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Monthly Premium HMO Saver Rx HMO Basic No Rx¹ HMO Basic Rx

Barnstable, Bristol, Middlesex, 
Norfolk, Plymouth $0 Not Offered $40

Essex, Suffolk $0 $28 $55

Hampden, Hampshire $0 Not Offered $27

Worcester $0 $20 $42

Copays HMO Saver Rx HMO Basic No Rx¹ HMO Basic Rx

Doctor Office Visits

Primary Care Provider (PCP) $10 $10

Specialist $45 $40

Preventive Care

Annual Physical $0 $0

Cancer Screening (Colorectal, 
Prostate, Breast) $0 per service $0 per service

Vision and Hearing

Annual Routine Vision Exam $15 $15

Annual Eyewear Benefit $150 per year toward eyewear at an EyeMed Vision Care participating provider or 
$90 per year at non-participating providers.

Annual Routine Hearing Exam $45 $40

Hearing Aid Benefit Up to 2 aids per year, 1 per ear. $250 Standard level, $475 Superior level, $650 Advanced 
level, $850 Advanced Plus level, $1150 Premier level. Through Hearing Care Solutions.

Outpatient and Lab Services

Outpatient Services/Surgery $350/day $250/day

Physical Therapy³ $40 $30

Occupational Therapy³ $40 $30

Speech Therapy $40 $30

The Basics HMO Saver Rx HMO Basic No Rx¹ HMO Basic Rx

Medical Deductibles No medical deductible

Annual Out-of-Pocket Maximum² $6,700 $3,400 $3,400

HMO Saver or Basic plans may be a good fit if you:
•	 Are relatively healthy or don’t plan to visit the doctor often

•	 Want a $0 or low monthly premium with capped out-of-pocket costs and 
more health benefits than Original Medicare

•	 Want a plan that includes additional benefits like eyewear, dental, and 
wellness reimbursement
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Copays HMO Saver Rx HMO Basic No Rx¹ HMO Basic Rx

Mental Health and Substance 
Abuse Services $25 $25

Laboratory Services, X-rays, 
Diagnostic Procedures $10 $10

Diagnostic Radiology Services $325 per day 
($100 for ultrasound).

$250 per day 
($100 for ultrasound).

Emergency Services

Emergency Room $90 per visit $110 per visit

Urgent Care $45 ($10 if performed by your PCP) $40 ($10 if performed by your PCP)

Ambulance Services $350 per trip $325 per trip

Inpatient Care

Inpatient Hospital Coverage Days 1–5: $350/day, 
$0/day after day 5

Days 1–5: $275 per day, 
$0/day after day 5

Additional Benefits

Wellness Allowance

$300 per year toward fitness 
club membership, instructional 
fitness classes, nutritional 
counseling, acupuncture, or 
wellness programs such as 
memory fitness activities.

$150 per year toward fitness club membership, 
instructional fitness classes, nutritional 
counseling, acupuncture, or wellness programs 
such as memory fitness activities.

Weight Management Programs $150 annual reimbursement toward program fees for weight loss programs such as 
Weight Watchers, Jenny Craig, or hospital-based weight loss programs.

Dental Benefit $0 deductible with coverage for preventive, diagnostic, and restorative dental 
services up to a calendar year maximum of $1,000.⁴

Optional Dental Coverage $17 per month for additional dental coverage such as a 20% coinsurance for fillings 
and 50% coinsurance for services such as crowns, root canals, and dentures.⁴

Prescription Drug (Rx) Costs HMO Saver Rx HMO Basic Rx

Deductible $0 for Tiers 1–2; $250 for Tiers 3–5 $0 for Tiers 1–2; $225 for Tiers 3–5

Copays Retail 30-day 
supply

Mail Order 
90-day supply

Retail 30-day 
supply

Mail Order 
90-day supply

Tier 1: Preferred Generic⁵ $0 $0 $0 $0

Tier 2: Generic⁵ $4 $8 $4 $8

Tier 3: Preferred Brand $47 $94 $47 $94

Tier 4: Non-Preferred Drug $100 $300 $100 $300

Tier 5: Specialty Tier 28% N/A 29% N/A

Tier 6: Vaccines $0 N/A $0 N/A

Coverage Gap Stage: After your total 
prescription drug costs reach $4,020, and 
until your payments reach $6,350, you pay:

• 25% for Part D generic drugs

• 25% of costs for Part D brand drugs plus a portion of the dispensing fee⁶

Catastrophic Coverage Stage: After the 
coverage gap, when your payments for the 
year are greater than $6,350, you pay the 
greater of:

• 5% per prescription or

• $3.60 per prescription for Part D generic drugs

• $8.95 per prescription for Part D brand drugs
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Monthly Premium HMO Value
No Rx¹

HMO Value
Rx

HMO Prime
No Rx¹

HMO Prime
Rx

HMO Prime
Rx Plus¹

Barnstable, Bristol, Middlesex, 
Norfolk, Plymouth $103 $135 $133 $165 $199

Essex, Suffolk $123 $155 $156 $188 $220

Hampden, Hampshire Not Offered $58 Not Offered $83 $103

Worcester $112 $150 $152 $185 Not Offered

Medical Copays HMO Value
No Rx¹

HMO Value
Rx

HMO Prime
No Rx¹

HMO Prime
Rx

HMO Prime
Rx Plus¹

Doctor Office Visits

Primary Care Provider (PCP) $10 $10

Specialist $25 $15

Preventive Care

Annual Physical $0 $0

Cancer Screening (Colorectal, 
Prostate, Breast) $0 per service $0 per service

Vision and Hearing

Annual Routine Vision Exam $15 $15

Annual Eyewear Benefit $150 per year toward eyewear at an EyeMed Vision Care participating provider or 
$90 per year at non-participating providers.

Annual Routine Hearing Exam $25 $15

Hearing Aid Benefit Through Hearing Care Solutions. Up to 2 aids per year, 1 per ear. $250 Standard level, 
$475 Superior level, $650 Advanced level, $850 Advanced Plus level, $1150 Premier level

Outpatient and Lab Services

Outpatient Services/Surgery $150 per day $100 per day $75 per day

Physical Therapy³ $20 $15

Occupational Therapy³ $20 $15

Speech Therapy $20 $15

The Basics HMO Value
No Rx¹

HMO Value
Rx

HMO Prime
No Rx¹

HMO Prime
Rx

HMO Prime
Rx Plus¹

Medical Deductibles No medical deductible

Annual Out-of-Pocket Maximum² $3,400

HMO Value and Prime plans may be a good fit if you:
•	Visit your PCP or specialists more frequently and/or manage a condition like diabetes or high 

blood pressure

•	Are looking for a low out-of-pocket maximum and lower copays for services you use most often

•	Are looking for prescription drug coverage with low copays and affordable deductibles
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Medical Copays HMO Value
No Rx¹

HMO Value
Rx

HMO Prime
No Rx¹

HMO Prime
Rx

HMO Prime
Rx Plus¹

Mental Health and Substance 
Abuse Services $25 $15

Laboratory Services, X-rays, 
Diagnostic Procedures $5 $0

Diagnostic Radiology Services $100 per day 20% up to $75 per day

Emergency Services

Emergency Room $110 per visit $110 per visit

Urgent Care $25 ($10 if performed by your PCP) $15 ($10 if performed by your PCP)

Ambulance Services $225 per day $125 per day $90 per day

Inpatient Care

Inpatient Hospital Coverage Days 1–5: $200/day, 
$0/day after day 5

$300 per stay; you will not pay 
more than $900 per year

$200 per stay; 
you will not 

pay more than 
$400 per year

Additional Benefits

Wellness Allowance $150 per year toward fitness club membership, instructional fitness classes, nutritional 
counseling, acupuncture, or wellness programs such as memory fitness activities.

Weight Management Programs $150 annual reimbursement toward program fees for weight loss programs such as 
Weight Watchers, Jenny Craig, or hospital-based weight loss programs.

Optional Dental Coverage $30 per month for dental coverage such as a $0 deductible, 20% coinsurance for 
fillings, and 50% coinsurance for services such as crowns, root canals, and dentures.⁴

Prescription Drug (Rx) Costs HMO Value Rx HMO Prime Rx HMO Prime Rx Plus¹

Deductible $0 for Tiers 1–2;  
$200 for Tiers 3–5 No Deductible No Deductible

Copays
Retail 

30-day
supply

Mail Order 
90-day
supply

Retail 
30-day
supply

Mail Order 
90-day
supply

Retail 
30-day
supply

Mail Order 
90-day
supply

Tier 1: Preferred Generic $4 $8 $4 $8 $2 $4

Tier 2: Generic $8 $16 $8 $16 $4 $8

Tier 3: Preferred Brand $45 $90 $45 $90 $30 $60

Tier 4: Non-Preferred Drug $100 $300 $100 $300 $80 $240

Tier 5: Specialty Tier 29% N/A 33% N/A 33% N/A

Tier 6: Vaccines $0 N/A $0 N/A $0 N/A

Coverage Gap Stage: After your 
total prescription drug costs reach 
$4,020, and until your payments 
reach $6,350, you pay:

• 25% for Part D generic drugs

• 25% of costs for Part D brand drugs plus a portion of the dispensing fee⁶

• Prime Rx Plus: Tier 1 and Tier 2 drugs remain at the normal copay

Catastrophic Coverage Stage: 
After the coverage gap, when your 
payments for the year are greater 
than $6,350, you pay the greater 
of:

• 5% per prescription or

• $3.60 per prescription for Part D generic drugs

• $8.95 per prescription for Part D brand drugs



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

Tu�s Health Plan:

Tu�s Health Plan, Attention:

U.S. Department of Health and Human Services





Have questions?
Call today!

Enroll today by calling 1-844-226-5177 (TTY: 711), 
or online at thpmp.org/join
Representatives are available 7 days a week, 8 a.m.–8 p.m. 
(Apr. 1–Sep. 30: Mon.–Fri., 8 a.m.–8 p.m.)

Found the perfect plan?  
Select it here to refer to during the enrollment process!

You will also need your 
Medicare card to enroll.

Plan Name:

Monthly Premium:

PCP Name

1-844-226-5177 
(TTY: 711)

¹Not available in all counties. ²Comprises all your medical copays/coinsurance—your out-of-pocket costs will never exceed this amount. ³You pay $0 for a 
post-outpatient surgical procedure physical therapy or occupational therapy consultation of up to 15 minutes, prior to discharge. ⁴The plan is administered 
by Dominion Dental Services, Inc., which operates under the trade name Dominion National. Cost share applies to non-preventive services. Services must be 
performed by providers in the Dominion PPO Network. ⁵On tiers 1 and 2 pricing may vary by pharmacy. ⁶The amount discounted by the manufacturer in the 
Coverage Gap counts toward your out-of-pocket costs as if you had paid the total amount of the drug yourself. This helps you move through the gap. Please 
note: costs may differ if you receive your benefits from a current or former employer. Tufts Health Plan is an HMO plan with a Medicare contract. Enrollment in 
Tufts Health Plan depends on contract renewal. H2256_2020_221_M


