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Benefit chart of Medicare Supplement plans
sold on or after September 1, 2018

This chart shows the benefits included in each of the standard Medicare Supplement plans. Every
insurance company must offer Plan A. Some plans may not be available. Blue Shield offers plans A,
C, D, F, F Extra, High Deductible Plan F, G, K, and N, which are shaded in gray in the chart below.
Basic benefits Medical expenses

e Part B coinsurance (generally 20% of

Hospitalization Medicare-approved expenses) or copay-

* Part A coinsurance plus coverage for 365 ments for hospital outpatient services. Plans K,
additional days after Medicare benefits end. L, and N require the insured to pay a portion

Blood of Part B coinsurance or copayments.

Hospice
e Part A coinsurance.

e First three pints of blood each year.

A B o D F |F* |FExtrat G M N
Basc, mdudmg Basic, mcludmg Basic, mcludmg Basc, mdudmg Basic, mcludmg Basic, mdudmg Basc, mc\udmg ahzmon ahzahon Basc, mc\udmg Basic, mcludmg
100% Por 100% Par 100%Port8 | 100% Par 100%PartB | 100%Portd | 100% Por nd prevenive | ana prevenfive | 100% Por 100% Port B
comsurance comsumnce coingurance comsumnce comnsuronce® | coinsurance’ comsumnce cuepmdo carepmdo comsuronce comnsuronce,
100% other 100% ofh eiceptup o
bsic benefils | basic beneﬁ %20 copayment
paidat 0% | poid ot 75% o office vist,
andupto 3f50
copaymen
for ER

Siled Nursing | Skiled Nursing | Skled Nursing | Skilled Nursing | Sklled Nursing | 30% Skilled 5% Silled Siled Nursing | Skilled Nursing
Foclty Faclty Facilfy Faclty ity Nursing Facilty | Nursing Facilty | Focilty Focilty
Consurance | Coinsurance | Coinsurance | Coinsurance | Coinsurance | Coinsurance | Coinsuronce | Coinsuronce | Coinsuronce

T

Parf A Part A Part A Part A Part A Part A 0% Par 5% Por 0% Part A Part A
Deductible Deducfible Deauchible Deductible Deducfible Deduchible Dedudib\e Deducﬂb\e Deductible Deductible
PartB PartB PartB
Deductible Deductible Deducfible
PartBExcess | PortBExcess | PortBExcess
(100%) (100%) (100%)
ForeignTavel | ForeignTrovel | Foreign Travel | Foreign Trcvel | Foreign Tavel Foreign Travel | Foreign Trovel
Emergency Emergency Emergency Emergency Emergency Emergency Emergency

Calendar-year | Colendor-yeor
moxmum maximum
copagmem copagmem
§3,40; paid $2 i pa\d
ot 0% after | of 100% affer
maximum maximum
feqched feqched

Finess program Finess program | Finess program | Fingss program | Filness progrom | Finess piogrom | Filness progrom Finess program

Hecring Aid
Services

Comprehensive
Vision

Personcl
Emergencg
ResEonse jstem
[PERS)

*Plan Falso has an option called th Deductible Plon F. This high deductible plan pays the same benefits s Plon F affer one has paid a calendor-year $2,240 deductiole. Benefifsfrom High
Deducfible Plan Fwil notbe?m uniil out-0 fpocketexgen exceed$2240 Outo fpocketexpen ses for fhs deducﬂb\eoeexpense s that would ordinarily be paid by the policy. These expenses
include the Medicare deductibles for Port A and Part 8, but do notinclude the plan’s separate foreign fravel emergency deducfible.

 Plan F Extra includes additional benefits not confained in ofher standardized Medicare Supplement plans as outined in the following pages. Plan F Extra does not have a High Deductible option.
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DISCLOSURES

Use this outline to compare benefits and
charges among policies.

INFORMATION ABOUT PREPAID OR
PERIODIC CHARGES

Blue Shield can only raise your charges
only if it raises the charges for all
contracts like yours in the state. Because
plan dues are based on age, your dues
will increase when you turn 67, 69, 71, 73,
75,77,79, 81, 83, and/or 85 years old.

If you're applying more than 60 days
before your effective date, the rates
listed are subject fo change.

READ YOUR POLICY VERY CAREFULLY

This is only an outline describing the most
important features of your Medicare
Supplement plan contract. This is not

the plan contract, and only the actual
contract provisions will prevail. You must
read the contract itself to understand all
of the rights and duties of both you and
Blue Shield of California.

RIGHT TO RETURN POLICY

If you find that you are noft satisfied
with your contract, you may return it to
Blue Shield of California, P.O. Box 7148,
San Francisco, CA 94120. If you send the
contract back to us within 30 days after
you receive it, we will tfreat the contract
as if it had never been issued, and will
return all of your payments.

Blue Shield of California Medicare Supplement plans

POLICY REPLACEMENT

If you are replacing other health coverage,
do NOT cancel it until you have actually
received your new contract and are sure
you want to keep if.

NOTICE

This contract may not fully cover all of
your medical costs. Neither Blue Shield of
California nor its agents are connected
with Medicare.

This outline of coverage does not give
all the details of Medicare coverage.
Contact your local Social Security office
or consult “The Medicare Handbook” for
further details and limitations applicable
to Medicare.

COMPLETE ANSWERS ARE
VERY IMPORTANT

When you fill out the application for the
new contract, be sure to answer truthfully
and completely all questions about

your medical and health history. The
company may cancel your contract and
refuse to pay any claims if you leave out
or falsify important medical information.

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 $1,340 $0 $1,340 (Part A
deductible)
61° through 90" day All but $335 a day | $335 a day $0
91 day and after: All but $670 a day | $670 a day $0
while using &0 lifetime reserve days
Once lifetime reserve days are used:
» Additional 365 days $0 100% of Medicare- | $0**
eligible expenses
* 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 three days and entered a Medicare-approved facility within

30 days after leaving the hospital.

First 20 days All approved $0 $0
amounts

21" through 100" day All but $167.50 $0 Up to $167.50
a day a day

101" day 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 All but very limited| Medicare $0

requirements, including a doctor’s copayment/ copayment/

certification of terminal iliness.

coinsurance for
outpatient drugs
and inpatient
respite care

coinsurance

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
provided in the policy's “Core Benefits.” During this time, the hospital is prohibited from billing you for the
balance based on any difference between its billed charges and the amount Medicare would have paid.
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PLAN A

MEDICARE (PART B)

MEDICAL SERVICES — PER CALENDAR YEAR

* Once you have been billed $183 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 $183 of Medicare-approved $0 $0 $183 (Part B
amounts* deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts
Part B excess charges (above $0 $0 All costs
Medicare-approved amounts)
BLOOD
First 3 pints $0 All costs $0
Next $183 of Medicare-approved $0 $0 $183 (Part B
amounts* deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES — TESTS FOR DIAGNOSTIC SERVICES

| 100% 30 30
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PLAN A

PARTS A & B

* Once you have been billed $183 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
HOME HEALTH CARE MEDICARE-APPROVED SERVICES

Medically necessary skilled care 100% $0 $0

services and medical supplies

Durable medical equipment $0 $0 $183 (Part B
First $183 of Medicare-approved deductible)
amounts*

Remainder of Medicare-approved 80% 20% $0

amounts

OTHER BENEFITS — NOT COVERED BY MEDICARE

SERVICES | MEDICARE PAYS | PLAN PAYS 'YOU PAY
BASIC GYM ACCESS THROUGH SILVERSNEAKERS® FITNESS PROGRAM
| $0 1 100% 30

Blue Shield of California Medicare Supplement plans



PLAN C

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 $1,340 $1,340 $0
(Part A deductible)

61 through 20" day All but $335 a day | $335 a day $0

91" day and after: All but $670 a day | $670 a day $0

While using 60 lifetime reserve days

Once lifetfime reserve days are used:

* Additional 365 days $0 100% of Medicare- | $0**
eligible expenses

* 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 three days and entered a Medicare-approved facility within

30 days after leaving the hospital.

First 20 days All approved $0 $0
amounts

215 through 100" day All but $167.50 Up to $167.50 $0
a day a day

101" day 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 All but very limited| Medicare $0

requirements, including a doctor’s copayment/ copayment/

certification of terminal iliness.

coinsurance for
outpatient drugs
and inpatient
respite care

coinsurance

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in
the place of Medicare and will pay whatever amount Medicare would have paid for up
to an additional 365 days as provided in the policy’s “Core Benefits.” During this time, the
hospital is prohibited from billing you for the balance based on any difference between
its billed charges and the amount Medicare would have paid.
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PLAN C

MEDICARE (PART B)

MEDICAL SERVICES — PER CALENDAR YEAR

* Once you have been billed $183 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 $183 of Medicare-approved $0 $183 (Part B $0
amounts* deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts
Part B excess charges (above $0 $0 All costs
Medicare-approved amounts)
BLOOD
First 3 pints $0 All costs $0
Next $183 of Medicare-approved $0 $183 (Part B $0
amounts* deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES - TESTS FOR DIAGNOSTIC SERVICES

| 100% 30 30
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PLAN C

PARTS A & B

* Once you have been billed $183 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
HOME HEALTH CARE MEDICARE-APPROVED SERVICES

Medically necessary skilled care 100% $0 $0
services and medical supplies

Durable medical equipment $0 $183 (Part B $0

First $183 of Medicare-approved deductible)

amounts*

Remainder of Medicare-approved 80% 20% $0
amounts

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 United States

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime 20% and
maximum benefit | amounts over
of $50,000 the $50,000
lifetime
maximum
BASIC GYM ACCESS THROUGH SILVERSNEAKERS® FITNESS PROGRAM
| $0 | 100% 30
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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 $1,340 $1,340 $0
(Part A deductible)

61" through 20" day All but $335 a day | $335 a day $0

91" day and after: All but $670 a day | $670 a day $0

While using 60 lifetime reserve days

Once lifetfime reserve days are used:

* Additional 365 days $0 100% of Medicare- | $0**
eligible expenses

* 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 three days and entered a Medicare-approved facility within

30 days after leaving the hospital.

First 20 days All approved $0 $0
amounts

215" through 100™ days All but $167.50 Up to $167.50 $0
a day a day

101" day 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 All but Medicare $0

requirements, including a doctor’s very limited copayment/

certification of copayment/ coinsurance

terminal iliness.

coinsurance for
outpatient drugs
and inpatient
respite care

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in
the place of Medicare and will pay whatever amount Medicare would have paid for up
to an additional 365 days as provided in the policy’s “Core Benefits.” During this time, the

hospital is prohibited from billing you for the balance based on any difference between

its billed charges and the amount Medicare would have paid.

Blue Shield of California Medicare Supplement plans



PLAN D

MEDICARE (PART B)

MEDICAL SERVICES — PER CALENDAR YEAR

* Once you have been billed $183 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 $183 of Medicare-approved $0 $0 $183 (Part B
amounts* deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts
Part B excess charges (above $0 $0 All costs
Medicare-approved amounts)
BLOOD
First 3 pints $0 All costs $0
Next $183 of Medicare-approved $0 $0 $183 (Part B
amounts* deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES - TESTS FOR DIAGNOSTIC SERVICES

| 100% 30 30
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PLAN D

PARTS A & B

* Once you have been billed $183 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
HOME HEALTH CARE MEDICARE-APPROVED SERVICES

Medically necessary skilled care 100% $0 $0
services and medical supplies

Durable medical equipment $0 $0 $183 (Part B
First $183 of Medicare-approved deductible)
amounts*

Remainder of Medicare-approved 80% 20% $0
amounts

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 United States

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

BASIC GYM ACCESS THROUGH SILVERSNEAKERS® FITNESS PROGRAM
| $0 | 100% $0

Blue Shield of California Medicare Supplement plans 13



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.

SERVICES

| MEDICARE PAYS | PLAN PAYS

| YOU PAY

HOSPITALIZATION* — Semiprivate room and board, general nursing, and miscellaneous

services and supplies

First 60 days All but $1,340 $1,340 (Part A $0
deductible)

61" through 20" day All but $335 a day | $335 a day $0

91" day and after: All but $670 a day | $670 a day $0

While using 60 lifetime reserve days

Once lifetfime reserve days are used:

* Additional 365 days $0 100% of Medicare- | $0***
eligible expenses

* 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 three days and entered a Medicare-approved facility within

30 days after leaving the hospital.

First 20 days All approved $0 $0
amounts

215 through 100" day All but $167.50 Up to $167.50 $0
a day a day

101" day 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 All but very limited | Medicare $0

requirements, including a doctor’s copayment/ copayment/

certification of
terminal iliness.

coinsurance for
outpatient drugs
and inpatient
respite care

coinsurance

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands
in the place of Medicare and will pay whatever amount Medicare would have paid
for up to an additional 365 days as provided in the policy’'s “Core Benefits.” During this
time, the hospital is prohibited from billing you for the balance based on any difference
between its billed charges and the amount Medicare would have paid.
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PLAN F

MEDICARE (PART B)
MEDICAL SERVICES — PER CALENDAR YEAR

* Once you have been billed $183 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 $183 of Medicare-approved $0 $183 (Part B $0
amounts* deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts
Part B excess charges (above $0 100% $0
Medicare-approved amounts)
BLOOD
First 3 pints $0 All costs $0
Next $183 of Medicare-approved $0 $183 (Part B $0
amounts* deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES — TESTS FOR DIAGNOSTIC SERVICES

| 100% 30 30

Blue Shield of California Medicare Supplement plans
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PLAN F

PARTS A & B

* Once you have been billed $183 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
HOME HEALTH CARE MEDICARE-APPROVED SERVICES
Medically necessary skilled care 100% $0 $0
services and medical supplies
Durable medical equipment $0 $183 (Part B $0
First $183 of Medicare-approved deductible)
amounts*
Remainder of Medicare-approved 80% 20% $0
amounts
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 United States

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime 20% and
maximum benefit | amounts over
of $50,000 the $50,000
lifetime
mMaximum
BASIC GYM ACCESS THROUGH SILVERSNEAKERS® FITNESS PROGRAM
| $0 1100% 30
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PLAN F EXTRA

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 $1,340 $1,340 (Part A $0
deductible)

61 through 90" day All but $335 a day | $335 a day $0

91t day and after: All but $670 a day | $670 a day $0

While using 60 lifetime reserve days

Once lifetfime reserve days are used:

* Additional 365 days $0 100% of Medicare- | $0***
eligible expenses

* 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 three days and entered a Medicare-approved facility within

30 days after leaving the hospital.

First 20 days All approved $0 $0
amounts

215t through 100" day All but $167.50 Up to $167.50 $0
a day a day

1018 day 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 All but very limited | Medicare $0

requirements, including a doctor’s copayment/ copayment/

certification of terminal iliness.

coinsurance for
outpatient drugs
and inpatient
respite care

coinsurance

*** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands
in the place of Medicare and will pay whatever amount Medicare would have paid
for up to an additional 365 days as provided in the policy’'s “Core Benefits.” During this
time, the hospital is prohibited from billing you for the balance based on any difference
between its billed charges and the amount Medicare would have paid.

Blue Shield of California Medicare Supplement plans



PLAN F EXTRA

MEDICARE (PART B)
MEDICAL SERVICES — PER CALENDAR YEAR

* Once you have been billed $183 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 $183 of Medicare-approved $0 $183 (Part B $0
amounts* deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts
Part B excess charges (above $0 100% $0
Medicare-approved amounts)
BLOOD
First 3 pints $0 All costs $0
Next $183 of Medicare-approved $0 $183 (Part B $0
amounts* deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES - TESTS FOR DIAGNOSTIC SERVICES

| 100% 30 30
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PLAN F EXTRA

PARTS A & B

* Once you have been billed $183 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
HOME HEALTH CARE MEDICARE-APPROVED SERVICES

Medically necessary skilled care 100% $0 $0
services and medical supplies

Durable medical equipment $0 $183 (Part B $0

First $183 of Medicare-approved deductible)

amounts*

Remainder of Medicare-approved 80% 20% $0
amounts

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 United States

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime 20% and
maximum benefit | amounts over
of $50,000 the $50,000
lifetime
mMaximum
BASIC GYM ACCESS THROUGH SILVERSNEAKERS® FITNESS PROGRAM
| $0 1100% 30

PERSONAL EMERGENCY RESPONSE SYSTEM (PERS) - Your PERS benefits are provided

by Lifestation.

* One personal emergency
response system

* Choice of an in-home system or
mobile device with GPS/WiFi

* Monthly monitoring

* Necessary chargers and cords

Blue Shield of California Medicare Supplement plans

$0

100%

$0
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PLAN F EXTRA

Other benefits - not covered by Medicare (confinued)

SERVICES

| MEDICARE PAYS

PLAN PAYS

YOU PAY

COMPREHENSIVE VISION SERVICES - Your vision benefits are provided by Medical Eye
Services, Inc. (MESVision®). This benefit offers a broad network of providers in retail optical
centers. You can lower your costs by choosing network providers for covered services.
Participating providers may be located through an online directory at blueshieldca.com.

Click on Find a Doctor.

Comprehensive eye exam once every || $0 In-Network: In-Network:
12 months 100% after the $20 copay
copayment Out-of-
Out-of-Network: Up Network:
to $60 allowance | All costs
above the
allowance
Eyeglass frame once every 24 months | $0 In-Network: $100 | All costs
allowance above the
Out-of-Network: Up allowance
to $40 allowance
Eyeglass lenses once every 12 months | $0 In-Network: In-Network:
 Single vision 100% after the $25 copay
copayment Out-of-
* Bifocal
. Out-of-Network: | Network:
* Trifocal Single vision: Up to | All COSTS
* Aphakic or lenticular monofocal $43 allowance avove e
allowance

* Aphakic or lenticular multifocal

20
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Bifocal: Up to
$60 allowance

Trifocal: Up to
$75 allowance

Aphakic or
lenticular
monofocal: Up fo
$120 allowance

Aphakic or
lenticular
multifocal: Up to
$200 allowance




PLAN F EXTRA

Other benefits - not covered by Medicare (continued)

SERVICES

| MEDICARE PAYS

PLAN PAYS

YOU PAY

COMPREHENSIVE VISION SERVICES - Your vision benefits are provided by Medical Eye
Services, Inc. (MESVision®). This benefit offers a broad network of providers in retail optical
centers. You can lower your costs by choosing network providers for covered services.
Participating providers may be located through an online directory at blueshieldca.com.

Click on Find a Doctor.

Contact lenses (instead of eyeglass
lenses) once every 12 months

* Non-elective (medically necessary) —
Hard — one pair

* Non-elective (medically necessary) —
Soft — one pair

* Elective (cosmetic/convenience) —
Hard — one pair

* Elective (cosmetic/convenience) —
Soft —
Up to a three- to six-month supply for
each eye based on lenses selected

Blue Shield of California Medicare Supplement plans

$0

Non-elective
In-Network: 100%

Non-elective
Ouvut-of-Network:
Non-elective
(Hard): Up to $200
allowance

Non-elective
(Soft): Up to $250
allowance

Elective In-Network
and Out-of-
Network: Up to
$120 allowance

Non-elective
In-Network:

$0

Non-elective
and Elective
Out-of-
Network:

All costs
above the
allowance



PLAN F EXTRA

Other benefits - not covered by Medicare (continued)

SERVICES | MEDICARE PAYS | PLAN PAYS YOU PAY

HEARING AID SERVICES - Your hearing aid services benefits are provided by EPIC Hearing
Healthcare (EPIC). This benefit is designed for you to use EPIC network providers. Participating
providers may be located through a directory at blueshieldca.com/medPlanExtras. If you
choose to use out-of-network providers, those services will not be covered. This benefit is
separate from diagnostic hearing examinations and related charges as covered by Medicare.

Hearing aid examinations for the $0 100% $0
appropriate type of hearing aid
(once every 12 months)

Hearing aid services every 12 months | $0 $0 $499 per aid
include: for Vista 610
. . C . model or
Hearing aid instrument $799 per aid
— Choice of the Vista 610 model or for Vista 810
Vista 810 model model

- Up to two hearing aids per 12
months available in the following
styles:

- Inthe ear

- In the canal

- Invisible in canal

- Behind the ear

- Receiver in the ear

- Hearing aid fittings, counseling,
and adjustments

— Ear impressions & molds
— Hearing aid device checks

- Two-year supply of batteries per
hearing aid

—Three-year extended warranty on
some models
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|IGH 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
$2,240 deductible. Benefits from High Deductible Plan F will not begin until out-of-pocket
expenses are $2,240. 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.

SERVICES

MEDICARE PAYS

AFTER YOU PAY $2,240
DEDUCTIBLE** PLAN PAYS

IN ADDITION TO $2,240
DEDUCTIBLE**YOU PAY

HOSPITALIZATION* — Semiprivate ro
services and supplies

om and board, general nursing, and miscellaneous

First 60 days All but $1,340 $1,340 (Part A $0
deductible)

61t through 20" day All but $335 a day| $335 a day $0

91" day and after: All but $670 a day | $670 a day $0

While using 60 lifetime reserve days

Once lifetime reserve days are used:

* Additional 365 days $0 100% of Medicare- | $0***
eligible expenses

* 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 three days and entered a Medicare-approved facility within

30 days after leaving the hospital.

First 20 days All approved $0 $0
amounts

215 through 100™ day All but $167.50 a | Up to $167.50 a day| $0
day

101" day and after $0 $0 All costs

BLOOD

First 3 pints $0 3 pints $0
100% $0 $0

HOSPICE CARE

You must meet Medicare’s All but very Medicare $0

requirements, including a limited copayment/

doctor’s certification of copayment/ coinsurance

terminal illness.

coinsurance for
outpatient drugs
and inpatient

respite care

*** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands
in the place of Medicare and will pay whatever amount Medicare would have paid
for up to an additional 365 days as provided in the policy’'s “Core Benefits.” During this
time, the hospital is prohibited from billing you for the balance based on any difference
between its billed charges and the amount Medicare would have paid.

Blue Shield of California Medicare

Supplement plans
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HIGH DEDUCTIBLE PLAN F

MEDICARE (PART B) MEDICAL SERVICES — PER CALENDAR YEAR

* Once you have been billed $183 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
$2,240 deductible. Benefits from High Deductible Plan F will not begin until out-of-pocket
expenses are $2,240. 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 $2,240 | IN ADDITION TO $2,240
SERVICES MEDICARE PAYS DEDUCTIBLE,** 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 $183 of Medicare-approved | $0 $183 (Part B $0
amounts* deductible)
Remainder of Medicare- Generally 80% Generally 20% $0
approved amounts

Part B excess charges (above $0 100% $0
Medicare-approved amounts)

BLOOD

First 3 pints $0 All costs $0
Next $183 of Medicare-approved || $0 $183 (Part B $0
amounts* deductible)
Remainder of Medicare- 80% 20% $0
approved amounts

CLINICAL LABORATORY SERVICES — TESTS FOR DIAGNOSTIC SERVICES
| 100% 30 30

24 Blue Shield of California Medicare Supplement plans



HIGH DEDUCTIBLE PLAN F

PARTS A & B

* Once you have been billed $183 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
$2,240 deductible. Benefits from High Deductible Plan F will not begin until out-of-pocket
expenses are $2,240. 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 $2,240 | IN ADDITION TO $2,240
SERVICES MEDICARE PAYS DEDUCTIBLE,** PLAN PAYS DEDUCTIBLE,**YOU PAY
HOME HEALTH CARE MEDICARE-APPROVED SERVICES
Medically necessary skilled care | 100% $0 $0
services and medical supplies
Durable medical equipment $0 $183 (Part B $0
First $183 of Medicare-approved deductible)
amounts*
Remainder of Medicare- 80% 20% $0
approved amounts

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 United States

First $250 each calendar year $0

$0

$250

Remainder of charges

$0

80% to a lifetime

maximum benefit
of $50,000

BASIC GYM ACCESS THROUGH SILVERSNEAKERS® FITNESS PROGRAM

%0

Blue Shield of California Medicare Supplement plans

1100% |

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

$0
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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

First 60 days All but $1,340 $1,340 (Part A $0
deductible)

61 through 90" day All but $335 a day | $335 a day $0

91t day and after: All but $670 a day | $670 a day $0

While using 60 lifetime reserve days

Once lifetfime reserve days are used:

* Additional 365 days $0 100% of Medicare- | $0***
eligible expenses

* 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 three days and entered a Medicare-approved facility within

30 days after leaving the hospital.

First 20 days All approved $0 $0
amounts

215t through 100" day All but $167.50 Up to $167.50 $0
a day a day

1018 day 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 All but very limited | Medicare $0

requirements, including a doctor’s copayment/ copayment/

certification of terminal iliness.

coinsurance for
outpatient drugs
and inpatient
respite care

coinsurance

*** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands
in the place of Medicare and will pay whatever amount Medicare would have paid
for up to an additional 365 days as provided in the policy’'s “Core Benefits.” During this
time, the hospital is prohibited from billing you for the balance based on any difference
between its billed charges and the amount Medicare would have paid.
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PLAN G

MEDICARE (PART B)

MEDICAL SERVICES — PER CALENDAR YEAR

* Once you have been billed $183 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 $183 of Medicare-approved $0 $0 $183 (Part B
amounts* deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0

amounts

Part B excess charges (above $0 100% $0
Medicare-approved amounts)

BLOOD

First 3 pints $0 All costs $0

Next $183 of Medicare-approved $0 $0 $183 (Part B
amounts* deductible)
Remainder of Medicare-approved 80% 20% $0

amounts

CLINICAL LABORATORY SERVICES — TESTS FOR DIAGNOSTIC SERVICES

| 100% 30 30
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PLAN G

PARTS A & B

* Once you have been billed $183 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
HOME HEALTH CARE MEDICARE-APPROVED SERVICES

Medically necessary skilled care 100% $0 $0

services and medical supplies

Durable medical equipment $0 $0 $183 (Part B
First $183 of Medicare-approved deductible)
amounts*

Remainder of Medicare-approved 80% 20% $0

amounts

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 United States

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

BASIC GYM ACCESS THROUGH SILVERSNEAKERS® FITNESS PROGRAM
| $0 1100% 30
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PLAN K

* You will pay half the cost-sharing of some covered services until you reach the calendar-year
maximum copayment of $5,240 each calendar year. The amounts that count toward your
calendar-year maximum are noted with diamonds (#) in the chart below. Once you reach the
calendar-year maximum, the plan pays 100% of your Medicare copayment and coinsurance
for the rest of the calendar year. However, this maximum does NOT include charges from your
provider that exceed Medicare-approved amounts (these are called “Excess Charges”), and
you will be responsible for paying this difference in the amount charged by your provider and
the amount paid by Medicare for the item or service.

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 $1,340 $670 (50% of $670 (50%
Part A deductible) | of Part A
deductible) ¢
61 through 90" day All but $335 a day | $335 a day $0
91t day and after: All but $670 a day | $670 a day $0

While using 60 lifetime reserve days

Once lifetime reserve days are used:
* Additional 365 days $0 100% of Medicare- | $0***
eligible expenses
* 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 three days and having entered a Medicare-approved facility
within 30 days after leaving the hospital.

First 20 days All approved $0 $0
amounts
215 through 100" day All but $167.50 Up to $83.75 Up to $83.75
a day a day (50%) a day (50%) &
101" day and after $0 $0 All costs

*** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in
the place of Medicare and will pay whatever amount Medicare would have paid for up
to an additional 365 days as provided in the policy's “Core Benefits.” During this time, the
hospital is prohibited from billing you for the balance based on any difference between
its billed charges and the amount Medicare would have paid.
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PLAN K

MEDICARE (PART A)

HOSPITAL SERVICES — PER BENEFIT PERIOD (CONTINUED)

SERVICES | MEDICARE PAYS | PLAN PAYS | YOU PAY*
BLOOD
First 3 pints $0 50% 50% &
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s All but 50% of 50% of
requirements, including a doctor’s very limited copayment/ copayment/
certification of terminal illness. copayment/ coinsurance coinsurance
coinsurance for P
outpatient drugs
and inpatient
respite care
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PLAN K

MEDICARE (PART B)

MEDICAL SERVICES — PER CALENDAR YEAR

***#x Once you have been billed $183 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, and durable medical equipment

First $183 of Medicare-approved $0 $0 $183 (Part B
amounfs* deductible)
kkkok ‘
Preventive Benefits for Medicare Generally Remainder All costs
covered services 75% or more of Medicare- above
of Medicare- approved Medicare-
approved amounts approved
amounts amounts
Remainder of Medicare-approved Generally 80% Generally 10% Generally
amounts 10% &
Part B excess charges (above $0 $0 All costs (and
Medicare-approved amounts) they do not
count toward
calendar-year
maximum
copayment
of $5,240)*
BLOOD
First 3 pints $0 50% 50% &
Next $183 of Medicare-approved $0 $0 $183 (Part B
amounts**#* deductible)
kskkok ‘
Remainder of Medicare-approved Generally 80% Generally 10% Generally
amounts 10% &
CLINICAL LABORATORY SERVICES — TESTS FOR DIAGNOSTIC SERVICES
| 100% 30 50

* This plan limits your calendar-year copayments for Medicare-approved amounts to $5,240
per year. However, this maximum does NOT include charges from your provider that exceed
Medicare-approved amounts (these are called “Excess Charges”), and you will be responsible
for paying this difference in the amount charged by your provider and the amount paid by

Medicare for the item or service.
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PLAN K

PARTS A & B

***% Once you have been billed $183 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*
HOME HEALTH CARE MEDICARE-APPROVED SERVICES

Medically necessary skilled care 100% $0 $0

services and medical supplies

Durable medical equipment $0 $0 $183 (Part B
First $183 of Medicare-approved deductible) ®
amounts****

Remainder of Medicare-approved 80% 10% 10% &
amounts

OTHER BENEFITS — NOT COVERED BY MEDICARE

SERVICES | MEDICARE PAYS | PLAN PAYS 'YOU PAY
BASIC GYM ACCESS THROUGH SILVERSNEAKERS® FITNESS PROGRAM
| $0 | 100% 30

* Medicare benefits are subject to change. Please consult the latest Guide to Health
Insurance for people with Medicare.
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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

First 60 days All but $1,340 $1,340 (Part A $0
deductible)

61" through 90" day All but $335 a day | $335 a day $0

91 day and after: All but $670 a day | $670 a day $0

While using 60 lifetime reserve days

Once lifetime reserve days are used:

* Additional 365 days $0 100% of Medicare- | $0**
eligible expenses

* 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 three days and entered a Medicare-approved facility within

30 days after leaving the hospital.

First 20 days All approved $0 $0
amounts

21" through 100" day All but $167.50 Up to $167.50 $0
a day a day

101" day 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 require- All but Medicare $0

ments, including a doctor’s very limited copayment/

certification of terminal iliness. copayment/ coinsurance

coinsurance for
outpatient drugs
and inpatient
respite care

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the
place of Medicare and will pay whatever amount Medicare would have paid for up to an
additional 365 days as provided in the policy’s “Core Benefits.” During this time, the hospital is
prohibited from billing you for the balance based on any difference between its billed charges
and the amount Medicare would have paid.

Blue Shield of California Medicare Supplement plans
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PLAN N

MEDICARE (PART B)

MEDICAL SERVICES — PER CALENDAR YEAR

* Once you have been billed $183 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, and durable medical equipment

First $183 of Medicare-approved $0 $0 $183 (Part B
amounts* deductible)
Remainder of Medicare-approved Generally 80% Balance, other Up to $20
amounts than up to $20 per office
per office visit visit and up
and up to $50 to $50 per
per emergency emergency
room visit. The room visit. The
copayment of up | copayment
to $50 is waived of up to $50
if the insured is is waived if
admitted to any the insured is
hospital and the admitted to
emergency visit any hospital
is covered as a and the
Medicare Part A emergency
expense. visit is
covered as
a Medicare
Part A
expense.
Part B excess charges (above $0 $0 All costs
Medicare-approved amounts)
BLOOD
First 3 pints $0 All costs $0
Next $183 of Medicare-approved $0 $0 $183 (Part B
amounts* deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES — TESTS FOR DIAGNOSTIC SERVICES
| 100% 30 30
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PLAN N

PARTS A & B

* Once you have been billed $183 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
HOME HEALTH CARE MEDICARE-APPROVED SERVICES

Medically necessary skilled care 100% $0 $0

services and medical supplies

Durable medical equipment $0 $0 $183 (Part B
First $183 of Medicare-approved deductible)
amounts*

Remainder of Medicare-approved 80% 20% $0
amounts

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 United States

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

BASIC GYM ACCESS THROUGH SILVERSNEAKERS® FITNESS PROGRAM
|$0 1100% $0
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NOTE: The preceding pages are only an
outline describing the most important
features of our Medicare Supplement
plans. Complete information about

the plans’ benefits, limitations, and
exclusions can be found in our Medicare
Supplement plan Evidence of Coverage
and Health Service Agreement (Service
Agreement). The Service Agreement will
be your plan contfract if you become a
Blue Shield member.

Blue Shield of California Medicare Supplement plans

Please read the Service Agreement
completely. You have the right to receive
a copy of the Service Agreement before
you enroll, and we will be happy to
provide you with a copy upon request.
To request a copy, or if you have
questions or need additional information,
please call Blue Shield Customer Service
at (800) 248-2341 [TTY: 711 for hearing
impaired]. If you have special healthcare
needs, be sure to carefully read the
sections of both this summary and the
Service Agreement that are relevant to
you before you apply for coverage.



Enrolling in our plans

Please reference the enrollment
form section of this book.

Be sure to check the information on the
application carefully, keep the yellow
copy of each page of the application
for your files, then mail the original
application with your first payment in
the enclosed envelope.

Our cashing your check or charging
your credit card does not mean your
application is approved. Blue Shield will
refund your payment if your application
is not approved. We will notify you of
your effective date of coverage and
send you a bill indicating the date your
next payment is due if your application
is approved.

Who may apply?
If you are 65 or older

You may apply to enroll in any of
Blue Shield’s Medicare Supplement plans

(A, C, D, F, F Extra, High Deductible Plan F,

G, K, or N) if:
¢ You are a resident of the state
of California.

¢ You are enrolled in Medicare Parts A
and B, Title 18, Public Law 89-97, at
the time you apply.

If you are 64 or younger

You may be able to enroll in a Blue Shield
Medicare Supplement plan (A, C, D, F,

F Extra, High Deductible Plan F, G, K, or N)
under the following conditions:

e You are a resident of the state
of California.

¢ You are enrolled in Medicare Parts A
and B, Title 18, Public Law 89-97, at
the time you apply.

* You qualify for guaranteed acceptance
in a Blue Shield of California Medicare
Supplement plan according to
Blue Shield’s guidelines.

* You do not have end-stage
renal disease.

Qualifying for
guaranteed acceptance

If you qualify for guaranteed acceptance
info a Blue Shield Medicare Supplement
plan, you will not be required to complete
a health statement. If you do not qualify
for guaranteed acceptance, you will
need to complete a health statement
and be subject to underwriting.

To qualify for guaranteed acceptance,
you must meet certain, specific criteria
as outlined in Blue Shield's Guaranteed
Acceptance Guide, included in the
Blue Shield Medicare Supplement plan
enrollment kit.
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For additional information about
qualifying for guaranteed acceptance
in a Blue Shield Medicare Supplement
plan, please call your agent, or call
Blue Shield at (888) 713-0000. You may
also contact the California Health
Insurance Counseling and Advocacy
Program (HICAP) for guidance. HICAP
provides insurance counseling for
California senior citizens. Call HICAP
toll-free at (800) 434-0222 for a referral
to your local HICAP office. HICAP is a
service provided free of charge by the
state of California.

Effective date of coverage

You can expect to receive nofice

of approval or declination within
approximately two weeks after

Blue Shield receives your application. Your
coverage will be effective at 12:01 a.m.
Pacific fime on your effective date.

Switching from another plan
to a Blue Shield Medicare
Supplement plan

If you have a Medicare Advantage
or Medicare Advantage Prescription
Drug Plan

Most Medicare Supplement plans
duplicate the coverage provided by
Medicare Advantage Plans. Federal law
prohibits Medicare Supplement plans
from enrolling anyone who is still enrolled
in a Medicare Advantage Plan if the

Blue Shield of California Medicare Supplement plans

Medicare Supplement coverage would
duplicate the coverage provided by
the Medicare Advantage Plan.

It works like this: Members of Medicare
Advantage Plans agree to access services
under the terms of that plan and from the
providers who contract with that plan,
rather than accessing services under the
Original Medicare program. Medicare
Advantage Plans contract with the
government and receive funds under that
contract to provide this coverage

fo their members. Consequently, enrollees
of Medicare Advantage Plans do not
have access to coverage under

Original Medicare.

Medicare Supplement plans generally
provide coverage only for the portion
of a claim that is left over after Original
Medicare has paid its share. Since
Original Medicare generally does

not pay for services provided to a
Medicare Advantage enrollee, Medicare
Supplement plans won't pay toward
the claim either. And, since Original
Medicare generally won't pay if a
Medicare Advantage Plan member
receives services outside their Medicare
Advantage Plan’s network, the member
is usually financially responsible for the
full cost of those services.

If you are currently a member of a
Medicare Advantage Plan, and would
like to enroll in a Medicare Prescription
Drug Plan and Blue Shield Medicare



Supplement plan, or if you decide to
enroll only in a Blue Shield Medicare
Supplement plan, it is in your best interest
to choose one of the options listed

below to disenroll from the Medicare
Advantage Plan.

Important note: If you are also planning
to enroll in a Medicare Prescription
Drug Plan, make sure you enroll in a
Medicare Prescription Drug Plan before
you disenroll from your Medicare
Advantage Plan. During the Annual
Election Period, disenrolling from your
Medicare Advantage Plan will count
as your election, and you may have

to wait until the next Annual Election
Period to be able to enroll in a Medicare
Prescription Drug Plan. Enrolling in @
Medicare Prescription Drug Plan will
automatically disenroll you from your
Medicare Advantage Plan.

If you are only interested in applying

for a Medicare Supplement plan without
a Medicare Prescription Drug Plan, you
may choose one of the options below
fo disenroll from your Medicare
Advantage Plan.

Option 1

Go directly to your Social Security
office and disenroll there. If you choose
this option, ask for a copy of the

disenrollment form, and please fax or
mail it to Blue Shield (see below).

Option 2

Call the Centers for Medicare and
Medicaid Services (CMS), the federal
agency that administers Medicare, and
ask to be disenrolled from your current
Medicare Advantage Plan. You can
reach the agency at 1-800-MEDICARE.
CMS will either mail or fax you
confirmation of termination from your
Medicare Advantage Plan. Please
forward that termination confirmation to
Blue Shield via mail or fax (see below).

Option 3

Submit a written request to your current
Medicare Advantage Plan and ask to
be disenrolled. You can do this one of
two ways:

* Call your Medicare Advantage Plan
and ask for a disenrollment form to be
sent to you, then complete and return
the form to your Medicare Advantage
Plan. Keep a copy for your records.

* Send your Medicare Advantage Plan
a letter, which includes your name
and member ID number, requesting
disenrollment. Keep a copy of your
letter for your records.

Blue Shield of California Medicare Supplement plans
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Your disenrollment request will be

processed the same month it's received,

with an effective date the first of the
following month. We will be happy to
accept a verbal confirmation from your
health plan that you have disenrolled
from their plan - just have them call us.

Phone: (800) 248-2341

TTY: 71

Fax: (844) 266-1850
Mailing address:

Blue Shield of California
P.O. Box 3008
Lodi, CA 95241-1912

This will help ensure that your current
Medicare Advantage coverage is
terminated and that your Original
Medicare coverage, which works in
conjunction with Medicare Supplement
coverage, is in place. For that reason,
we will work with you to coordinate

the effective date of any Medicare
Supplement coverage we approve with
the date you disenroll from your current
Medicare Advantage Plan.

If you are a member of a Medicare
Advantage Plan, your disenrollment
date from the Medicare Advantage
Plan must be confirmed prior to final

acceptance. Once your application has
been accepted, Blue Shield will establish

a coverage effective date for your
Medicare Supplement plan.

If you have other health coverage

State laws prevent Blue Shield from
enrolling you in a Medicare Supplement
plan if you already have coverage, such
as an existing Medicare Supplement or
employer group plan that the new plan
would duplicate.

To help ensure that this doesn’t happen,
we will coordinate your effective date
of coverage under your new Blue Shield
Medicare Supplement plan to coincide
with disenrollment from your previous
health plan.

First, we will notify you that you have
been accepted in a Blue Shield
Medicare Supplement plan pending
verification that your other health
coverage has been terminated. Once
you have terminated your previous
coverage, please submit proof of
termination so that we can finalize your
acceptance. Please refer to the Nofice
Regarding Replacement form, which is
included with this Summary of Benefits.
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Billing options
Once you have enrolled in a Blue Shield

Medicare Supplement plan, you have
several options for plan dues payment.

1. EasySPay - Pay your plan dues with
Blue Shield'’s quick and convenient
Easy$Pays™ program, an automatic
electronic transfer on the 15t or 15™
of the month from your checking or
savings account. There's no check to
write and no postage to pay. A record
of your payment is included on your
bank statement. Remember, if you
choose this option, you can save $3
off your dues each month.

Easy$Pay authorization instructions
are included in the application within
this enroliment kit.

2. Quarterly billing — Blue Shield will bill
you once every three months.

3. Monthly billing — Blue Shield will send
you a bill each month.

With Options 2 and 3, the bill will tell you
the date your payment is due.

The dues you pay or the benefits you
receive may change during the year.
In either case, Blue Shield will always let
you know at least 60 days in advance.

Conditions of coverage

Termination of benefits

Your Service Agreement will not be
terminated by Blue Shield for any cause
except those outlined in your Service
Agreement. These include:

1. You are no longer enrolled in Parts A
and B of Medicare

2. Non-payment of dues

Blue Shield may cancel your Service
Agreement for failure to pay the required
dues. If the Service Agreement is being
cancelled because you failed to pay
the required dues when owed, then
coverage will end 30 days after the date
for which the dues are due. If you fail

fo pay premiums, the Plan will provide
written notice of nonpayment and will
terminate coverage no sooner than 30
days after the date of the written notice.

You will be liable for all dues accrued
while the Service Agreement continues in
force including those accrued during this
30-day grace period.

If you wish to terminate the Service
Agreement, you are required to give
Blue Shield 30 days’ written notice. Should
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Blue Shield have plan dues for any period
after the date of termination, such dues
will be returned to you within 30 days.
Coverage terminates at 11:59 p.m. Pacific
time on the 30™ day following your
request for termination.

The plan is not responsible for any services
received after termination unless the
subscriber is totally disabled at the time of
termination. See your Service Agreement
for a description of extension of benefits
for disability.

Cancellation

Your coverage cannot be canceled for
any reason other than those condifions
specified above under “Termination

of Benefits.”

Reinstatement of benefits

If you receive a “Notice Confirming
Termination of Coverage,” Blue Shield will
allow you two coverage reinstatements
per rolling 12-month period, if the amounts
owed are paid within 15 days of the date
the “Notice Confirming Termination of
Coverage” is mailed to you.

If your request for reinstatement and
payment of all outstanding amounts is not
received within the required 15 days, you
must fill out an application and re-apply

Blue Shield of California Medicare Supplement plans

for coverage. Members who re-apply for
coverage following termination may be
subject to medical underwriting. Call your
broker or Blue Shield Customer Service
representative at (800) 248-2341 to request
an application. Your coverage will begin
on the day the application is approved
by Blue Shield.

Renewal provision

Your Blue Shield health coverage is
“guaranteed renewable” (it may not be
canceled by Blue Shield) and will remain
in effect as long as your dues are paid in
advance, except under the conditions
listed above under “Termination of
Benefits” and as outlined in your Service
Agreement. Blue Shield may modify or
amend the Service Agreement by giving
you at least 60 days’ prior written noftice.

Appeal of an
underwriting decision

If you would like to appeal an
underwriting decision, contact Customer
Service at (800) 248-2341.

If you have questions about a service,

a provider, your benefits, how to use
your plan, or any other matter, you may
also contact Customer Service at the
number above.



Plan interpretation

Blue Shield shall have the power and
discretionary authority to construe and
interpret the provisions of the Service
Agreement, to determine the benefits

of the Service Agreement, and to
determine eligibility to receive benefits
under the Service Agreement. Blue Shield
shall exercise this authority for the benefit
of all subscribers entitled to receive
benefits under the Service Agreement.

Value of health services

In 2017, the ratio of the value of health
services provided to the amount

Blue Shield collected in plan dues
was 67.2%.

Confidentiality of personal and
health information

Blue Shield of California protects the
confidentiality/privacy of your personal
and health information. Personal and
health information includes both medical
information and individually identifiable
information, such as your name, address,
telephone number, or Social Security
number. Blue Shield will not disclose this
information without your authorization,
except as permitted by law.

A statement describing Blue Shield’s
policies and procedures for preserving
the confidentiality of medical records is
available and will be furnished to you
upon request.

Blue Shield’s policies and procedures
regarding our confidentiality/privacy
practices are contained in the “Notice

of Privacy Practices,” which you may
obtain either by calling Customer Service
at (800) 248-2341, or by accessing

Blue Shield of California’s Internet site at
blueshieldca.com and printing a copy.

If you are concerned that Blue Shield
may have violated your confidentiality/
privacy rights, or you disagree with a
decision we made about access to your
personal and health information, you
may contact us at:

Correspondence address:

Blue Shield of California Privacy Official
P.O. Box 272540
Chico, CA 95927-2540

Toll-free telephone:
(888) 266-8080

Email address:
privacy@blueshieldca.com
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Principal exclusions and limitations on benefits

Please nofte:

Blue Shield Medicare Supplement plans
do not cover custodial care in any
institution, including a skilled nursing
facility. Custodial care includes such
services as help with walking, getting in
and out of bed, eating, dressing, bathing,
and taking medicine.

Unless exceptions to the following
exclusions are specifically made in the
Evidence of Coverage and Health Service
Agreement (Service Agreement) for your
plan, no benefits are provided for:

1. Services incident to hospitalization
or confinement in a health facility
primarily for Custodial, Maintenance,
or Domiciliary Care; rest; or to control
or change a patient’s environment.

2. Dental care and treatment, dental
surgery, and dental appliances.

3. Examinations for and the cost of
eyeglasses and hearing aids, except
when covered under Plan F Extra.

4. Services for cosmetic purposes.

5. Services for or incident to vocational,
educational, recreational, art, dance
or music therapy; and unless (and
then only to the extent) medically
necessary as an adjunct to medical
treatment of an underlying medical
condition, prescribed by the attending
physician, and recognized by
Medicare; weight control programs; or
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exercise programs (with the exception
of SilverSneakers® Fitness Program).

6. Blood and plasma, except that this
exclusion shall not apply to the first
three (3) pints of blood the Subscriber
receives in a Calendar Year.

7. Acupuncture.

8. Physical examinations, except for a
one-fime “Welcome to Medicare”
physical examination if received
within the first 12 months of your inifial
coverage under Medicare Part B, and
a yearly “Wellness” exam thereafter;
or routine foot care.

9. Routine immunizations except those
covered under Medicare Part B
preventive services.

10. Services not specifically listed as benefits.

11. Services for which you are not legally
obligated to pay, or services for
which no charge is made fo you.

12. Services for which you are not
receiving benefits from Medicare
unless otherwise noted in the Service
Agreement as a covered service.

See the plan Evidence of Coverage for
information on filing a grievance, your right
to seek assistance from the Department of
Managed Health Care, and your right to
independent medical review.



HICAP

(800) 434-0222

For additional information concerning covered benefits, contact the Health Insurance
Counseling and Advocacy Program (HICAP) or your agent. HICAP provides health
insurance counseling for California senior citizens.

Blue Shield of California
Medicare Plans

Regional Sales Office

6300 Canoga Ave.

Woodland Hills, CA 91367-2555

* Pending regulatory approval.
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