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Section I
Introduction to the Summary of Benefits for

Community HealthFirst™ MA Special Needs Plan (HMO SNP)
A Medicare Advantage plan offered by Community Health Plan of Washington with a Medicare contract.

January 1, 2019 - December 31, 2019

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

You have choices about how to get your Medicare benefits.

• One choice is to get your Medicare benefits through
Original Medicare (fee-for-service Medicare). Original
Medicare is run directly by the Federal government.

• Another choice is to get your Medicare benefits by joining
a Medicare health plan (such as Community HealthFirstTM

MA Special Needs Plan).

Tips for comparing your Medicare choices.

This Summary of Benefits booklet gives you a summary of 
what Community HealthFirst™ MA Special Needs Plan 
covers and what you pay. 

If you want to compare our plan with other Medicare health 
plans, ask the other plans for their Summary of Benefits 
booklets. Or, use the Medicare Plan Finder on 
www.medicare.gov.

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

Sections in this booklet.

• Things to know about Community HealthFirst™ MA
Special Needs Plan

• Monthly Premium, Deductible, and limits on how much
you pay for covered services

• Covered Medical and Hospital Benefits

• Prescription Drug Benefits

Things to know about Community HealthFirst™ 
MA Special Needs Plan

Hours of Operation

You can call us 7 days a week from 8:00 a.m. to 8:00 p.m. 
Pacific time.

• Community HealthFirst™ MA Special Needs Plan

• If you are a member of this plan, call toll-free
1-800-942-0247, TTY users should call (TTY Relay: Dial 7-1-1).

• If you are not a member of this plan call toll-free
1-800-944-1247, TTY users should call (TTY Relay: Dial 7-1-1).

• For more information visit our website at
healthfirst.chpw.org.

Who can join?

To join Community HealthFirst™ MA Special Needs Plan, 
you must be entitled to Medicare Part A, be enrolled in 
Medicare Part B, and live in our service area. Our service 
area includes the following counties in Washington: Adams, 
Benton, Chelan, Clark, Cowlitz, Douglas, Franklin, Grant, King, 
Kitsap, Lewis, Okanogan, Pierce, Skagit, Snohomish, Spokane, 
Thurston, Walla Walla, Whatcom, and Yakima.

Which doctors, hospitals and pharmacies can I use?

Community HealthFirst™ MA Special Needs Plan has 
a network of doctors, hospitals, pharmacies, and other 
providers. If you use the providers that are not in the network, 
the plan may not pay for these services. You must generally 
use our network pharmacies to fill your prescriptions for 
covered Part D drugs. You can see our plan’s provider and 
pharmacy directory on our website at healthfirst.chpw.org. 
Or call us and we will send you a copy of the provider and 
pharmacy directory.

What do we cover?

Like all Medicare health plans, we cover everything that 
Original Medicare covers–and more. 

• Our plan members get all of the benefits covered
by Original Medicare.

• Our plan members also get more than what is covered
by Original Medicare. Some of the extra benefits are
outlined in this booklet.H5826_MA_193_2019_v_01_SB014 _M
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Community HealthFirst™ MA Special Needs Plan covers 
Part D drugs. In addition, we cover Part B drugs including 
chemotherapy and some drugs administered by your 
provider.

• You can see the complete plan formulary (list of Part D 
prescription drugs) and any restrictions on our website  
at healthfirst.chpw.org.

• Or, call us and we will send you a copy of the formulary.

How will I determine my drug cost?

Our plan groups each medication into one of five “tiers.” You  
will need to use your formulary to locate what tier your drug  
is on to determine how much it will cost you. The amount 
you pay depends on the drug’s tier and what stage of the 
benefit you have reached. Later in this document, we discuss 
the benefit stages that occur: Initial Coverage, Coverage Gap,  
and Catastrophic Coverage.

Which pharmacies can I use?

We have a network of pharmacies and you must generally  
use these pharmacies to fill your prescriptions for covered  
Part D drugs. 

You can see our plan’s pharmacy directory at our website  
healthfirst.chpw.org. Or, call us and we will send  
you copy of the pharmacy directory.

This plan is available to anyone who has both Medical 
Assistance from the State and Medicare

Community Health Plan of Washington:

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

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

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

º  Qualified interpreters

º  Translated written materials

If you need these services, contact Customer Service at 
1-800-942-0247, TTY users should call Relay: Dial 7-1-1.

Community Health Plan of Washington complies with applicable 
Federal civil rights laws and does not discriminate on the basis 
of race, color, national origin, age, disability, or sex. Community 
Health Plan of Washington does not exclude people or treat 
them differently because of race, color, national origin, age, 
disability, or sex.

If you believe that Community Health Plan of Washington has 
failed to provide these services or discriminated in another 
way on the basis of race, color, national origin, age, disability, 
or sex, you can file a grievance with: Appeals and Grievances 
Department, by mail at 1111 3rd Ave, Suite 400, Seattle 
WA 98101, by phone at 1-800-942-0247, by fax at 206-613-8984, 
or by email at appealsgrievances@chpw.org. You can file a 
grievance in person or by mail, fax, or email. If you need help 
filing a grievance, the Appeals and Grievances Department is 
available to help you. 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 ocrportal.hhs.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, DC 20201, 1-800-868-1019, 
1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov/ocr/office/file/index.html.

For additional information, call our Customer Service 
Department toll-free at 1-800-942-0247, between 8:00 a.m. 
to 8:00 p.m., 7 days a week. TTY users should call (TTY Relay: 
Dial 7-1-1).

Community Health Plan of Washington is a HMO plan with a 
Medicare contract and a contract with the Washington State 
Medicaid program. Enrollment in Community Health Plan of 
Washington depends on contract renewal.

You must continue to pay your Medicare Part B premium.
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Community HealthFirst™ is offered by Community Health Plan of Washington
History
We made a commitment more than 20 years ago: To improve the health of our communities by making quality health care accessible to all 
Washington State residents. We continue that pledge today by providing affordable comprehensive coverage.

We are the only health plan in the state founded by local community health centers. This network brought together shared values for equal 
access to health care, years of experience in community organizing, and effective health care administration. This means our members  
have access to first-class medical care — and it’s just down the street.

Mission
Our mission is to deliver accessible managed care services that meet the needs and improve the health of our members and make managed 
care participation beneficial for community-responsive providers.

Our Core Values
1. Excellence in service to our members, providers, and each other is our highest priority.

2. Every person, every idea counts.

3. We expect individual accountability for behavior. We share team accountability for performance.

4. Resource management & productivity are everyone’s responsibility.

MA Special Needs Plan (HMO) 014
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Section II
Summary of Benefits

Contract - H5826 
Community HealthFirst™ MA Special Needs Plan
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Section II: Summary of Benefits

Premiums and Benefits

Monthly Plan Premium You pay nothing. 

The monthly plan premium of $33.80 is paid for by Washington State 
Medicaid or another third party because you qualify for “Extra Help”. For 
more information on Extra Help, see Chapter 2, section 7 of your Evidence 
of Coverage (EOC). 

You must continue to pay your Medicare Part B premium (unless your    
Part B premium is paid for you by Washington State Medicaid or another 
third party).

Deductible This plan does not have a deductible.

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

Yes. Like all Medicare health plans, our plan protects you by having yearly 
limits on your out-of-pocket costs for medical and hospital care.

Your yearly limit(s) in this plan:
$6,700 for services you receive from in-network providers. 

If you reach the limit on out-of-pocket costs, you keep getting covered 
hospital and medical services and we will pay the full cost for the rest  
of the year.

Please note that you will still need to pay your share of the cost for your 
Part D prescription drugs.

Inpatient Hospital You pay nothing.

Our plan covers 90 days for an inpatient hospital stay.

Our plan also covers 60 “lifetime reserve days” These are “extra” days that
we cover. If your hospital stay is longer than 90 days, you can use these
extra days. But once you have used up these extra 60 days, your inpatient
hospital coverage will be limited to 90 days.

Each new inpatient stay begins with a new day 1.

Services with a 1 may require prior authorization. Services with a 2 may require a referral from your doctor.
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Premiums and Benefits

Outpatient Hospital You pay nothing.

Doctor Visits1,2 Primary care physician visit:
You pay nothing

Specialist visit:
You pay nothing

Preventive Care2 You pay nothing.

Our plan covers many preventive services, including:
• Abdominal aortic aneurysm screening
• Alcohol misuse counseling
• Bone mass measurement
• Breast cancer screening (mammogram)
• Cardiovascular disease (behavioral therapy)
• Cardiovascular screenings
• Cervical and vaginal cancer screening
• Colorectal cancer screenings (Colonoscopy, Fecal occult blood test, 

Flexible sigmoidoscopy)
• Depression screening
• Diabetes screenings
• HIV screening

• Medicare Diabetes Prevention Program (MDPP)
• Medical nutrition therapy services
• Obesity screening and counseling
• Prostate cancer screenings (PSA)
• Sexually transmitted infections screening and counseling
• Tobacco use cessation counseling (counseling for people with no sign of 

tobacco-related disease)
• Vaccines, including Flu shots, Hepatitis B shots, Pneumococcal shots
• “Welcome to Medicare” preventive visit (one-time)
• Yearly “Wellness” visit

Any additional preventive services approved by Medicare during the 
contract year will be covered.

Annual physical exam: $0 copay

Eight counseling calls per year and Nicotine Replacement Therapy of up to 12
weeks are also available. $0 copay.

Please call for more details.

Services with a 1 may require prior authorization. Services with a 2 may require a referral from your doctor.



If you have any questions about this plan’s benefits or costs, please contact Community HealthFirst Medicare Advantage Plan for details.
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Premiums and Benefits

Emergency Care You pay nothing. 

Urgently Needed Services You pay nothing for Medicare-covered urgently-needed care visits.

If additional services are provided, cost sharing may apply.

Diagnostic Services/Labs/Imaging 1 Diagnostic radiology services (such as MRIs, CT scans): You pay nothing.

Diagnostic tests and procedures: You pay nothing.

Lab services: You pay nothing.

Outpatient x-rays: You pay nothing.

Therapeutic radiology services (such as radiation treatment for cancer): 
You pay nothing.

Hearing Services1 You pay nothing for Medicare covered exams to diagnose and treat 
hearing and balance issues.

Dental Services1 Limited dental services (this does not include services in connection with
care, treatment, filling, removal, or replacement of teeth): You pay nothing 
for Medicare covered dental services.

 

Services with a 1 may require prior authorization. Services with a 2 may require a referral from your doctor.
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Premiums and Benefits

Vision Services You pay nothing for Medicare covered exam to diagnose and treat diseases 
and conditions of the eye (including yearly glaucoma screening).

You pay nothing for eyeglasses or contact lenses after cataract surgery.

Mental Health Care1,2
You pay nothing for the 2019 Original Medicare cost-sharing amount.

Our plan covers up to 190 days in a lifetime for inpatient mental health care
in a psychiatric hospital. Inpatient psychiatric hospital services count
toward the 190-day lifetime limitation only if certain conditions are met.
The inpatient hospital care limit does not apply to inpatient mental
services provided in a general hospital.

Outpatient group therapy visit:
You pay nothing.

Outpatient individual therapy visit:
You pay nothing.

If additional services are provided, cost sharing may apply.

Skilled Nursing Facility (SNF)1,2
You pay nothing for Medicare covered Skilled Nursing Facility.

Our plan covers up to 100 days in a SNF.

Ambulance1 You pay nothing for Medicare-covered ambulance benefits.

Transportation You pay $0 copay; 24 one way trips every calendar year from plan approved 
locations.

Medicare Part B Drugs You pay nothing for Medicare covered Part B drugs.

• For Part B drugs such as chemotherapy drugs1

• Other Part B drugs1

Services with a 1 may require prior authorization. Services with a 2 may require a referral from your doctor.



If you have any questions about this plan’s benefits or costs, please contact Community HealthFirst Medicare Advantage Plan for details.
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Prescription Drugs

Medicare Part D Drugs This plan does not have a Part D deductible. See amounts 
below for plan coverage information for prescription drugs:

One-month Supply:
• $0 - $3.40 for generic drugs (including brand drugs treated 

as generic)
• $0 - $8.50 (all other drugs)

You may get your drugs at network retail pharmacies.

If you reside in a long-term care facility, you pay the same as at
a standard retail pharmacy.

You may get drugs from an out-of-network pharmacy at the same 
cost as at a standard retail pharmacy. 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 found out if you qualify for “Extra Help,” please contact 
the Social Security Office at 1-800-772-1213 Monday–Friday, 
7a.m.–7p.m. TTY users should call 1-800-325-0778. For more 
information on the additional pharmacy-specific cost-sharing 
and the phases of the benefit, please call us or access our 
“Evidence of Coverage” online.

Catastrophic Coverage After your yearly out-of-pocket drug costs (including drugs 
purchased through your retail pharmacy and through mail 
order) reach $5,100, you pay nothing for all drugs.

Services with a 1 may require prior authorization. Services with a 2 may require a referral from your doctor.
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Additional Benefits

Hospice You pay nothing for hospice care from a Medicare-certified hospice. You
may have to pay part of the cost for drugs and respite care. Hospice is
covered outside of our plan. Please contact us for more details.

Prosthetic Devices
(braces, artificial limbs, etc.)1

You pay nothing for Medicare covered prosthetic devices and related 
medical supplies.

Alternative Medicine There is a limit to how much our plan will pay: $0 copay

Alternative Medicine Benefit includes: Acupuncture and Naturopathy, 
benefit includes up to $250, all services combined every year. These 
services must be performed by a State certified practitioner.

Dental Services1 Our plan pays up to $1,800 every year for most supplemental dental 
services.

Preventive dental services:
• Cleaning: $0 copay
• Dental x-ray(s): $0 copay
• Flouride treatment: $0 copay
• Oral exam: $0 copay

Routine Foot Care (podiatry services)1,2 Supplemental foot care: Up to 4 additional visits every year : $0 copay

Fitness Program Basic membership at a participating fitness center at no cost to you.

Over the Counter Benefit (OTC) $50 benefit for health-related products every three months.

Hearing Benefit Hearing aids and related supplies for both ears covered up to a combined 
limit of $1,500 every two calendar years.

One routine hearing exam every year and one hearing aid fitting/
evaluation every year.

Services with a 1 may require prior authorization. Services with a 2 may require a referral from your doctor.



If you have any questions about this plan’s benefits or costs, please contact Community HealthFirst Medicare Advantage Plan for details.
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Additional Benefits

 Routine Vision Services Supplemental vision, Network providers
• Routine eye exam (for up to 1 every year): $0 copay
• Contact lenses: $0 copay
• Eyeglasses (frames and lenses): $0 copay
• Eyeglasses frames: $0 copay
• Eyeglasses lenses: $0 copay

Our plan pays up to $130 every year for supplemental eyewear.

Our contract with VSP allows a number of options to receive frames and
basic lenses within this benefit amount.

Worldwide emergency/urgent care The plan covers supplemental emergency services, urgent services, and 
emergency transportation received outside of the U.S. and its territories up 
to a plan coverage limit of $25,000 every year.

You pay nothing for worldwide emergency/urgent care up to the coverage 
limit of $25,000.

Chiropractic Care1,2 Manual manipulation of the spine to correct a subluxation (when 1 or more
of the bones of your spine move out of position): You pay nothing.

Foot Care (podiatry services)1,2 You pay nothing for Medicare covered foot exams and treatment (4 visits 
every year) if you have diabetes-related nerve damage and/or meet
certain conditions.

Home Health Care1,2 You pay nothing for Medicare covered Home Health Care.

Outpatient Substance Abuse1,2 You pay nothing for Medicare covered outpatient substance abuse:
• Group therapy visit.
• Individual therapy visit.

Outpatient Surgery1,2 You pay nothing for Medicare covered outpatient surgery :
• Ambulatory surgical center.
• Outpatient hospital.

Renal Dialysis1 You pay nothing for Medicare covered renal dialysis.

Diabetes Supplies and Services2 You pay nothing for Medicare covered diabetes monitoring supplies, 
diabetes self-management training, and therapeutic shoes or inserts.

Durable Medical Equipment
(wheelchairs, oxygen, etc.)1

You pay nothing for Medicare covered Durable Medical Equipment.

Services with a 1 may require prior authorization. Services with a 2 may require a referral from your doctor.
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Summary of Medicaid-Covered 

Benefits Section

Contract - H5826 
Community HealthFirst™ MA Special Needs Plan

The benefits described below are covered by Medicaid. The benefits described in Covered-Medical and 
Hospital Benefits Section of the Summary of Benefits are covered by Medicare. For each benefit listed 

below, you can see what Apple Health covers and what our plan covers. What you pay for covered 
services may depend on your level of Medicaid eligibility.



If you have any questions about this plan’s benefits or costs, please contact Community HealthFirst Medicare Advantage Plan for details.
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Benefit

 
Medicaid**

Community HealthFirst MA Special Needs Plan  
(HMO SNP)

INPATIENT CARE

Inpatient Hospital Care 
(includes Substance 
Abuse and Rehabilitation 
Services)

$0 copay. 

Must be approved by health plan for all 
non-emergent care.

You pay nothing for Medicare covered inpatient care 
(includes Substance Abuse and Rehabilitation Services).

In-Network
Plan covers 90 days each benefit period.

Our plan also covers 60 “lifetime reserve days.” These are 
“extra” days that we cover. If your hospital stay is longer 
than 90 days, you can use these extra days. But once you 
have used up these extra 60 days, your inpatient hospital 
coverage will be limited to 90 days.

Except in an emergency, your doctor must tell the plan that 
you are going to be admitted to the hospital.

Inpatient Mental Health 
Care

$0 copay.

Must be approved by health plan for all 
non-emergent care.

You pay nothing for Medicare covered inpatient mental 
health care:

In-Network
You get up to 190 days of inpatient psychiatric hospital 
care in a lifetime. Inpatient psychiatric hospital services 
count toward the 190-day lifetime limitation only if certain 
conditions are met. 

Except in an emergency, your doctor must tell the plan that 
you are going to be admitted to the hospital.

Skilled Nursing Facility (SNF)  
(in a Medicare-certified 
skilled nursing facility)

Covered. You pay nothing for Medicare covered skilled nursing facility:

In-Network
Plan covers up to 100 days each benefit period.

You will not be charged additional cost sharing for 
professional services.

Home Health Care 
(includes medically 
necessary intermittent 
skilled nursing care, home 
health aide services, and 
rehabilitation services, 
etc.)

$0 copay.

Must be approved by health plan.

In-Network

You pay nothing for Medicare covered home  
health care.

Section III: Summary of Medicaid-Covered Benefits Section
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Benefit

 
Medicaid**

Community HealthFirst MA Special Needs Plan 
(HMO SNP)

Hospice $0 copay.

Hospice services are covered per HCA. 
Client must meet Medicaid qualifications 
for hospice care to be covered. 

General

You must get care from a Medicare-certified hospice. 
Your plan will pay for a consultative visit before you 
select hospice.

OUTPATIENT CARE

Doctor Office Visits $0 copay for each office visit, preventive 
care or specialty care. 

Medicaid clients can only see providers 
that accept Medicaid.

In-Network

You pay nothing for Medicare covered primary care 
physician (PCP) and specialist doctor visits.

Chiropractic Services Not Covered. In-Network

You pay nothing for Medicare covered chiropractic visits.

Podiatry Services $0 copay.
 
Only services to treat an acute condition 
will be considered medically necessary.

In-Network

You pay nothing for each Medicare-covered routine 
podiatry visit(s) every year.

$0 copay for supplemental routine podiatry up to 4 
visit(s) every year.

Outpatient Mental Health 
Care

$0 copay. 
The benefit through the health plan 
covers:

• Mental Health medication manage-
ment by your PCP or mental health 
provider.
• Psychological testing, evaluation,  
 and diagnosis:
 - Once every 12 months for adults 21 
and over and children under age 21 
when not ordered by an EPSDT screen-
ing visit.
 - As often as needed if identified by an 
   EPSDT (wellchild care) screening for  
   children 20 years old and under.

In-Network

You pay nothing for Medicare individual or group 
therapy visits with a psychiatrist.

You pay nothing for Medicare covered partial 
hospitalization program services.



If you have any questions about this plan’s benefits or costs, please contact Community HealthFirst Medicare Advantage Plan for details.
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Benefit

 
Medicaid**

Community HealthFirst MA Special Needs Plan 
(HMO SNP)

Outpatient Substance  
Abuse Care

Must be provided by Department of Social 
and Health Services (DSHS) certified agencies. 

In-Network
You pay nothing for Medicare-covered
individual substance abuse visits.

You pay nothing for Medicare-covered group 
substance abuse visits.

Outpatient Services $0 copay. 

Must be approved by health plan for all  
non-emergent care.

In-Network
You pay nothing for each Medicare-covered
ambulatory surgical center visit.

You pay nothing for each Medicare-covered 
outpatient hospital facility visit.

Ambulance Services
(medically necessary 
ambulance services)

$0 copay. 

For emergencies only or when transporting 
between facilities.

In-Network
You pay nothing for Medicare-covered 
ambulance services.

Emergency Care 
(You may go to any 
emergency room if you 
reasonably believe you need  
emergency care.)

$0 copay. 

Available 24 hours per day, 7 days per week 
anywhere in the United States.

General
You pay nothing for Medicare-covered 
emergency room visits.

Worldwide Emergency: 20% of the cost up to 
$25,000 plan coverage limit for supplemental 
emergency services outside the U.S. and its 
territories every year.

Urgently Needed Services 
(This is NOT emergency care, 
and in most cases, is out  
of the service area.)

$0 copay. 

Must use health plan’s participating 
providers. Health plans may require 
approved referrals.

General
You pay nothing for Medicare-covered urgently-
needed-care visits.
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Benefit

 
Medicaid**

Community HealthFirst MA Special Needs Plan 
(HMO SNP)

Outpatient Rehabilitation 
Services
(Occupational Therapy, 
Physical Therapy, Speech  
and Language Therapy)

$0 copay. 

LIMITED benefit: Check with your health 
plan. HCA covers the service fee-for-
service for children when provided in an 
approved Neurodevelopmental Center.

In-Network
Medically necessary physical therapy, occupational 
therapy, and speech language pathology services 
are covered.

You pay nothing for Medicare-covered:
• Occupational Therapy visits.

• Physical Therapy and/or 

• Speech and Language Pathology visits.

OUTPATIENT MEDICAL SERVICES AND SUPPLIES

Durable Medical Equipment
(includes wheelchairs,  
oxygen, etc.)

$0 copay. 

Most equipment must first be approved 
by the health plan.

In-Network
You pay nothing for Medicare-covered
durable medical equipment.

Prosthetic Devices
(includes braces, artificial 
limbs and eyes, etc.)

$0 copay. 

Most equipment must first be approved 
by the health plan.

In-Network
You pay nothing for Medicare-covered  
prosthetic devices.

Diabetes Programs and Supplies $0 copay. 

Coverage includes:
– Diabetes Insulin and Syringes
– Diabetes Screening 
– Diabetes Education/ Self  
 Management
– Diabetic Supplies including  
 diabetic shoes

In-Network
You pay nothing for Medicare-covered Diabetes 
self-management training.

You pay nothing for Medicare-covered Diabetes 
monitoring supplies.

You pay nothing for Medicare-covered Therapeutic 
shoes or inserts.



If you have any questions about this plan’s benefits or costs, please contact Community HealthFirst Medicare Advantage Plan for details.
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Benefit

 
Medicaid**

Community HealthFirst MA Special Needs Plan 
(HMO SNP)

Diagnostic Tests, X-Rays, Lab 
Services, and Radiology Services

$0 copay.
 
Some Diagnostic tests and Radiology 
Services may require authorization 
prior to services rendered. 

In-Network
You pay nothing for Medicare-covered lab services.

You pay nothing for Medicare-covered diagnostic 
procedures and tests.

You pay nothing for Medicare-covered X-rays.

You pay nothing for Medicare-covered diagnostic 
radiology services (not including X-rays).

You pay nothing for Medicare-covered therapeutic 
radiology services.

Cardiac and Pulmonary 
Rehabilitation Services

Cardiac Rehabilitation: $0 copay.

Medicaid covers outpatient cardiac 
rehabilitation in a hospital outpatient 
agency. Cardiac rehab is only approved 
for certain diagnosis.

Pulmonary Rehabilitation is not 
covered.

In-Network
You pay nothing for Medicare-covered Cardiac 
Rehabilitation Services.

You pay nothing for Medicare-covered Intensive 
Cardiac Rehabilitation Services.

You pay nothing for Medicare-covered Pulmonary 
Rehabilitation Services.

PREVENTIVE SERVICES

Preventive Services: 
• Abdominal aortic aneurysm 

screening
• Alcohol misuse counseling
• Bone mass measurement
• Breast cancer screening 

(mammogram)Cardiovascular 
disease (behavioral therapy)

• Cardiovascular screenings
• Cervical and vaginal cancer 

screening
• Colorectal cancer screenings 

(Colonoscopy, Fecal 
occult blood test, Flexible 
sigmoidoscopy)

• Depression screening
• Diabetes screenings

(Continued on next page)

$0 copay for each office visit, 
preventive care or specialty care. 

Must use health plan’s participating 
providers. Health plans may require 
approved referrals.

General
$0 copay for all preventive services covered under 
Original Medicare at zero cost sharing. 

Any additional preventive services approved by 
Medicare mid-year will be covered by the plan or by 
Original Medicare.

Plan covers a physical exam annually.)
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Benefit

 
Medicaid**

Community HealthFirst MA Special Needs Plan 
(HMO SNP)

PREVENTIVE SERVICES CONTINUED

Preventive Services (Continued): 
• HIV screening
• Medicare Diabetes Prevention 

Program (MDPP)
• Medical nutrition therapy services
• Obesity screening and counseling
• Prostate cancer screenings (PSA)
• Sexually transmitted infections 

screening and counseling
• Tobacco use cessation counseling 

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

• Vaccines, including Flu shots, 
Hepatitis B shots, Pneumococcal 
shots

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

• Yearly “Wellness” visit

Kidney Disease and Conditions $0 copay.
 
ESRD is covered. (Dialysis, 
Hemodialysis, E&M services, etc.).

In-Network

You pay nothing for Medicare-covered  
renal dialysis.

You pay nothing for Medicare-covered kidney 
disease education services.

PRESCRIPTION DRUG BENEFITS

Outpatient Prescription Drugs $0 copay.

Must be on the Washington Preferred 
Drug List. Non preferred drugs must 
meet certain criteria. 

$0 yearly deductible for Medicare Part B drugs.*
You pay nothing for Medicare Part B 
chemotherapy drugs and other Part B drugs.

In-Network
You pay a $0 annual deductible for Medicare
Part D drugs.

Medicare Part D Drugs: Initial Coverage 
Depending on your income and institutional 
status, you pay the following:

Continue on next page



If you have any questions about this plan’s benefits or costs, please contact Community HealthFirst Medicare Advantage Plan for details.
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Benefit Medicaid** Community HealthFirst MA Special Needs Plan 
(HMO SNP)

PRESCRIPTION DRUG BENEFITS

OUTPATIENT MEDICAL SERVICES AND SUPPLIES

Dental Services $0 copay. 

You will need to use a dental provider 
who has agreed to be a Medicaid 
provider. 

In-Network
You pay nothing for Medicare-covered dental 
benefits.

Up to $1,800 plan coverage limit for 
supplemental dental benefits every year.

0% of the cost on supplemental preventive and 
comprehensive services.

Hearing Services Hearing Exam: $0 copay. 

Medicaid clients can only seek services 
from providers that accept Medicaid.

Not Covered: Hearing aid

In-Network: You pay nothing for Medicare-
covered diagnostic hearing exams to diagnose 
and treat hearing and balance issues.

In general, supplemental routine hearing 
exams and hearing aids not covered.

Hearing aids and related supplies for both 
ears covered up to a combined limit of $1,500 
every two calendar years. Plus one routine 
hearing exam per year and one hearing aid 
fitting/ evaluation every year.

*Medicaid is responsible for the deductible, coinsurance, or copay, up to the Medicaid-determined allowable amount based 
on your level of Medicaid eligibility.

Outpatient Prescription Drugs 
(Continued from previous page)

(Continued from previous page)

For generic drugs (including brand drugs  
treated as generic), either:

- A $0 copay - $3.40 copay

For all other drugs, either:
- A $0 copay - $8.50 copay.



Section III: Summary of Medicaid-Covered Benefits Section
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Benefit Medicaid**
Community HealthFirst MA Special Needs Plan 
(HMO SNP)

Vision Services $0 copay. 

Covered:
- Eye exam, fitting, and dispensing 
 services.
- Eye exam for visual acuity and refraction 
 once every 24 months.

These limitations do not apply to 
additional services needed for a medical 
condition.

Not Covered:
- Eyeglass frames, lenses and fabrication 
 services.

In-Network
You pay nothing for Medicare-covered exams  
to diagnose and treat diseases and conditions  
of the eye.

You pay nothing for one pair of Medicare-covered 
eyeglasses or contact lenses after cataract surgery.

Supplemental vision benefits available through 
the VSP Advantage Network include:

In network:
$0 copay for one WellVision exam every year. 

0% of the cost for one pair of standard lenses 
(single, lined bifocal, lined trifocal, lenticular) 
every  year. 

Up to $130 toward supplemental frames and 
lenses, or (instead of eyeglasses) prescription 
contacts every year. 

Wellness/Education and Other 
Supplemental Benefits & Services

Not covered. You pay nothing for the supplemental 
education/wellness programs.

Over-the-Counter Items Not covered. $50 benefit for health-related products 
every quarter.

Non-Emergency Medical 
Transportation (NEMT)

NEMT is available to eligible Medicaid 
clients requesting access to eligible 
Medicaid services. The State of 
Washington manages and monitors NEMT 
“brokerage” contracts. NEMT services are 
provided through regional brokers.

You pay $0 copay; 24 one way trips every 
calendar year from plan approved locations.

Acupuncture Not covered. In-Network
$0 copay per visit for alternative medicine visits. 

Up to $250 limit per year for total alternative 
medicine services.

**This list is provided for general information only and does not guarantee that the service will actually be covered.



Apply by Mail
Simply complete the enrollment 
application and return it using the 
postage-paid orange envelope. 
If you do not already have an 
enrollment application, call us 
and we will be happy to help you 
complete your application.

Apply Online
Visit www.healthfirst.chpw.org to 
apply online. We will receive your 
application electronically. You may 
also apply to enroll in a Community 
HealthFirst plan through the Centers 
for Medicare and Medicare Services 
Online Enrollment Center, at 
www.medicare.gov.

Apply in Person
Medicare can be difficult to tackle 
alone. If you prefer to meet face-
to-face with one of our Medicare 
Advantage experts please call us 
to schedule a free appointment.

Apply by Phone
Call today and a licensed Community 
HealthFirst Medicare Advantage 
expert will be happy to help you 
enroll over the phone. Call 
1-800-944-1247 (TTY Relay: 
dial 7-1-1) between the hours of 8:00 
a.m. and 8:00 p.m., 7 days a week. Web: 

www.healthfirst.chpw.org

Mailing Address: 
Community Health Plan 
of Washington 
ATTN:  Community HealthFirst
1111 3rd Ave, Suite 400
Seattle, WA  98101-3292

Prospective Members: 
1-800-944-1247

Current Members: 
1-800-942-0247 

TTY Relay: 
Dial 7-1-1

8:00 a.m. to 8:00 p.m. 
7 days a week

Contact 
Information

How do you enroll?



Prospective Members: 1-800-944-1247   •   Current Members: 1-800-942-0247
(TTY Relay: Dial 7-1-1)   •   8:00 a.m. to 8:00 p.m., 7 days a week   

1111 3rd Ave, Suite 400  •  Seattle, WA 98101-3207
www.healthfirst.chpw.org


