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2026 Summary of Benefits

Leon MediExtra (HMO)
Leon Health, Inc. — H4286, Plan 001

January 1, 2026 — December 31, 2026

Leon Health, Inc. is a Medicare Advantage HMO plan with a Medicare Contract. Enroliment in
the plan depends on contract renewal.

This booklet gives you a summary of what Leon MediExtra (HMO) covers and what you pay.
This Summary of Benefits does not list every service that we cover or list every limitation or
exclusion. To get a complete list of services we cover, refer to the plan’s Evidence of Coverage
(EOC) online at www.leonhealth.com, or give us a call to request a copy.

Can | join this plan?
To join Leon MediExtra (HMO), the following must apply to you:

* You must be entitled to Medicare Part A.
* You must be enrolled in Medicare Part B.
* You must live in Miami-Dade County, Florida.

Check if your PCP is part of our plan’s network

Leon MediExtra (HMO) has a network of doctors, hospitals, pharmacies, and other providers.
Except in emergency situations, if you use the providers that are not in our network, we may
not pay for these services. To find out which providers and pharmacies are part of the plan’s
network, consult the Provider and Pharmacy Directory. This directory is available on our website,
or you can get a copy by calling us.

Check if your prescription drugs are covered

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs.
For a complete list of covered drugs and any restrictions, visit our website or call us to request
the Formulary (List of Covered Drugs).

How can | learn about Original Medicare?

For coverage and costs of Original Medicare, look in the current “Medicare & You” handbook.
View it online at www.medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-
4227), 7 days a week, 24 hours a day. TTY users should call 1-877-486-2048.
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For additional information and assistance...

Call Leon Health Member Services Department at 1-844-969-5366 (TTY: 711) or visit us online
at www.leonhealth.com. Hours are Monday — Sunday 8 a.m. — 8 p.m. from October to March,
and Monday — Friday 8 a.m. — 8 p.m. from April to September. This call is free.

This document is available in other formats such as braille, large print, or audio.
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Premium, Deductible and What You Should Know

Maximum-Out-of-Pocket

$0

You must keep paying your Medicare Part B premium
(unless your Part B premium is paid for you by Medicaid or
another third party).

$0

Leon MediExtra does not have a medical deductible.

Monthly Plan Premium

Medical Deductible

$1,000 per year for covered services you receive from in-
network providers.

This amount is the most you pay for copayments,
coinsurance, and other costs for covered Medicare Part A
(hospital) and Part B (medical) services for the year. Once
you reach this limit, we will pay the full cost of your covered
services in our plan for the rest of the year.

You will still need to pay your cost sharing for your Part D
prescription drugs.

Maximum Out-of-Pocket
Responsibility

(does not include
prescription drugs)

Benefits Information What You Pay What You Should Know

Inpatient Hospital

Includes inpatient acute,

inpatient rehabilitation, long- $0 copay

term care hospitals and other

types of inpatient hospital

services. Referral and/or prior authorization
is required.

Outpatient Hospital Services $0 copay

Outpatient Observation $0 copay

Ambulatory Surgical Center

(ASC) $0 copay

Doctor Visits

. - Includes Medicare-covered

Primary Care Physician (PCP) $0 copay telehealth (virtual) doctor visits.

Includes Medicare-covered
o telehealth (virtual) doctor visits.

Specialist $0 copay _
Referral and/or prior
authorization is required.
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Coverage

Benefits Information

What You Should Know

Preventive Care

What You Pay

« Abdominal aortic aneurysm
screening

+ Alcohol misuse screening

* Annual wellness visit

* Bone mass measurement
(bone density)

* Breast cancer screening
(mammograms)

 Cardiovascular disease risk
reduction visit

» Cardiovascular disease
testing

* Cervical and vaginal cancer
screening (pap test),

* Colorectal cancer screening

* Depression screening

 Diabetes screening

* Diabetes self-management
training,

» Glaucoma screening*

* HIV screening

* Immunizations (Flu shot,
Pneumonia, Hepatitis B,
COVID-19 Vaccines)

» Medical Nutrition Therapy

* Medicare Diabetes
Prevention Program
(MDPP)

» Lung cancer screening
(Low Dose Computed
Tomography)

» Obesity screening and
therapy

* Prostate cancer screening

» Sexually Transmitted
Infection (STI) screening &
counseling

* Smoking and tobacco
cessation counseling

* “Welcome to Medicare”
preventive visit

$0 copay

Any additional preventive services
approved by Medicare during

the benefit year will be covered.
Please see our Evidence of
Coverage (EOC) for frequency of
covered services.

Referral is required.

Prior authorization is required for
Glaucoma screening.
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Benefits Information

What You Pay

What You Should Know

Emergency Care and Urgently Needed Services

. . Copayment is waived if patient is
Emergency Care Services $50 copay per visit admitted to hospital.
‘évrz:f“;:l: and Copayment is waived if patient is
Urger?t Caye' admitted to hospital.
$40 copay per visit vaerage providgd through
Worldwide Coverage Worldwide direct member relmbursemen.t
Emeraency Air after plan approval of supporting
and éqroun):j documentation. The plan will
Transportation: reimburse Medicare allowable
$40 copay rates.
Urgent Care Services $0 copay
Diagnostic Services / Lab / Imaging
Diagnostic Procedures and $0 copa
Tests pay
Lab Services $0 copay
] _ _ Referral and/or prior authorization
Ther_apeutlc Radiological $0 copay is required.
Services ) S )
Prior authorization is not required
Outpatient X-Ray Services $0 copay for COVID-19 related testing.
Diagnostic Radiological
Services (such as MRI, CT $0 copay
scans)
Hearing Services
Hearing Services
(Medicare-covered)
- Exam to diagnose and $0 copay
treat hearing and balance
1SSUeS. Referral is required.
Routine Hearing Exams $0 copa
(1 every year) pay
Hearing Aid Evaluation/Fitting
(1 every 3 years) $0 copay
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Benefits Information What You Pay What You Should Know
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Up to $1,050 allowance per
hearing aid per ear ($2,100
maximum) every three (3) years.

A referral is required.

Hearing Aids $0 copay

Dental Services

Dental Services
(Medicare-covered)

- Limited dental services
(excludes services in $0 copay
connection with care,
treatment, filling, removal,
or replacement of teeth).

Referral and/or prior authorization
is required.

Preventive Dental Services:

* Cleaning
(1 every 6 months) Up to $7,250 yearly allowance

+ Dental X-Ray(s) for combined preventive and

(1 every 6 months) $0 copay comprehensive benefits.
* Fluoride treatment Member cost sharing is zero
(1 every year) for services up to the maximum
* Oral Exam plan benefit coverage amount.
(1 every 6 months) After the maximum plan benefit

amount is exhausted, the member
is liable for any additional costs
for preventive or comprehensive
dental services.

Comprehensive Dental
Services:
* Non-Routine Services

+ Diagnostic services : o
. Restorative services Referral and/or prior authorization

(FiIIings) is required.
* Endodontics Unused amounts expire at the end
» Periodontics of each year.

(Gum and Bone treatment) For a complete list of covered
* Prosthodontics (Dentures) dental services and limitations,

* Dental Implants refer to the 2026 Dental Schedule
(2 every year) of Benefits.
* Oral and Maxillofacial

Surgery (Extractions)

$0 copay
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Benefits Information

What You Pay

What You Should Know

Vision Services

Eye Exam
(Medicare-covered)

$0 copay

Diagnosis and treatment of
diseases and injuries of the eye,
including treatment for age-related
macular degeneration.

Diabetic Retinopathy Screening
(once a year).

Referral and/or prior authorization
is required.

Routine Eye Exam
(1 every year)

$0 copay

Referral and/or prior authorization
is required.

Routine Eyewear:
* Eyeglasses
(lenses and frames)
» Contact lenses
* Upgrades

$0 copay

Up to three (3) pairs of eyeglasses
each year, including upgrades,

no limit per pair, for a maximum
benefit amount of $500.

or

Up to six (6) boxes of soft contact
lenses each year, not to exceed
$35 per box, for a maximum
annual benefit of $210.

One (1) pair of eyeglasses or
contact lenses after each cataract
surgery that includes the insertion
of an intraocular lens.

You are responsible for the cost
above the maximum annual
benefit amount.

Unused amounts expire at the end
of each year.

Vision services are only available
for Leon Medical Centers’ on-site
optical center.

Referral and/or prior authorization
is required.

Some restrictions apply.
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Mental Health Services:

Leon MediExtra covers up to 90
days each benefit period for an
inpatient mental health hospital
care.

A benefit period begins the day
you enter a hospital and ends
when you have not received
inpatient hospital for 60 days in a
row. The benefit period is not tied
to the calendar year.

Our plan also covers 60 “lifetime
reserve days”. These are “extra”
covered days that can be used
Mental Health Services $0 copay only once. Once you exhaust
these additional 60 days, your
coverage for inpatient hospital
stays will be restricted to 90 days.

Inpatient Psychiatric Hospital
Services:

Leon MediExtra has a lifetime
limit of 190 days for inpatient
mental health care in a psychiatric
hospital. If you get inpatient
mental health care in a psychiatric
unit of a general hospital, it does
not count toward your 190 days.

Referral and/or prior authorization
is required.

Mental Health Care
- Outpatient individual and $0 copay
group therapy sessions

Referral and/or prior authorization
is required.
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Benefits Information

What You Pay

What You Should Know

Skilled Nursing Facility
(SNF)

$0 copay

You are covered for up to 100
days in a Skilled Nursing Facility
per benefit period.

A benefit period begins the day
you enter a SNF and ends when
you have not received Medicare-
covered skilled care in a SNF
for 60 days in a row. The benefit
period is not tied to the calendar
year.

Referral and/or prior- authorization
is required.

Physical Therapy

$0 copay

Referral and/or prior authorization
is required.

Ambulance

Ground Service

$0 copay

Air Service

$0 copay

Prior authorization rules may
apply for non-emergency services.

Transportation

$0 copay

Transportation provided by Leon
Health transportation services.

Unlimited trips to in-network
doctor appointments, medical
facilities, and other approved
locations. Transportation is

only available to the closest
geographically located center from
the patient’s home.

Trips must be scheduled at least
48 hours in advance.

Prior authorization is required for
trips over 30 miles one-way.
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Coverage

Benefits Information

What You Pay

What You Should Know

Medicare Part B Drugs

$0 copay for
Hyaluronate Sodium
Injection, Intravitreal
Bevacizumab
(Avastin) Injection,

Enoxaparin Injection,

and inhalation drugs
via nebulizer.

0% -20%
coinsurance for all
other Part B drugs

and Part B vaccines.

0% - 20%

coinsurance for
chemotherapy/
radiation drugs.

You pay no more
than $35 for a one-
month (up to 30-
day) supply of each
covered insulin
product.

$0 copay for Flu
shot, Pneumonia,
Hepatitis B and
COVID vaccines.

Prior authorization may be
required.

Medicare Part B drugs may

be subject to step therapy
requirements. Step Therapy is a
process that requires trying first
another drug before the drug
initially prescribed.

For certain rebatable Part B
drugs, you might pay nothing (0%
coinsurance), and never more
than 20% of the cost. The drugs
that qualify can change every
three months.

Additional Benefits with your plan Leon MediExtra (HMO)

Benefits Information

What You Pay

What You Should Know

Cardiac and Pulmonary
Rehabilitation Services

$0 copay

Referral and/or prior authorization
is required.

Dialysis (Kidney Disease Services)

Outpatient/Inpatient Dialysis
Treatments

20% of the cost

Referral and/or prior authorization

Self-dialysis Training $0 copay is required.
Kidney Disease Education $0 copay
Outpatient Surgery $0 copay Referral and/or prior authorization

is required.
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Leon Healthy Living Centers have
strength and cardiovascular training
equipment to help you reach your
fithess goals. Leon Healthy Living
Centers offer information on a
number of health-related topics, as
well as programs to aid in personal
development.

Enjoy health seminars on important
issues that include:

Fitness Program $0 copay * Preventive Medicine

* Diet and Nutrition

* Diabetes

« Fall prevention

The benefit includes access to
exercise equipment and group
exercise classes, where available.

Fitness services that require
additional fees are not part of
the fitness benefit and will not be

reimbursed.
Home Health Services $0 copay _Referra_ll and/or prior authorization
is required.
Hospice Care
Your hospice services
Medicare-certified Hospice are paid by Original You may receive care from any
Program Medicare, not by our | Medicare certified hospice program.

plan.

Our plan covers hospice
Hospice Consultation Services $0 copay consultation services (one time
only) before you select hospice.
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You may be eligible to receive 14
home delivered nutritious meals (2
meals per day for 7 days) following
discharge from an inpatient
hospitalization or skilled nursing

facility admission only.

Meals — Post Discharge $0 copay You are eligible to receive this

benefit up to three (3) times per
year for a total annual maximum
benefit of 42 meals.

Calls to schedule benefits will be
scheduled by the plan provider.

Medical Equipment & Supplies

Prior authorization is required.

$0 copay Leon Health has preferred vendors/
manufactures for DME.

Durable Medical Equipment
(wheelchairs, oxygen, etc.)

Prosthetic Devices (braces,
artificial limbs, etc.) and related $0 copay Prior authorization is required.
Medical Supplies

Leon MediExtra limits diabetic
supplies to True Metrix, Prodigy,
iGlucose, Freestyle, and Glucocard
exclusively.

Diabetes Supplies & Services $0 copay

$100 monthly allowance on
approved, non-prescription, over-
the-counter (OTC) items and
health-related products available at
Leon Medical Center’s pharmacies
or approved retail locations.

The eligible items available through
LMC pharmacies are listed in

$0 copay the OTC catalog. Members are
required to complete an OTC order
form or call Member Services each
month to receive their choice of
eligible OTC items and health-
related products through LMC
pharmacies.

Unused amounts expire at the end
of each month.

Over-the-Counter (OTC)
Items
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Covered services include:

* FDA-approved opioid agonist
and antagonist treatment
medications.

* Dispensing and administration of

$0 copay such medications, if applicable.

» Substance use counseling.

* Individual and group therapy,
and toxicology testing.

Opioid Use Treatment
Services

Referral and/or prior authorization
is required.

Podiatry Services

(Medicare-covered) $0 copay Prior authorization is required.

Prior authorization is required.

Routine Foot Care $0 copay Unlimited routine foot care visits
are allowed each year.

Up to six (6) routine acupuncture
visits per year for any health

Routine Acupuncture $0 copay condition.

Referral and/or prior authorization
is required.

Part D Prescription Drug Benefits

v Refer to the Summary Chart of 2026 Prescription Drug Coverage below to understand your
plan’s specific coverage for each stage.

v This plan uses a list of covered drugs, called “Formulary”. Check this guide to find out
if your drugs are covered and know of any restrictions such as quantity limitations, prior
authorization or step therapy.

0
Deductible s , .
This plan does not have a Part D deductible.
$2,100
» In this stage, our plan pays its share of the cost
Initial Coverage of your drugs, and you pay your share of the

cost. You generally stay in this stage until your
year-to-date total drug costs reach $2,100.
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Preferred Retail Cost-Sharing
30 days 60 days

90 days

Tier 1 — Generic

Tier 2 — Preferred Brand

Tier 3 — Non-Preferred Drugs

Tier 4 — Specialty Tier

Tier 5 — Supplemental Drugs
Standard Retail Cost-Sharing

30 days 60 days 90 days

$10 $15

Tier 2 — Preferred Brand $20 $40 $60

Tier 1 — Generic $5

Tier 3 — Non-Preferred Drugs $50 N/A N/A

Tier 4 — Specialty Tier 33% N/A N/A

Tier 5 — Supplemental Drugs $10 N/A N/A
$0

If you reach the Catastrophic Coverage Stage,
you pay nothing for your covered Part D drugs.
You can have a cost sharing for excluded
drugs that are covered under our enhanced
benefit.

Catastrophic Coverage

Generally, you remain in this stage for the rest
of the calendar year.

Additional Part D Benefit Information

Insulin Coverage: covered insulin products by our plan for preferred and standard retail
pharmacy: You pay no more than $35 for a one-month (up to 30-day) supply of each insulin
product covered by our plan, regardless of the cost-sharing tier. Refer to the Formulary to find all
Part D insulins covered by our plan.

Excluded Drug Coverage: medications used to treat anorexia, weight loss, or weight gain;
fertility treatments; drugs for cosmetic purposes or hair growth; and medications for erectile
dysfunction. Additional drugs may also be excluded from Part D coverage.
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Part D Vaccines: our plan covers most adult Part D vaccines at no cost to you. Refer to the
Formulary or contact Member Services for coverage and cost-sharing details about specific
vaccines.

Medicare Prescription Payment Plan: The Medicare Prescription Payment Plan is a payment
option that began in 2025 and can help you manage your out-of-pocket costs for drugs covered by
our plan by spreading them across the calendar year (January-December). If you’re participating
in the Medicare Prescription Payment Plan and stay in the same Part D plan, your participation
will be automatically renewed for 2026. To learn more about this payment option, call us at
1-844-969-5366 (TTY users call 711) or visit www.Medicare.gov.
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DISCLAIMERS

Leon Health, Inc. is an HMO with a Medicare contract. Enroliment in Leon Health, Inc. depends
on contract renewal.

Leon Health Inc.’s pharmacy network offers limited access to pharmacies with preferred cost
sharing in Miami-Dade, FL. The lower costs advertised in our plan materials for these pharmacies
may not be available at the pharmacy you use. For up-to-date information about our network
pharmacies, including pharmacies with preferred cost sharing, please call 1-844-969-5366 (TTY:
711) or consult the online Provider and Pharmacy Directory at www.leonhealth.com/directory/.

Benefits vary by plan benefit packages.

This information is not a complete description of benefits. Call Member Services at 1-844-969-
5366, TTY users call 711 for more information.

Leon Health, Inc. complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex.

ATENCION: Si usted habla espafiol, los servicios gratuitos de asistencia lingliistica estan
disponibles para usted. También estan disponibles de forma gratuita ayudas y servicios auxiliares
apropiados para proporcionar informacion en formatos accesibles. Llame al 1-844-969-5366
(TTY: 711) o hable con su proveedor.
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Notice of Availability

English — English

ATTENTION: If you speak English, free language assistance services are available to you. Ap-
propriate auxiliary aids and services to provide information in accessible formats are also avail-
able free of charge. Call 1-844-969-5366 (TTY: 711) or speak to your provider.

Espafol — Spanish

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia en su id-
ioma. También se encuentran disponibles sin costo ayudas y servicios auxiliares para obtener
informacion en formatos accesibles. Llame al 1-844-969-5366 (TTY: 711) o consulte a su prov-
eedor.

f3Z — Chinese
TE: MREHPY, ARBFERIESENERS. ARETHOEXNER, WA fRB{ERE
LR B T BMRS . 151KFT 1-844-969-5366 (TTY 71 BB REHRBIRHEE-

Srpski / Hrvatski / Bosanski — Serbo-Croatian

PAZNJA: Ako govorite Srpski / Hrvatski / Bosanski, besplatne usluge jeziéne pomoéi su vam
dostupne. Takoder su dostupne odgovarajuc¢e pomocéne usluge za pruzanje informacija u pris-
tupacnim formatima bez naknade. Pozovite 1-844-969-5366 (TTY: 711) ili se obratite svom
pruzatelju usluga.

ot= 0] — Korean

FO|: St E AFESIA = 42, & A0 X[/ MH|IAE 0|85t = JASL|CH B2 7tsst

Aoz X*EE J(1|-_'“3F7| |¢J HEotEX &7 9 MHAE 222 NSE LCH 1-844-969-
O

Tiéng Viét — Vietnamese

CHU Y: Néu ban noi Tiéng Viét, cac dich vu hd tro' ngdn ng¥ mién phi sé& cé sén cho ban. Céac
phwong tién tro giup thich hop dé cung cap théng tin & cac dinh dang dé tiép can ciing c6 sén
mién phi. Goi 1-844-969-5366 (TTY: 711) hoéc lién hé nha cung cép dich vu cta ban.

4 Y| — Arabic
5 il cilaandl)y claelaall i 535 LS Glaa y pill 3acbaall ilars @l i g5 e yald) aaas i€ 13) s

1-844-969-5366 sl Joal ,Uilaa Leal) J gam 51l Jgrnss sy e shall (TTY: 711) alid) danill pie ) a3
<,

Deutsch — German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachunterstitzungsdien-
ste zur Verfigung. Geeignete Hilfsmittel und Dienstleistungen zur Bereitstellung von Informa-
tionen in barrierefreien Formaten sind ebenfalls kostenlos verfligbar. Rufen Sie 1-844-969-5366
(TTY: 711) an oder wenden Sie sich an Ihren Anbieter.

H4286_NOA C
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Tagalog — Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyo sa tulong
sa wika. Angkop ding magagamit nang libre ang mga tulong at serbisyo upang maipahayag ang
impormasyon sa naa-access na mga format. Tumawag sa 1-844-969-5366 (TTY: 711) o maki-
pag-ugnayan sa iyong tagapagbigay.

Pyccknn — Russian

BHUMAHWE: Ecnu Bbl roBopute Ha Pycckuid, Ans Bac 4OCTYNHbI 6ecnnaTtHble YCryrn S3bIKOBOW
nogaepXkn. Takke OOCTYNHbI COOTBETCTBYIOLLME BCrNoOMOraTernbHble Cpeactsa M ycrnyrm ans
npeaocTaBneHna MHopmMaumMm B AOCTYNHbIX popmaTtax 6ecnnatHo. Mo3soHuTe 1-844-969-
5366 (TTY: 711) unn obpaTuTecb K CBOEMY MOCTABLUMKY YCIYT.

Francais — French

ATTENTION : Si vous parlez Frangais, des services d’assistance linguistique gratuits sont a
votre disposition. Des aides et services appropriés pour fournir des informations dans des for-
mats accessibles sont également disponibles gratuitement. Appelez le 1-844-969-5366 (TTY :
711) ou contactez votre prestataire.

HA5E — Japanese

AR HABAEEIHA.BHOSESZEY —ERECHRWREITE T 158 %77 £ A A8E
HEXTRE TS OHDBENGMBESLUOY —EXEHEN THIBARE T, 1-844-969-5366
(TTY: 711) ICBRE I A IREBEICBE L EHLE LTEL,

Romana — Romanian

ATENTIE: Daca vorbiti Romana, serviciile gratuite de asistenta lingvistica sunt disponibile pen-
tru dumneavoastra. Ajutoarele si serviciile adecvate pentru furnizarea informatiilor in formate
accesibile sunt, de asemenea, disponibile gratuit. Apelati 1-844-969-5366 (TTY: 711) sau con-
tactati furnizorul dumneavoastra.

4 9u — Sudanese Arabic

Fanliall cibaatll g BacLuuall (Jilas s 5 55 L el Aalie Alanall 3 il e Lol o (6303 gan hanas € 13) 2
1-844-969-5366 a8 1l Juail Ulana Ll J yam 51l Jgans goanany a slaall ol (TTY: 711) A2l e ) aaas
Sl palall,

& — Persian (Farsi)

SeaS lasd gl ) 3l G (i 3 Lad (5 98G5 CSaS Cladd ¢ xS o Cuimna s i 4y S 14a 55
1-844-969-5366 oyl L _Jﬁwﬁ‘)‘ U@“‘J‘J GOy prady o o ylwd Jia Lg\.&tl\a}h&\&)\h‘ Ay ) anlia
(TTY: 711) 358 Caaia 3 i said il 1 LGy oy 580 (e,

YkpaiHcbka — Ukrainian

YBATA: Akwo Bu po3moBnseTe YkpaiHCbka, 6€3KOLWTOBHI MOCYr MOBHOI NiATPUMKM OOCTYMHI
Ansa Bac. BignosigHi gonomixkHi 3acobu Ta nocnyrn onst HagadHs iHpopmauii B OCTYMHMX
dopmartax Takox OOCTYMHi 6e3kowToBHO. 3atenedoHynTe 3a Homepom 1-844-969-5366 (TTY:
711) abo 3BepHITbCH A0 BaALLOro nocrayanbHUKa NOCHyr.
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