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Benefit Chart of Medicare Supplement Plans Sold on or after January 1, 2010 Including

Revisions Effective January 1, 2020

This chart shows the benefits included in each of the standard Medicare supplement plans. Every company must make available Plans
“‘A” & “B” and either “D” or “G”. Only applicants first eligible for Medicare before January 1, 2020 may purchase Plans C, F, and high
deductible F+. Some plans may not be available in your state. The Plans we sell are A, B, C, D, F, F+, G, G+, and N, these plans are

notated below with an asterisk.
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TPlans F and G also have a high deductible option which require first paying a plan deductible of $2,800
before the plan begins to pay. Once the plan deductible is met, the plan pays 100% of covered services for
the rest of the calendar year. High deductible plan G is only available on or after January 1, 2020 and does
not cover the Medicare Part B deductible. However, high deductible plans F and G count your payment of
the Medicare Part B deductible toward meeting the plan deductible.

2Plans K and L pay 100% of covered services for the rest of the calendar year once you meet the out-of-
pocket yearly limit.

3Plan N pays 100% of the Part B coinsurance, except for a co-payment of up to $20 for some office visits
and up to a $50 co-payment for emergency room visits that do not result in an inpatient admission.



Medicare Supplement
Plans A,B,C,D, F,F+, G, G+,and N
EFFECTIVE January 1, 2024
MONTHLY SUBSCRIPTION RATES

PLAN A $213.15/month
PLANB $302.90/month
PLANC $339.21/month
PLAND $402.75/month
PLAN F $400.31/month
PLAN F+ $ 78.43/month
PLAN G $404.71/month
PLAN G+ $71.15/month

PLANN $389.62/month

PREMIUM INFORMATION

We at Excellus BlueCross BlueShield, Utica Region can only raise your premium if we raise the premium for all policies like yours in this state.



DISCLOSURES

Use this outline to compare benefits and premiums among policies.

READ YOUR POLICY VERY CAREFULLY

This is only an outline describing your policy’s most important features. The policy is your insurance contract. You must read the policy itself to
understand all of the rights and duties of both you and your insurance company.

RIGHT TO RETURN POLICY

If you find that you are not satisfied with your policy, you may return it to Excellus BlueCross BlueShield, Attn: Medicare Enroliment Processing,
P.O. Box 31790, Rochester, NY 14603-1790. If you send the policy back to us within 30 days after you receive it, we will treat the policy as if
it had never been issued and return all of your payments.

POLICY REPLACEMENT

If you are replacing another health insurance policy, do NOT cancel it until you have actually received your new policy and are sure you want to
keep it.

NOTICE
This policy may not fully cover all of your medical costs.
Neither Excellus BlueCross BlueShield nor its agents are connected with Medicare.

Excellus BlueCross BlueShield is not connected with Medicare. This outline of coverage does not give all the details of Medicare coverage.
Contact your local Social Security Office or consult Medicare and You for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT

Review the application carefully before you sign it. Be certain that all information has been properly recorded.



PLAN A
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies
First 60 days All but $1,632 $0 $1,632 (Part A deductible)
61stthru 90™ day All but $408 a day $408 a day $0
91stday and after: All but $816 a day $816 a day $0
- While using 60 lifetime reserve days
- Once lifetime reserve days are used: .
o Additional 365 days (lifetime) $0 100% of Medicare $0
eligible expenses
o Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at least
3 days and entered a Medicare-approved
facility within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21stthru 100t day All but $204 a day $0 Up to $204 a day
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s requirements, All but very limited Medicare copayment/ $0
including a doctor’s certification of terminal copayment/ coinsurance
illness coinsurance for
out-patient drugs and
inpatient respite care




PLAN A

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $240 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0
Generally 80%

$0
Generally 20%

$240 (Part B deductible)
$0

PART B EXCESS CHARGES $0 $0 All costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $240 of Medicare Approved Amounts* $0 $0 $240 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES - TESTS | 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A& B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
e Medically necessary skilled care services and | 100% $0 $0
medical supplies
e Durable medical equipment
First $240 of Medicare Approved Amounts* $0 $0 $240 (Part B deductible)
Remainder of Medicare Approved Amounts | 80% 20% $0




PLAN B

MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in a row.

including a doctor’s certification of terminal
illness

copayment/

coinsurance for out- patient
drugs and inpatient respite
care

coinsurance

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies
First 60 days All but $1,632 $1,632 (Part A deductible) | $0
61stthru 90" day All but $408 a day $408 a day $0
91stday and after: All but $816 a day $816 a day $0
- While using 60 lifetime reserve days
- Once lifetime reserve days are used:
o Additional 365 days (lifetime) $0 100% of Medicare eligible $0
expenses
o Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at least3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21stthru 100t day All but $204 a day $0 Up to $204 a day
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s requirements, All but very limited Medicare copayment/ $0




PLAN B

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,
First $240 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0
Generally 80%

$0
Generally 20%

$240 (Part B deductible)
$0

PART B EXCESS CHARGES $0 $0 All costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $240 of Medicare Approved Amounts* $0 $0 $240 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES - TESTS | 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A& B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
e Medically necessary skilled care services and | 100% $0 $0
medical supplies
e Durable medical equipment
First $240 of Medicare Approved Amounts* | $0 $0 $240 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $0




PLANC
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $1,632 $1,632 (Part A deductible) | $0
61stthru 90t day All but $408 a day $408 a day $0
91stday and after: All but $816 a day $816 a day $0

- While using 60 lifetime reserve days
- Once lifetime reserve days are used:

o Additional 365 days (lifetime) $0 100% of Medicare eligible | ¢
expenses
o Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare’s requirements,
including having been in a hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital

First 20 days All approved amounts $0 $0
21stthru 100t day All but $204 a day Up to $204 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0
You must meet Medicare’s requirements, copayment/coinsurance for | coinsurance
including a doctor’s certification of terminal out-patient drugs and

illness inpatient respite care




PLANC

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,
First $240 of Medicare Approved Amounts* $0 $240 (Part B deductible) $0
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0
PART B EXCESS CHARGES $0 $0 All costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $240 of Medicare Approved Amounts* $0 $240 (Part B deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0
TESTS FOR DIAGNOSTIC SERVICES
PARTS A & B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
e Medically necessary skilled care servicesand | 100% $0 $0
medical supplies
e Durable medical equipment
First $240 of Medicare Approved Amounts* $0 $240 (Part B deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $0




OTHER BENEFITS - NOT COVERED BY MEDICARE

PLANC

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL-

NOT COVERED BY MEDICARE

Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year
Remainder of charges

$0
$0

$0

80% to a lifetime maximum

benefit of $50,000

$250
20% and amounts over the
$50,000 lifetime maximum




PLAN D

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $1,632 $1,632 (Part A deductible) | $0
61stthru 90" day All but $408 a day $408 a day $0
91stday and after: All but $816 a day $816 a day $0
- While using 60 lifetime reserve days
- Once lifetime reserve days are used:
o Additional 365 days (lifetime) $0 100% of Medicare eligible | g0
expenses
o Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21stthru 100t day All but $204 a day Up to $204 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0

You must meet Medicare’s requirements,
including a doctor’s certification of terminal
illness

copayment/coinsurance for
out-patient drugs and
inpatient respite care

coinsurance




PLAN D

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $240 of Medicare Approved Amounts* $0 $0 $240 (Part B deductible)
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0
PART B EXCESS CHARGES $0 $0 All costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $240 of Medicare Approved $0 $0 $240 (Part B deductible)
Amounts* Remainder of Medicare 80% 20% $0
Approved Amounts
CLINICAL LABORATORY SERVICES - 100% $0 $0
TESTS FOR DIAGNOSTIC SERVICES
PARTS A&B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
e Medically necessary skilled care services and | 100% $0 $0
medical supplies
e Durable medical equipment
First $240 of Medicare Approved Amounts* $0 $0 $240 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $0




OTHER BENEFITS - NOT COVERED BY MEDICARE

PLAN D

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL-

NOT COVERED BY MEDICARE

Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year
Remainder of charges

$0
$0

$0

80% to a lifetime maximum

benefit of $50,000

$250
20% and amounts over the
$50,000 lifetime maximum




PLANF
MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $1,632 $1,632 (Part A deductible) $0
61stthru 90" day All but $408 a day $408 a day $0
91stday and after: All but $816 a day $816 a day $0

- While using 60 lifetime reserve days
- Once lifetime reserve days are used:

o Additional 365 days (lifetime) $0 100% of Medicare eligible | ¢
expenses
o Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare’s requirements,
including having been in a hospital for at least3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital

First 20 days All approved amounts $0 $0
21stthru 100t day All but $204 a day Up to $204 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0
You must meet Medicare’s requirements, copayment/coinsurance for | coinsurance
including a doctor’s certification of terminal out-patient drugs and

illness inpatient respite care




MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

PLAN F

*Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $240 of Medicare Approved Amounts*

Remainder of Medicare Approved Amounts

$0

Generally 80%

$240 (Part B deductible)

Generally 20%

$0
$0

PART B EXCESS CHARGES
(Above Medicare Approved Amounts)

$0

100%

$0

BLOOD
First 3 pints
Next $240 of Medicare Approved
Amounts* Remainder of Medicare
Approved Amounts

$0
$0
80%

All costs
$240 (Part B deductible)
20%

$0
$0
$0

CLINICAL LABORATORY SERVICES - TESTS
FOR DIAGNOSTIC SERVICES

100%

$0

$0

PARTSA&B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED SERVICES

¢ Medically necessary skilled care services and
medical supplies

e Durable medical equipment
First $240 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

100%

$0
80%

$0

$240 (Part B deductible)
20%

$0

$0
$0




PLAN F
OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

FOREIGN TRAVEL-

NOT COVERED BY MEDICARE

Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime maximum | 20% and amounts over the
benefit of $50,000 $50,000 lifetime maximum




HIGH DEDUCTIBLE PLAN F
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in a row.
** This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $2,800 deductible. Benefits from
the high deductible Plan F will not begin until out-of-pocket expenses are $2,800. Out-of-pocket expenses for this deductible are
expenses that would ordinarily be paid by the policy. This includes the Medicare deductibles for Part A and Part B, but does not
include the plan’s separate foreign travel emergency deductible.

Semiprivate room and board, general nursing
and miscellaneous services and supplies

AFTER YOU PAY $2,800
% DI IN ADDITION TO $2,800
SERVICES MEDICARE PAYS DEDUCT;ibI;, PLAN DEDUCTIBLE,* YOU PAY
HOSPITALIZATION*

You must meet Medicare’s requirements,
including a doctor’s certification of terminal
illness

copayment/coinsurance for
out-patient drugs and
inpatient respite care

coinsurance

First 60 days All but $1,632 $1,632 (Part A deductible) | $0
61stthru 90" day All but $408 a day $408 a day $0
91stday and after: All but $816 a day $816 a day $0
- While using 60 lifetime reserve days
- Once lifetime reserve days are used:
o Additional 365 days (lifetime) $0 100% of Medicare eligible | $0
expenses
o Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21stthru 100t day All but $204 a day Up to $204 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0




HIGH DEDUCTIBLE PLAN F
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part B
deductible will have been met for the calendar year.

** This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $2,800 deductible. Benefits from the
high deductible Plan F will not begin until out-of-pocket expenses are $2,800. Out-of-pocket expenses for this deductible are
expenses that would ordinarily be paid by the policy. This includes the Medicare deductibles for Part A and Part B, but does not
include the plan’s separate foreign travel emergency deductible.

AFTER YOU PAY $2,800
SERVICES MEDICARE PAYS DEDUCTIBLE,* PLAN
PAYS

IN ADDITION TO $2,800
DEDUCTIBLE,** YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $240 of Medicare Approved Amounts* $0 $240 (Part B deductible) $0
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0
PART B EXCESS CHARGES $0 100% $0
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $240 of Medicare approved amounts* $0 $240 (Part B deductible) $0
Remainder of Medicare approved amounts 80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0

TESTS FOR DIAGNOSTIC SERVICES




HIGH DEDUCTIBLE PLAN F

PARTS A &B

AFTER YOU PAY $2,800

IN ADDITION TO $2,800

SERVICES MEDICARE PAYS DEDUCTFI’iI;i, PLAN DEDUCTIBLE,* YOU PAY

HOME HEALTH CARE
MEDICARE APPROVED SERVICES
e Medically necessary skilled care services 100% $0 $0

and medical supplies
e Durable medical equipment

First $240 of Medicare Approved Amounts* | $0 $240 (Part B deductible) $0

Remainder of Medicare Approved Amounts | 80% 20% $0

OTHER BENEFITS - NOT COVER

ED BY MEDICARE

AFTER YOU PAY $2,800
R IN ADDITION TO $2,800
SERVICES MEDICARE PAYS DEDUCTFI’iLYIg, PLAN DEDUCTIBLE,* YOU PAY

FOREIGN TRAVEL-
NOT COVERED BY MEDICARE
Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year $0 $0 $250

Remainder of charges $0 80% to a lifetime maximum | 20% and amounts over the

benefit of $50,000

$50,000 lifetime maximum




PLAN G

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and

have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies

You must meet Medicare’s requirements,
including a doctor’s certification of terminal
illness

copayment/coinsurance for
out-patient drugs and
inpatient respite care

coinsurance

First 60 days All but $1,632 $1,632 (Part A deductible) | $0
61! thru 90" day All but $408 a day $408 a day $0
91stday and after: All but $816 a day $816 a day $0
- While using 60 lifetime reserve days
- Once lifetime reserve days are used:
o Additional 365 days (lifetime) $0 100% of Medicare eligible | $0
expenses
o Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21stthru 100" day All but $204 a day Up to $204 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0




PLAN G

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $240 of Medicare Approved Amounts* $0 $0 $240 (Part B deductible)
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0
PART B EXCESS CHARGES $0 100% $0
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $240 of Medicare Approved $0 $0 $240 (Part B deductible)
Amounts* Remainder of Medicare 80% 20% $0
Approved Amounts
CLINICAL LABORATORY SERVICES - TESTS | 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A& B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
e Medically necessary skilled care services and | 100% $0 $0
medical supplies
e Durable medical equipment
First $240 of Medicare Approved Amounts* | $0 $0 $240 (Part B deductible)
Remainder of Medicare Approved Amounts | 80% 20% $0




PLAN G
OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

FOREIGN TRAVEL-

NOT COVERED BY MEDICARE

Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime maximum | 20% and amounts over the
benefit of $50,000 $50,000 lifetime maximum




HIGH DEDUCTIBLE PLAN G
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in arow.

** This high deductible plan pays the same benefits as Plan G after you have paid a calendar year $2,800 deductible. Benefits from
the high deductible Plan G will not begin until out-of-pocket expenses are $2,800. Out-of-pocket expenses for this deductible include
expenses for the Medicare Part B deductible, and expenses that would ordinarily be paid by the policy. This does not include the
plan’s separate foreign travel emergency deductible.

AFTER YOU PAY
SERVICES MEDICARE PAYS $2,800 DEDUCTIBLE,**
PLAN PAYS

IN ADDITION TO $2,800
DEDUCTIBLE,** YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $1,632 $1,632 (Part A deductible) | $0
61stthru 90t day All but $408 a day $408 aday $0
91stday and after: All but $816 a day $816 aday $0

- While using 60 lifetime reserve days
- Once lifetime reserve days are used:

o Additional 365 days (lifetime) $0 100% of Medicare eligible | $0
i, expenses
o Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare’s requirements,
including having been in a hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital

First 20 days All approved amounts $0 $0
21stthru 100% day All but $204 a day Up to $204 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0
You must meet Medicare’s requirements, copayment/coinsurance for | coinsurance
including a doctor’s certification of terminal out-patient drugs and

illness inpatient respite care




HIGH DEDUCTIBLE PLAN G

MEDICARE (PART B) —- MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part B

deductible will have been met for the calendar year.

** This high deductible plan pays the same benefits as Plan G after one has paid a calendar year $2,800 deductible. Benefits from
the high deductible Plan G will not begin until out-of-pocket expenses are $2,800. Out-of-pocket expenses for this deductible
include expenses for the Medicare Part B deductible, and expenses that would ordinarily be paid by the policy. This does not

include the plan’s separate foreign travel emergency deductible.

AFTER YOU PAY

IN ADDITION TO $2,800

SERVICES MEDICARE PAYS $2,800 DEDUCTIBLE,** o
PLAN PAYS DEDUCTIBLE,** YOU PAY
MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,
First $240 of Medicare Approved Amounts* $0 $0 $240 (Part B deductible)
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0
PART B EXCESS CHARGES $0 100% $0
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $240 of Medicare approved $0 $0 $240 (Part B deductible)
amounts* Remainder of Medicare 80% 20% $0
approved amounts
CLINICAL LABORATORY SERVICES — 100% $0 $0

TESTS FOR DIAGNOSTIC SERVICES




HIGH DEDUCTIBLE PLAN G

PARTS A &B

SERVICES

MEDICARE PAYS

AFTER YOU PAY
$2,800 DEDUCTIBLE,**
PLAN PAYS

IN ADDITION TO $2,800
DEDUCTIBLE,*” YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED SERVICES

e Medically necessary skilled care services
and medical supplies

e Durable medicalequipment
First $240 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

100%

$0
80%

$0

$0
20%

$0

$240 (Part B deductible)
$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

AFTER YOU PAY
$2,800 DEDUCTIBLE,**
PLAN PAYS

IN ADDITION TO $2,800
DEDUCTIBLE,** YOU PAY

FOREIGN TRAVEL-
NOT COVERED BY MEDICARE
Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year

Remainder of charges

$0
$0

$0
80% to a lifetime maximum
benefit of $50,000

$250
20% and amounts over the
$50,000 lifetime maximum




MEDICARE SUPPLEMENT PLAN N
MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and

have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing and
miscellaneous services and supplies

including a doctor’s certification of terminal illness

copayment/coinsurance
for out-patient drugs and
inpatient respite care

coinsurance

First 60 days All but $1,632 $1,632 (Part A deductible) | $0
61stthru 90™" day All but $408 a day $408 a day $0
91°'day and after: All but $816 a day $816 a day $0
-While using 60 lifetime reserve days
-Once lifetime reserve days are used:
o Additional 365 days (lifetime) $0 100% of Medicare eligible | $0
expenses
o Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at least3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21%tthru 100" day All but $204 a day Up to $204 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s requirements, All but very limited Medicare copayment/ $0




MEDICARE SUPPLEMENT PLAN N
MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $240 of Medicare approved amounts for covered services (which are noted with an asterisk), your Part B
deductible will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services
and supplies, physical and speech therapy,
diagnostic tests, durable medical
equipment.
First $240 of Medicare Approved Amounts* $0 $0 $240 (Part B deductible)
Remainder of Medicare Approved Amounts Generally 80% Balance, other than up to | Up to $20 per office visit and
$20 per office visit and up | up to $50 per emergency
to $50 per emergency room visit. The copayment of
room visit. The up to $50 is waived if the
copayment of up to $50 is | insured is admitted to any
waived if the insured is hospital and the emergency
admitted to any hospital visit is covered as a Medicare
and the emergency visitis | Part A expense.
covered as a Medicare
Part A expense.
PART B EXCESS CHARGES $0 $0 All costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $240 of Medicare Approved Amounts* | $0 $0 $240 (Part B deductible)
Remainder of Medicare Approved Amounts | 80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0
TESTS FOR DIAGNOSTIC SERVICES




MEDICARE SUPPLEMENT PLANN
MEDICARE PARTS A &B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTHCARE

MEDICARE APPROVED SERVICES

e Medically necessary skilled care services
and medical supplies

e Durable medical equipment
First $240 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

100%

$0
80%

$0

$0
20%

$0

$240 (Part B deductible)
$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL-

NOT COVERED BY MEDICARE

Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year
Remainder of charges

$0
$0

$0
80% to a lifetime

maximum benefit of
$50,000

$250
20% and amounts over the
$50,000 lifetime maximum




Notice of Nondiscrimination

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of
race, color, national origin, age, disability, or sex. The Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

The Health Plan:

e Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
o Qualified sign language interpreters

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

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

o Qualified interpreters
o Information written in other languages

If you need these services, please refer to the enclosed document for ways to reach us.

If you believe that the Health Plan has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:

Advocacy Department

Attn: Civil Rights Coordinator

PO Box 4717

Syracuse, NY 13221

Telephone humber:1-816-614-6575
TTY number: 1-816-662-1220

Fax: 1-315-671-6656

You can file a grievance in person or by mail or fax. If you need help filing a grievance, the
Health Plan’s Civil Rights Coordinator 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 https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

204 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-816-368-1019, 1-816-537-7697 (TDD)

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

B-5495 Revised 09/27/21



Attention: If you speak English free language help is available to you. Please refer to the
enclosed document for ways to reach us.

Atencidn: Si habla espaiiol, contamos con ayuda gratuita de idiomas disponible para usted.
Consulte el documento adjunto para ver las formas en que puede comunicarse con nhosotros.
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BHumaHue! Ecnu Baw poaHOM sSi3blK PyCCKUMA, BaM MOryT 6biTb NpefocTaBieHbl 6ecniaTHble
nepe.BoaYeckue ycnyru. B npunoxeHHOM JOKYMEHTE COAEPXKMTCS MH(OPMaLIMS O TOM, KaK UMK
BOCMO/b30BaTHCS.

Atansyon: Si ou pale Kreyol Ayisyen gen éd gratis nan lang ki disponib pou ou. Tanpri gade
dokiman ki nan anvlop la pou jwenn fason pou kontakte nou.
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Attenzione: Se la vostra lingua parlata € I'italiano, potete usufruire di assistenza linguistica
gratuita. Per sapere come ottenerla, consultate il documento allegato.

Yo "X XD HAVWIK 99N IXIOY YODTNIX PX TR OTYY TR AKX DXIPIVADIX
X 0N TR 18 T DNIDIX VTN DIVNPRT JVAMHYAM DY VYOV
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Uwaga: jesli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Patrz
zatgczony dokument w celu uzyskania informacji na temat sposobdw kontaktu z nami.
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Remarque : si vous parlez frangais, une assistance linguistique gratuite vous est proposée.
Consultez le document ci-joint pour savoir comment nous joindre.
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Paunawa: Kung nagsasalita ka ng Tagalog, may maaari kang kuning libreng tulong sa wika.
Mangyaring sumangguni sa nakalakip na dokumento para sa mga paraan ng pakikipag-ugnayan
sa amin.

Mpogoxn: Av MIAGTE EAANVIKG pnopoUpe va oag npoopEpoule Bondeia oTn YAwooa oag
dwpedv. AsiTe TO €yypapo nou E0WKAEIETAI yIa NANPOPOPIEC OXETIKA YE TOUC OIABETINOUG
TPOMOUG ENIKOIVWVIAG padi pag.

Kujdes: Nése flisni shqip, ju ofrohet ndihmé gjuhésore falas. Drejtojuni dokumentit
bashkélidhur pér ményra se si té na kontaktoni.
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