaximum
benefit coverage amount.
Benefits are offered on a
calendar year basis. Any amount
unused at the end of the year will
expire. Information regarding
each plan is available at
Humana.com/sb.

In-network dentists have agreed
to provide covered services at
contracted rates (per the
in-network fee schedules, or
INFS). If a member visits a
participating network dentist, the
member cannot be billed for
charges that exceed the
negotiated fee schedule (but any
applicable coinsurance payment
still applies). Visiting an
in-network provider may result in
significant savings. The
Mandatory Supplemental Dental
benefits are provided through the
Florida GoldPlus Medicare
Network. The provider locator for
our nationwide network can be
found at Humana.com/FindCare.

$0 copay for panoramic film or
diagnostic x-rays up to 1 every
5 years.

$0 copay for bitewing x-rays,
intraoral x-rays up to 1 set(s)
per year.

$0 copay for emergency
diagnostic exam up to 1 per
year.

$0 copay for periodic oral
exam, prophylaxis (cleaning) up
to 2 per year.

$0 copay for periodontal
maintenance up to 4 per year.
$0 copay for necessary
anesthesia with covered service
up to as needed with covered
codes per year.

$25 copay per tooth for
amalgam and/or composite
filling up to 2 per year.

$1,000 combined maximum
benefit coverage amount per
year for preventive and
comprehensive benefits.

$0 copay for panoramic film or
diagnostic x-rays up to 1 every
5 years.

$0 copay for bitewing x-rays,
intraoral x-rays up to 1 set(s)
per year.

S0 copay for emergency
diagnostic exam up to 1 per
year.

$0 copay for periodic oral
exam, prophylaxis (cleaning) up
to 2 per year.

$0 copay for periodontal
maintenance up to 4 per year.
S0 copay for necessary
anesthesia with covered service
up to as needed with covered
codes per year.

$25 copay per tooth for
amalgam and/or composite
filling up to 2 per year.

$1,000 combined maximum
benefit coverage amount per
year for preventive and
comprehensive benefits.
Benefits received
out-of-network are subject to
any in-network benefit
maximums, limitations, and/or
exclusions.

You do not need a referral to receive covered services from plan providers. This plan requires prior authorization
for certain iterms and services. The following link will take you to a list of iterms and services that may be subject

to prior authorization: Humana.com/PAL .

Humana.
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(A2 Medical Benefits (cont)

IN-NETWORK

OUT-OF-NETWORK

Out-of-network dentists have not
agreed to provide services at
contracted fees. The
out-of-network provider may
bill the member for more that
what the plan pays, even for
services listed with no member
cost share. Members are
responsible for this difference
between Humana's
reimbursement and the
out-of-network provider's
charges. This is known as
balance billing. Benefits received
out-of-network are subject to any
in-network benefit maximums,
limitations and/or exclusions.
Members may be billed by the
out-of-network provider for any
amount greater than the
payment made by Humana to
the provider. Please see above for
provider locator instructions.
Network providers agree to bill us
directly. If a provider who is not in
our network is not willing to bill
us directly, you may have to pay
upfront and submit a request for
reimbursement. The coinsurance
level will apply to the average
negotiated in-network fee
schedule (INFS) in your area. See
Chapter 2 Payment Requests
Contact Information in your
Evidence of Coverage or visit
Humana.com for information on
requesting reimbursement.

You do not need a referral to receive covered services from plan providers. This plan requires prior authorization
for certain items and services. The following link will take you to a list of items and services that may be subject

to prior authorization: Humana.com/PAL.
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A2 Medical Benefits (cont)

<(S> VISION SERVICES

Eyewear (post cataract surgery)

IN-NETWORK

$0 copay

OUT-OF-NETWORK

$0 copay

Medicare-covered diabetic eye
exam

$0 copay

$0 copay

Medicare-covered vision
services

The provider locator for
Medicare-covered vision can be
found at Humana.com/FindCare.

$45 copay

$45 copay

Mandatory supplemental vision
benefit

Please inform the network
provider that you are part of the
Humana Medicare Insight
Network. NOTE: The network of
providers for your supplemental
vision benefits through Humana
Medicare Insight Network may be
different than the network of
providers for the
Medicare-covered vision benefits.
The provider locator can be found
at Humana.com/FindCare.
Benefit allowance is applied
toward the retail price. Member is
responsible for any costs above
the plan approved amount. Lost
or broken materials are not
covered.

This benefit is limited to a
one-time use per year. Any
remaining benefit dollars do not
"roll over" to a future purchase.
Eyeglass lens options may be
available with the maximum
benefit coverage amount up to
one pair per year.

Benefits are offered on a
calendar basis. Any amount

VIS694

= S0 copay for routine exam up
to 1 per year.

- $75 combined maximum
benefit coverage amount per
year for routine exam.

- $50 maximum benefit
coverage amount per year for
contact lenses or
eyeglasses-lenses and frames,
fitting for eyeglasses-lenses
and frames.

- OR

+ $100 maximum benefit
coverage amount per year at
PLUS Provider for contact lenses
or eyeglasses-lenses and
frames, fitting for
eyeglasses-lenses and frames.

- Eyeglass lens options may be
available with the maximum
benefit coverage amount up to
1 pair per year.

- Maximum benefit coverage
amount is limited to one time
use per year.

= Maximum benefit coverage
amounts cannot be combined.

PLUS providers are part of the

Humana Medicare Insight

VIS694

$0 copay for routine exam up
to 1 per year.

$75 combined maximum
benefit coverage amount per
year for routine exam.

$50 maximum benefit
coverage amount per year for
contact lenses or
eyeglasses-lenses and frames,
fitting for eyeglasses-lenses
and frames.

Eveglass lens options may be
available with the maximum
benefit coverage amount up to
1 pair per year.

Maximum benefit coverage
amount is limited to one time
use per yedar.

Benefits received
out-of-network are subject to
any in-network benefit
maximumes, limitations, and/or
exclusions.

Maximum benefit coverage
amounts cannot be combined.

You do not need a referral to receive covered services from plan providers. This plan requires prior authorization
for certain iterms and services. The following link will take you to a list of items and services that may be subject
to prior authorization: Humana.com/PAL.

Humana.
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(A2 Medical Benefits (cont)

IN-NETWORK

OUT-OF-NETWORK

unused by the end of the year
will expire.

Copayments, coinsurances, and
deductibles paid for
supplemental benefits do not
count toward your maximum
out-of-pocket amount.

MENTAL HEALTH SERVICES

Inpatient

This plan covers up to 190 days in
a lifetime for inpatient mental
health care in a psychiatric
hospital

Network and will display the PLUS
Provider indicator in the provider
locator search results found at
Humana.com/FindCare.

$350 copay per day for days 1-5
$0 copay per day for days 6-90

$350 copay per day for days 1-5
$0 copay per day for days 6-90

Mental health therapy visits
= Outpatient hospital
= Specialist's office

$35 copay
$30 copay

$35 copay
$30 copay

= Telehealth $30 copay Not Covered
Outpatient substance abuse

services

= Outpatient hospital $35 copay $35 copay

- Specialist's office $30 copay $30 copay

- Telehealth $30 copay Not Covered

SKILLED NURSING FACILITY (SNF)

This plan covers up to 100 days in
a SNF

$0 copay per day for days 1-20
$160 copay per day for days
21-100

$0 copay per day for days 1-20
$160 copay per day for days
21-100

AMBULANCE

Air 20% of the cost 20% of the cost

Ground $335 copay per date of service $335 copay per date of service
TRANSPORTATION

Not Covered

You do not need a referral to receive covered services from plan providers. This plan requires prior authorization
for certain items and services. The following link will take you to a list of items and services that may be subject
to prior authorization: Humana.com/PAL .
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(A2 Medical Benefits (cont)

IN-NETWORK OUT-OF-NETWORK

MEDICARE PART B DRUGS
Some rebatable Part B drugs may be subject to a lower coinsurance.

Allergy shots and serum

- PCP's office $0 copay $0 copay

- Specialist's office $0 copay $0 copay
Chemotherapy drugs

= Outpatient hospital 20% of the cost 20% of the cost
- Specialist's office 20% of the cost 20% of the cost
Other Part B drugs

= Outpatient hospital 20% of the cost 20% of the cost
- PCP's office 20% of the cost 20% of the cost
= Pharmacy 20%b of the cost 20% of the cost
- Specialist's office 20% of the cost 20% of the cost
Part B Insulin

« Outpatient hospital 20% of the cost 20% of the cost
- PCP's office 20% of the cost 20% of the cost
- Pharmacy 20% of the cost 20% of the cost
- Specialist's office 20% of the cost 20% of the cost

You won't pay more than $35 for
a one-month (up to 30-day)
supply of each insulin product
covered by this plan.

You do not need a referral to receive covered services from plan providers. This plan requires prior authorization
for certain items and services. The following link will take you to a list of items and services that may be subject
to prior authorization: Humana.com/PAL.

Humana.
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67 Prescription Drug Benefits

PLAN HIGHLIGHTS

$0 copays $0 copays at select pharmacy locations and tiers.
Additional details below.

Deductible S0 deductible for Tier 1 and Tier 2

Insulin costs You won't pay more than $35 for a one-month (up
to 30-day) supply of each insulin product covered by
this plan.

100-day supply Up to 100-day supply on eligible drugs

Excluded drug coverage Additional drug coverage for the following:

Erectile dysfunction (ED) drugs
Prescription vitamins

$0 vaccines $0 copay for adult Part D covered vaccines
recommended by the Advisory Committee on
Immunization Practices (ACIP)

DEDUCTIBLE

$0 deductible for Tier 1 and Tier 2. This plan has a $600 deductible for Tier 3, Tier 4 and Tier 5 drugs. You
pay the full cost of these drugs until you reach $600. Then, yvou only pay your cost-share.
INITIAL COVERAGE

You pay the following until your total yearly out-of-pocket drug costs reach $2,100. Once you reach this
amount, you will enter the Catastrophic Stage.
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Pharmacy Cost-Sharing

Retail Cost-Sharing
Includes all in-network
retail pharmacies

Standard Mail-Order
Cost-Sharing

Preferred Mail-Order
Cost-Sharing
CenterWwell Pharmacy ™

Day supply 30-day 100-day™* 30-day 100-day* 30-day 100-day™>
Tier 1: Preferred Generic SO Yo S10 S30 SO SO
Tier 2: Generic 55 S15 S20 sS60 S5 SO
Tier 3: Preferred Brand S47 S141 S47 S141 S47 sS131
Tier 4: Non-Preferred 35% 35% 35% 35% 35% 35%
Drug

Tier 5: Specialty Tier 26% N/A 26% N/ A 26% N/A

You have several options for filling your prescriptions, including retail and mail-order pharmacies.
CenterWell Pharmacy® is the preferred mail-crder, cost-sharing pharmacy for many Humana plans, which
means you may pay as little as $0 for certain Tier 1 and Tier 2 generics. Learn more at

CenterWellPharmacy.com.

Other pharmacies are available in our network. To find which pharmacies are available in our network, go
to Humana.com/pharmacyfinder.
*Some drugs are limited to a 30-day supply and others may be eligible for up to a 100-day supply.

You won't pay more than $35 for a one-month (up to 30-day) supply of each plan-covered insulin product
regardless of cost-sharing tier, even if you haven't paid your deductible.

Insulin Cost-Sharing

Retail Cost-Sharing Standard Mail-Order Preferred Mail-Order
Includes all in-network Cost-Sharing Cost-Sharing

retail pharmacies CenterWell Pharmacy™
Day supply 30-day 100-day™ 30-day 100-day™ 30-day 100-day™
Tier 1: Preferred Generic SO SO 25% up to 25% up to SO SO

$10 S30

Tier 2: Generic 25% up to 25% up to 25% up to 25% up to 25% up to SY0)

55 S15 $S20 S60 S5
Tier 3: Preferred Brand 25% up to 25% up to 25% up to 25% up to 25% up to 25% up to

535 5105 $35 S105 S35 595
Tier 4: Non-Preferred 25% up to 25% up to 25% up to 25% up to 25% up to 25% up to
Drug 525 $S105 S35 S105 S35 S105
Tier 5: Specialty Tier 25% up to N/A 25% up to N/A 25% up to NZA

525 S35 S35

Humana.
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*Not all tiers may include insulin. Please refer to your Prescription Drug Guide to confirm insulin coverage.

Other pharmacies are available in our network. To find which pharmacies are available in our network, go
to Humana.com/pharmacyfinder.

*Some drugs are limited to a 30-day supply and others may be eligible for up to a 100-day supply.
CATASTROPHIC COVERAGE

After your total out-of-pocket costs reach $2,100 you pay $0 for plan-covered Part D and Excluded drugs.
EXCLUDED DRUG COVERAGE

Erectile dysfunction (ED) drugs Covered at Tier 1 cost-share amount.

Prescription vitamins Covered at Tier 1 cost-share amount.
EXTRA HELP

If you receive Extra Help for your drugs, you will have a $0 deductible.

Prior to reaching your annual $2,100 ocut-of-pocket limit, you will pay one of the following depending on
your level of Extra Help:

= $£5.10 for generic/preferred multi-source drug or biosimilar; $12.65 for any other drug; OR
- $1.60 for generic/preferred multi-source drug or biosimilar; $&.90 for any other drug; OR
- $0 for all drugs

After reaching your annual $2,100 out-of-pocket limit, you will pay $0 for the remainder of the calendar
year, regardless of the level of Extra Help you receive. Additional information will be available on your LIS
rider.

Cost sharing may change depending on the pharmacy you choose, when you enter another phase of the
Part D benefit and if you qualify for Extra Help. To find out if you qualify for Extra Help, please contact the
Social Security Office at 800-772-1213 (TTY: 800-325-0778), Monday - Friday, 7 a.m. — 7 p.m. For more
information on your prescription drug benefit, please call us or access your Evidence of Coverage online.

If you reside at an in-network long-term care facility, you pay the same as you would at an in-network
retail pharmacy. Under certain situations you may be able to get drugs from an out-of-network pharmacy
but may pay more than you would pay at an in-network pharmacy.
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A2 Additional Benefits

IN-NETWORK

OUT-OF-NETWORK

Acupuncture services
(Medicare-covered)

$0 copay for acupuncture for
chronic low back pain visits up to
20 visit(s) per year.

$0 copay for acupuncture for
chronic low back pain visits up to
20 visit(s) per year.

Benefits received out-of-network
are subject to any in-network
benefit maximums, limitations,
and/or exclusions.

Chiropractic services
(Medicare-covered)

$15 copay

$15 copay

Podiatry services
(Medicare-covered)

MEDICAL EQUIPMENT/SUPPLIES

Continuous glucose monitor
(CGM)

- DME provider

= Pharmacy

$45 copay

$0 copay
$0 copay

$45 copay

$0 copay
$0 copay

Diabetic monitoring supplies
= Diabetic supplier

= Network retail pharmacy

= Preferred diabetic supplier

20% of the cost
$0 copay
$0 copay

20% of the cost
$0 copay
Not Covered

Durable medical equipment
(DME)

10% of the cost

10% of the cost

Durable medical equipment
(DME) — Oxygen System

$0 copay

$0 copay

Medical supplies at medical
supplier

20% of the cost

20% of the cost

Prosthetics devices and related
supplies at prosthetics provider

REHABILITATION SERVICES

Cardiac rehabilitation services

10% of the cost

10% of the cost

= Outpatient hospital $30 copay $30 copay
- Specialist's office $30 copay $30 copay
Occupational therapy

= Comprehensive outpatient $35 copay $35 copay

rehab facility
= Outpatient hospital
= Specialist's office

$35 copay
$35 copay

$35 copay
$35 copay

Humana.
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(A2 Additional Benefits (cont)
Physical therapy

= Comprehensive outpatient $35 copay $35 copay
rehab facility

= Outpatient hospital $35 copay $35 copay

- Specialist's office $35 copay $35 copay

Pulmonary rehabilitation

= Outpatient hospital $15 copay $15 copay

- Specialist's office $15 copay $15 copay

Speech therapy

= Comprehensive outpatient $35 copay $35 copay
rehab facility

= Outpatient hospital $35 copay $35 copay

- Specialist's office $35 copay $35 copay

Supervised exercise therapy

(SET) for Peripheral Artery

Disease (PAD)

= Outpatient hospital $25 copay $25 copay

- Specialist's office $25 copay $25 copay
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More benefits with this plan

Enjoy some of these extra benefits included in this plan.

This is a summary of what we cover. It doesn't list every service that we cover or list
every limitation or exclusion. The Evidence of Coverage (EOC) provides a complete list of
coverage and services. Visit Humana.com/PlanDocuments to view a copy of the EOC or

call 800-833-2364%.

Travel Coverage

The PPO national network gives you
in-network coverage across the country,
so you can see any doctor who accepts
the plan terms and conditions. You'll be
able to travel with ease or split your
time between locations. Visit
Humana.com or contact Customer Care
on the back of your ID card if you need
help finding an in-network provider.

Routine Acupuncture

$0 copay for acupuncture visits up to 25
visit(s) per year.

Authorization rules may apply.

The in-network provider must be used
for this service.

If yvou choose to utilize another provider,
you are responsible for all charges.

Humana Well Dine® Meal Program
$0 copayment for Humana Well Dine®

meal program.

After your inpatient stay in either a
hospital or a nursing facility, you may be
eligible to receive 2 home delivered
meals per day for 7 days (up to 14
meals).

Meals must be requested within 30 days
of discharge from your inpatient stay.

Limited to 4 times per year.

The in-network provider must be used
for this service. If you choose to utilize
another provider, you are responsible for
all charges.

Rewards and Incentives - Go365®

by Humana

Complete eligible healthy activities, like
preventive screenings and exams, and
get rewarded with Go365 Plus.

Humana.
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SilverSneakers® fitness program
Live a healthier, more active life through

fitmess and social connection at
participating locations and online.

The in-network provider must be used
for this service.

If yvou choose to utilize another provider,
you are responsible for all charges.
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Next See the Aetna Hospital
Indemnity Plan

» 1. Pays the Hospital Copay of $350 Per Day for up to 7
Days.

» Monthly Cost - $12.65

g



Yaetna

Rate Quote Results

Page 1: Customer Information. Rate Quote Summary Dec 20, 2025
Page 2: Rate Quote Details Method: Web

RATE QUOTE DETAILS

PRODUCT: HOSPITAL INDEMNITY FLEX FOR APPLICANT A - CLI

Daily hospital - Benefit Amount $15
| | Daily Hospital Indemnity - Benefit Amount $350 |
Daily Hospital Indemnity - Covered Days 7 davys

Quarterly Semi Annual

Ambulance and Emergecy $8.72 £17.11
Room Rider

Cancer Lump Sum Rider $7.55 $14.82
Daily Skilled Nursing Facility |$0.15 $0.48 $0.94
Doctor Visit Indemnity $3.61 $11.47 $22.52
Outpatient Rehab Services £1.56 $4.96 $9.72
Outpatient Surgical $3.52 s11.21 $22.00
Procedure




Yy aetna

Rate Quote Results

Page 1: Customer Information. Rate Quote Summary

Page 2: Rate Quote Details

Dec 20, 2025
Method: Web

CONSUMER INFORMATION FOR APPLICANT A

Name

Date of Birth /7 Age 1960-11-05 7 65
Gender Male

Smoker No

State FL

Zip 34990

Payment mode

RATE QUOTE SUMMARY

Monthly

Product(s) Selected

Applicant A

Hospital Indemnity Flex

The premium rate quoted to you is an estimate based on the information you provided to us on
the date it was provided. The actual premium rate will be determined at the time your
application is approved and could change from this quote.

This insurance coverage is not connected with or endorsed by the U.S. Government or Federal

Medicare Program.

The purpose of this communication is the solicitation of insurance. You may be contacted by an

agent or the insurance company.




Important Question to Consider

» Does it make sense to go with the Humana Medicare
Advantage Plan, and the Aetna Hospital Indemnity Plan?

» Humana Plan Premium = $0 Per Month
» Aetna Hospital Indemnity Plan = $12.65 Per Month

» Give Back Plan - Reduce Medicare Part B Premium =
$171.00 Per Month

» Extra Benefits - Gym Membership, Dental and Vision
» Aetna Hospital Plan pays $350.00 Per Day for up to 7 Days




Remember the Nature of
Procrastination

People Don’t Plan to Fail
They Fall to Plan

g




Thank You for Attending the
Humana Medicare
AdvantagePresentation

» What to do next?

» If the concepts of the Humana Medicare Advantage Plan
make sense to you, then contact us to get further
Information, and begin the process.

» James R. Grazioli — President

» Comprehensive Financial Group Inc.

» Office - 772-286-4324 Cell/Text — 772-485-4288
» Email: jimgrazil127@gmail.com

» Website: www.jamesgraz.com




