Highmark Blue Shield

Benefit Chart of Medicare Supplement Plans Sold on or after January 1, 2023
Medigap Blue - Benefit Plans A, B, C, D, F, High Deductible F, G and N

This chart shows the benefits included in each of the standard Medicare supplement plans. Every company must make Plan "A" available. Some plans
may not be available. Only applicants first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F.

BASIC BENEFITS: Hospitalization — Part A coinsurance plus coverage for 365 additional days after Medicare benefits end.
Medical Expenses — Part B coinsurance (generally 20% of Medicare-approved expenses) or copayments for hospital outpatient services.
Plans K, L, and N require insureds to pay a portion of Part B coinsurance or copayments.
Blood - First three pints of blood each year.
Hospice — Part A coinsurance.

Note: Av" means 100% of the benefit is paid.

Medicare
. . first eligible
S Plans Available to All Applicants before 2020
only
A B D G K L M N © F*
Medicgr_e Part A coinsurance and_ hospital coverage (up to v v v v v v v v v v
an additional 365 days after Medicare benefits are used up)
v
Medicare Part B coinsurance or copayment v v v v 50% 75% v Copays 4 v
apply?

Blood (first three pints) v v v v 50% 75% v v v v

Part A hospice care coinsurance or copayment v v v v 50% 75% v v v v

Skilled nursing facility coinsurance v v 50% 75% v v v v

Medicare Part A deductible v v v 50% 75% 50% v v v

Medicare Part B deductible v v

Medicare Part B excess charges v

Foreign travel emergency (up to plan limits) v v v v v v
Out-of-pocket limit in 20232 $6,9402 $3,4702

1 Plan F has a high deductible option, which require first paying a plan deductible of $2,700 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 F counts your payment of the Medicare Part B deductible toward meeting the plan deductible.

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

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



Medigap Blue Plans A, B, C, D, F, High Deductible F, G and N

MONTHLY SUBSCRIPTION RATES EFFECTIVE JULY 1, 2023 THROUGH JUNE 30, 2024

Age

<65
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85+

Plan A Plan B Plan C Plan D (Male) Plan D (Female)
Preferred Standard | Preferred | Standard Preferred Standard Preferred | Standard | Preferred | Standard
$117.60 $141.10 $121.90 $146.40 $181.40 $217.70 $130.90 $196.35 $118.60 $177.85
$117.60 $141.10 $121.90 $146.40 $181.40 $217.70 $130.90 $196.35 $118.60 $177.85
$122.45 $146.90 $126.95 $152.45 $189.25 $227.10 $130.90 $196.35 $118.60 $177.85
$127.05 $152.50 $132.00 $158.35 $196.85 $236.15 $130.90 $196.35 $118.60 $177.85
$131.75 $158.15 $137.05 $164.45 $204.50 $245.45 $134.80 $202.25 $122.15 $183.15
$136.40 $163.70 $141.95 $170.35 $212.20 $254.60 $138.85 $208.30 | $125.80 | $188.70
$141.15 $169.45 $147.10 $176.50 $219.80 $263.80 $143.10 $214.55 $129.60 $194.35
$146.05 $175.15 $152.15 $182.55 $227.55 $273.10 $147.35 $221.00 $133.45 $200.20
$150.60 $180.75 $157.05 $188.50 $235.05 $282.15 $151.75 $227.60 $137.45 $206.20
$155.35 $186.40 $162.15 $194.65 $242.90 $291.45 $156.30 $234.45 $141.60 $212.35
$160.00 $192.05 $167.15 $200.60 $250.50 $300.50 $161.00 $241.50 | $145.85 | $218.75
$165.60 $198.75 $173.10 $207.70 $259.60 $311.45 $165.85 $248.70 | $150.25 | $225.30
$170.65 $204.85 $178.50 $214.10 $267.75 $321.40 $170.80 $256.20 $154.75 $232.10
$175.75 $210.95 $184.00 $220.80 $275.95 $331.15 $175.95 $263.85 $159.35 $239.05
$180.85 $217.00 $189.30 $227.20 $284.30 $341.05 $181.20 $271.80 $164.15 $246.20
$185.85 $222.95 $194.80 $233.75 $292.45 $351.05 $186.65 $279.95 $169.10 $253.55
$188.30 $226.05 $197.35 $236.80 $296.50 $355.65 $192.25 $288.35 | $174.15 | $261.20
$192.45 $230.90 $201.65 $241.95 $303.00 $363.70 $198.00 $297.00 | $179.35 | $269.05
$196.40 $235.70 $206.00 $247.15 $309.55 $371.55 $203.95 $305.95 $184.75 $277.10
$200.45 $240.60 $210.30 $252.35 $316.20 $379.50 $210.10 $315.10 $190.30 $285.40
$204.50 $245.40 $214.60 $257.50 $322.75 $387.35 $216.35 $324.55 $196.00 $293.95
$209.40 $251.20 $219.70 $263.75 $330.55 $396.75 $222.85 $334.25 $201.90 $302.80




Medigap Blue Plans A, B, C, D, F, High Deductible F, G and N
MONTHLY SUBSCRIPTION RATES EFFECTIVE JULY 1, 2023 THROUGH JUNE 30, 2024

Age Plan F Plan F (HD) Plan G (Male) Plan G (Female) Plan N
Preferred | Standard | Preferred | Standard | Preferred Standard Preferred | Standard | Preferred | Standard

<65 $181.80 $218.20 $84.10 $100.90 $133.10 $199.65 $120.60 $180.90 $132.25 $158.65
65 $181.80 $218.20 $84.10 $100.90 $133.10 $199.65 $120.60 $180.90 $132.25 $158.65
66 $189.65 $227.55 $87.25 $104.65 $133.10 $199.65 $120.60 $180.90 $137.50 $165.00
67 $197.10 $236.55 $90.20 $108.25 $133.10 $199.65 $120.60 $180.90 $142.75 $171.25
68 $204.90 $245.90 $93.35 $112.05 $137.10 $205.65 $124.25 $186.30 $148.00 $177.70
69 $212.45 $254.90 $96.45 $115.70 $141.20 $211.80 $127.95 $191.90 $153.25 $183.85
70 $220.20 $264.30 $99.50 $119.45 $145.45 $218.15 $131.80 $197.65 $158.60 $190.25
71 $227.90 $273.45 $102.65 $123.10 $149.80 $224.70 $135.75 $203.60 $163.95 $196.70
72 $235.50 $282.60 $105.60 $126.75 $154.30 $231.40 $139.80 $209.70 $169.15 $202.95
73 $243.30 $292.00 $108.75 $130.50 $158.95 $238.35 $144.00 $216.00 $174.50 $209.45
74 $250.85 $301.00 $111.85 $134.15 $163.70 $245.50 $148.30 $222.45 $179.60 $215.60
75 $260.05 $312.00 $115.50 $138.55 $168.65 $252.90 $152.75 $229.15 $185.95 $223.20
76 $268.20 $321.85 $118.80 $142.65 $173.65 $260.50 $157.30 $236.05 $191.70 $230.05
77 $276.55 $331.85 $122.10 $146.55 $178.85 $268.30 $162.10 $243.10 $197.30 $236.80
78 $284.80 $341.80 $125.35 $150.40 $184.25 $276.35 $166.95 $250.40 $203.15 $243.90
79 $292.90 $351.60 $128.75 $154.50 $189.75 $284.65 $171.90 $257.90 $208.80 $250.60
80 $296.90 $356.35 $130.40 $156.40 $195.45 $293.20 $177.10 $265.65 $211.50 $253.75
81 $303.70 $364.45 $132.95 $159.60 $201.30 $302.00 $182.40 $273.60 $216.05 $259.30
82 $310.20 $372.25 $135.70 $162.80 $207.35 $311.05 $187.90 $281.80 $220.65 $264.90
83 $316.70 $380.00 $138.25 $165.90 $213.60 $320.40 $193.50 $290.25 $225.30 $270.35
84 $323.25 $387.95 $140.95 $169.20 $219.95 $330.00 $199.35 $299.00 $229.65 $275.65
85+ $331.20 $397.45 $144.00 $172.85 $226.60 $339.90 $205.30 $307.95 $235.05 $282.15




TRANSFER OF COVERAGE
Subscribers moving into the Highmark Blue Shield 21-county service area who are currently enrolled in a Blue Cross and Blue Shield
Medicare Supplement or Medicare Advantage program may transfer their coverage to a Highmark Blue Shield Medigap Blue Plan at a coverage
level equal to or lesser than their current program.

PREMIUM INFORMATION
We, Highmark Blue Shield, can only raise your premium if we raise the premium for all policies like yours in the Commonwealth of Pennsylvania.
Premiums for these attained age plans are billed at the age which a member has attained on the first day of enrollment in any given calendar year in
accordance with the premium schedule on the previous pages.

The Company may change subscription rates with the approval of the Pennsylvania Insurance Department.

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 Highmark Blue Shield at 1800 Center Street, Camp Hill, Pennsylvania
17011. 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.

Highmark Blue Shield and its agents are 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
When you fill out the application for the new policy, be sure to answer truthfully and complete all questions about your medical and health history.
The company may cancel your policy 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.



MEDIGAP BLUE 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 $1,600 $0 $1,600 (Part A deductible)
61st thru 90th day All but $400 a day $400 a day $0
91st day and after:
—While using 60 lifetime reserve days All but $800 a day $800 a day $0
—Once lifetime reserve days are used:
—Additional 365 days $0 100% of Medicare eligible | $0**
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 3 days and entered a
Medicare-approved facility within 30 days after leaving the
hospital
First 20 days All approved amounts $0 $0
21% thru 100th day All but $200 a day $0 Up to $200 a day
101st 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 requirements, including a All but very limited Medicare copayment/ $0
doctor's certification of terminal illness. 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.



MEDIGAP BLUE PLAN A
MEDICARE (PART A)—MEDICAL SERVICES—PER CALENDAR YEAR

* Once you have been billed $226 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 $226 of Medicare Approved Amounts®

Remainder of Medicare Approved Amounts

$0
Generally 80%

$0
Generally 20%

$226 (Part B deductible)
$0

Part B Excess Charges

(Above Medicare Approved Amounts) $0 $0 All costs
BLOOD
First 3 pints $0 All costs $0
Next $226 of Medicare Approved Amounts* $0 $0 $226 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $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
—NMedically necessary skilled care services
and medical supplies 100% $0 $0
—Durable medical equipment
First $226 of Medicare Approved Amounts* $0 $0 $226 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $0




MEDIGAP BLUE 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.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing and
miscellaneous services and supplies
First 60 days All but $1,600 $1,600 (Part A deductible) | $0
61st thru 90th day All but $400 a day $400 a day $0
91st day and after:
—While using 60 lifetime reserve days All but $800 a day $800 a day $0
—Once lifetime reserve days are used:
—Additional 365 days $0 100% of Medicare eligible | $0**
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 3 days and entered a
Medicare-approved facility within 30 days after leaving the
hospital
First 20 days All approved amounts $0 $0
21% thru 100th day All but $200 a day $0 Up to $200 a day
101st 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 requirements, including a All but very limited Medicare copayment/ $0
doctor's certification of terminal illness. 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.



MEDIGAP BLUE PLAN B
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

* Once you have been billed $226 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 $226 of Medicare Approved Amounts®

Remainder of Medicare Approved Amounts

$0
Generally 80%

$0
Generally 20%

$226 (Part B deductible)
$0

Part B Excess Charges

(Above Medicare Approved Amounts) $0 $0 All costs
BLOOD
First 3 pints $0 All costs $0
Next $226 of Medicare Approved Amounts* $0 $0 $226 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $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
—NMedically necessary skilled care services
and medical supplies 100% $0 $0
—Durable medical equipment
First $226 of Medicare Approved Amounts* $0 $0 $226 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $0




MEDIGAP BLUE 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 $1,600 $1,600 (Part A deductible) | $0
61st thru 90th day All but $400 a day $400 a day $0
91st day and after:
—While using 60 lifetime reserve days All but $800 a day $800 a day $0
—Once lifetime reserve days are used:
—Additional 365 days $0 100% of Medicare eligible | $0**
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 3 days and entered a
Medicare-approved facility within 30 days after leaving the

hospital

First 20 days All approved amounts $0 $0

21% thru 100th day All but $200 a day Up to $200 a day $0

101st 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 requirements, including a All but very limited Medicare copayment/ $0
doctor's certification of terminal illness. 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.



MEDIGAP BLUE PLAN C

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

* Once you have been billed $226 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 $226 of Medicare Approved Amounts®

Remainder of Medicare Approved Amounts

$0
Generally 80%

$226 (Part B deductible)
Generally 20%

$0
$0

Part B Excess Charges
(Above Medicare Approved Amounts)

$0

$0

All costs

BLOOD

First 3 pints

Next $226 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0
$0
80%

All costs
$226 (Part B deductible)
20%

$0
$0
$0

CLINICAL LABORATORY SERVICES—
TESTS FOR DIAGNOSTIC SERVICES

100%

$0

$0




MEDIGAP BLUE PLAN C

PARTSA &B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
—NMedically necessary skilled care services
and medical supplies 100% $0 $0
—Durable medical equipment
First $226 of Medicare Approved Amounts* $0 $226 (Part B deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $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 $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




MEDIGAP BLUE 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 $1,600 $1,600 (Part A deductible) | $0
61st thru 90th day All but $400 a day $400 a day $0
91st day and after:
—While using 60 lifetime reserve days All but $800 a day $800 a day $0
—Once lifetime reserve days are used:
—Additional 365 days $0 100% of Medicare eligible | $0**
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 3 days and entered a
Medicare-approved facility within 30 days after leaving the

hospital

First 20 days All approved amounts $0 $0

21% thru 100th day All but $200 a day Up to $200 a day $0

101st 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 requirements, including a All but very limited Medicare copayment/ $0
doctor's certification of terminal illness. 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.



MEDIGAP BLUE PLAN D
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

* Once you have been billed $226 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 $226 of Medicare Approved Amounts®

Remainder of Medicare Approved Amounts

$0
Generally 80%

$0
Generally 20%

$226 (Part B deductible)
$0

Part B Excess Charges

(Above Medicare Approved Amounts) $0 $0 All costs

BLOOD

First 3 pints $0 All costs $0

Next $226 of Medicare Approved Amounts* $0 $0 $226 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $0

CLINICAL LABORATORY SERVICES—

TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0




MEDIGAP BLUE PLAN D

PARTSA &B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
—NMedically necessary skilled care services
and medical supplies 100% $0 $0
—Durable medical equipment
First $226 of Medicare Approved Amounts* $0 $0 $226 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $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 $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




MEDIGAP BLUE 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 $1,600 $1,600 (Part A deductible) | $0
61st thru 90th day All but $400 a day $400 a day $0
91st day and after:
—While using 60 lifetime reserve days All but $800 a day $800 a day $0
—Once lifetime reserve days are used:
—Additional 365 days $0 100% of Medicare eligible | $0**
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 3 days and entered a
Medicare-approved facility within 30 days after leaving the

hospital

First 20 days All approved amounts $0 $0

21% thru 100th day All but $200 a day Up to $200 a day $0

101st 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 requirements, including a All but very limited Medicare copayment/ $0
doctor's certification of terminal illness. 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.



MEDIGAP BLUE PLAN F
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

* Once you have been billed $226 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 $226 of Medicare Approved Amounts* $0 $226 (Part B deductible) $0
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0
Part B Excess Charges

(Above Medicare Approved Amounts) $0 100% $0
BLOOD

First 3 pints $0 All costs $0
Next $226 of Medicare Approved Amounts* $0 $226 (Part B deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $0

CLINICAL LABORATORY SERVICES—
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0




MEDIGAP BLUE PLAN F

PARTSA &B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
—NMedically necessary skilled care services
and medical supplies 100% $0 $0
—Durable medical equipment
First $226 of Medicare Approved Amounts* $0 $226 (Part B deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $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 $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




MEDIGAP BLUE 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 $2,700 deductible. Benefits from the high
deductible plan F will not begin until out-of-pocket expenses are $2,700. 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 $2,700

IN ADDITION TO $2,700

doctor's certification of terminal illness.

copayment/coinsurance
for outpatient drugs and
inpatient respite care

coinsurance

SERVICES MEDICARE PAYS DEDUCTIBLE** DEDUCTIBLE**
PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing and
miscellaneous services and supplies
First 60 days All but $1,600 $1,600 (Part A deductible) | $0
61st thru 90th day All but $400 a day $400 a day $0
91st day and after:
—While using 60 lifetime reserve days All but $800 a day $800 a day $0
—Once lifetime reserve days are used:
—Additional 365 days $0 100% of Medicare eligible | $0***
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 3 days and entered a
Medicare-approved facility within 30 days after leaving
the hospital
First 20 days All approved amounts $0 $0
21% thru 100th day All but $200 a day Up to $200 a day $0
101st 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 requirements, including a All but very limited Medicare copayment/ $0

*** 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.




MEDIGAP BLUE HIGH DEDUCTIBLE PLAN F
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

* Once you have been billed $226 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 $2,700 deductible. Benefits from the high
deductible plan F will not begin until out-of-pocket expenses are $2,700. 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 $2,700
DEDUCTIBLE**
PLAN PAYS

IN ADDITION TO $2,700
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 $226 of Medicare Approved Amounts* $0 $226 (Part B deductible) $0
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0
Part B Excess Charges

(Above Medicare Approved Amounts) $0 100% $0
BLOOD

First 3 pints $0 All costs $0
Next $226 of Medicare Approved Amounts* $0 $226 (Part B deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES—

TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0




MEDIGAP BLUE HIGH DEDUCTIBLE PLAN F

PARTSA &B

SERVICES

MEDICARE PAYS

AFTER YOU PAY $2,700
DEDUCTIBLE**
PLAN PAYS

IN ADDITION TO $2,700
DEDUCTIBLE**
YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED SERVICES
—NMedically necessary skilled care services
and medical supplies

—Durable medical equipment

First $226 of Medicare Approved Amounts*

Remainder of Medicare Approved Amounts

100%

$0

80%

$0

$226 (Part B deductible)
20%

$0

$0
$0

OTHER BENEFITS—NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

AFTER YOU PAY $2,700
DEDUCTIBLE**
PLAN PAYS

IN ADDITION TO $2,700
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




MEDIGAP BLUE 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 $1,600 $1,600 (Part A deductible) | $0
61st thru 90th day All but $400 a day $400 a day $0
91st day and after:
—While using 60 lifetime reserve days All but $800 a day $800 a day $0
—Once lifetime reserve days are used:
—Additional 365 days $0 100% of Medicare eligible | $0**
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 3 days and entered a
Medicare-approved facility within 30 days after leaving the

hospital

First 20 days All approved amounts $0 $0

21% thru 100th day All but $200 a day Up to $200 a day $0

101st 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 requirements, including a All but very limited Medicare copayment/ $0
doctor's certification of terminal illness. 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.



MEDIGAP BLUE PLAN G
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

* Once you have been billed $226 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 $226 of Medicare Approved Amounts®

$0

$0

$226 (Part B deductible)

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

Part B Excess Charges

(Above Medicare Approved Amounts) $0 100% $0

BLOOD

First 3 pints $0 All costs $0

Next $226 of Medicare Approved Amounts* $0 $0 $226 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $0

CLINICAL LABORATORY SERVICES—

TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0




MEDIGAP BLUE PLAN G

PARTSA &B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED SERVICES
—NMedically necessary skilled care services
and medical supplies

—Durable medical equipment

First $226 of Medicare Approved Amounts*

Remainder of Medicare Approved Amounts

100%

$0
80%

$0

$0
20%

$0

$226 (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 $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




MEDIGAP BLUE 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 $1,600 $1,600 (Part A deductible) | $0
61st thru 90th day All but $400 a day $400 a day $0
91st day and after:
—While using 60 lifetime reserve days All but $800 a day $800 a day $0
—Once lifetime reserve days are used:
—Additional 365 days $0 100% of Medicare eligible | $0**
expenses
—Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

Y ou 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

21% thru 100th day All but $200 a day Up to $200 a day $0

101st 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 requirements, including a All but very limited Medicare copayment/ $0
doctor's certification of terminal illness. 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.



MEDIGAP BLUE PLAN N

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

* Once you have been billed $226 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 $226 of Medicare Approved Amounts®

Remainder of Medicare Approved Amounts

$0
Generally 80%

$0

Balance, other than up to
$20 per office visit and up
to $50 per emergency room
visit. The emergency room
visit copayment of up to
$50 is waived if the insured
is admitted to any hospital
and the emergency visit is
covered as a Medicare Part
A expense

$226 (Part B deductible)

Up to $20 per office visit
and up to $50 per
emergency room visit. The
emergency room visit co-
payment of up to $50 is
waived if the insured is
admitted to any hospital
and the emergency visit is
covered as a Medicare Part
A expense.

Part B Excess Charges

(Above Medicare Approved Amounts) $0 $0 All costs

BLOOD

First 3 pints $0 All costs $0

Next $226 of Medicare Approved Amounts* $0 $0 $226 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $0

CLINICAL LABORATORY SERVICES—

TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0




MEDIGAP BLUE PLAN N

PARTSA &B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED SERVICES
—NMedically necessary skilled care services
and medical supplies

—Durable medical equipment

First $226 of Medicare Approved Amounts*

Remainder of Medicare Approved Amounts

100%

$0
80%

$0

$0
20%

$0

$226 (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 $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
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Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex, including sex stereotypes and gender identity. The Plan does

not exclude people or treat them differently because of race, color, national origin, age, disability, or sex
assigned at birth, gender identity or recorded gender. Furthermore, the Plan will not deny or limit coverage
to any health service based on the fact that an individual's sex assigned at birth, gender identity, or recorded
gender is different from the one to which such health service is ordinarily available. The Plan will not deny

or limit coverage for a specific health service related to gender transition if such denial or limitation results in

discriminating against a transgender individual. The FPlan:
= Provides free aids and serwvices to people with disabilities to communicate effectively with us, such as:
— Qualified sign language interpreters
— Written information in other formats (large print, audio, accessible electronic formats, other formats)
- Provides free language services to people whose primary language is not English, such as:
— Qualified interpreters

— Infarmation written in other languages
If wou need these services, contact the Civil Rights Coordinator.
If wou beliewve that the Plan has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, or sex, including sex stereotypes and gender identity, yvou can
file a grievance with: Civil Rights Coordinator, PO. Box 22492, Pittsburgh, PA 15222, Phone: 1-866-286-8295,
TTY: 711, Fax: 412-544-2475, email: CivilRightsCoordinator@ahighmarkhealth.org. You can file a grievance in
person or by mail, fax, or email. If yvou need help filing a grievance, the 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
200 Independence Avenue, SW
Roorm 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http2/Swwew. hhs.gowv/ocr/office/file/index.html.

ATTENTIONM: If yvou speak English, language assistance services, free of charge, are available to yvou. Call the
number on the back of your ID card (TTY: F11).

ATENCIOM: Si usted habla espanol, servicios de asistencia linglGistica, de forma gratuita, estan disponibles
para usted. Llame al ndmero en la parte posterior de su tarjeta de identificacion (TTY: 711).

Uss_BS G _M_1Col_12Zpt_blk_1c



iEEE: WMBEiHEApI, T EEEREfafRig s EiES.
HEHEITEMNESirAErE=EEASaS (TTy: 711) o

CHU ¥: Néu quy vi ndi tigng Viét, chung téi cung cidp dich vu hd trg ngdén ngd mién phi cho guy vi. Xin goi sé
dién thoai @ mat sau thé ID cda gquy vi (TTY: 711).

BHMMAHIME: Ecnun Bbl roBOPRIMTE NO-PYCCKKM, Bbl MOMETE2 BOCMNONLIOBATECA BecnNNaTHBIMIK YCAYTaMiM A3bIKOBONA
nogaepxKr. NMNozsoHKWTEe NO HOMEePY, YKazaHHOoMY Ha obopoTe sawen naeHTUGMKauMoHHOM KapTel (HoMep
aonA Tekcr-tenedoHHeX ycTpohcte (TTY): 711).

Geb Acht: Wann du Deitsch schwetzscht, kannscht du en Dolmetscher griege, un iss die Hilf Koschdefrei.
Kannscht du die Mummer an deinre 1D Kard dahinner uffrufe (TTY: 711).

& g0 & ALEStAl=Es 2582 f5 52 S9o| HESEuUHohIiDZFi=E Sidd| Rl HE=
HlESstAE A2 (TTY: 711).

ATTENZIOME: se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito.
Contatti il numero riportato sul retro della sua carta didentita (TTY: 711).
Jas) Sl ea A8 RIS 0 e pall A8 NG (el 1 AalSe Aatiaall SaU 8 A5 gleall aland SligE cd el AR Caasds cmais 151 ra
A711 1G5kl s padl Sy s (5 53] T

ATTENTION: 5i wvous parlez francais, les services d'assistance linguistique, gratuitement, sont a votre
disposition. Appelez le numeéro au dos de votre carte didentité (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht lhnen unsere fremdsprachliche UnterstlUtzung kostenlos
zur Verfligung. Rufen Sie dazu die auf der Rluckseite lhres Versicherungsausweises (TTY: 71 1) aufgefuahrte
NMurmmer an.

allet 24Ul ol A w2l ewst olleicl 8, dl eust AsLalcll Actadl, HEAHL dHel GUEoit B,
AL NOVH U AR el WLEIULell LIl 2UAEL oAed? U2 Slet S2 (TTY: 711).

UWAGA: Dla osab mowigcych po polsku dostepna jest bezpltatna pomoc jezykowa. Zadzwon pod numer
podany na odwrocie karty ubezpieczenia zdrowotnego (TTY¥: 711).

ATTENTIOM: Si c’est créole que vous connaissez, il ¥ a un certain service de langues gui est gratis et
disponible pour vous-méme. Composez le numéro qui est au dos de votre carte didentité. (TTY: 711).

mMIohol 2 iinnagaSunty manign mNwaimnashAagdswigamaniduomog g sionags
ithwananig 1 yvgiadgighinusinmmsisiitighmMa g GTU S TU RSO AEA (TTY: 711) 4

ATEMCAO: Se a sua lingua é o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para o
ndmero no verso da sua identidade (TTY: 711).

ATEMNSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika.
Tawagan ang numera sa likod ng ivong ID card (TTY: 711).

FE: BEFESEOHNESEEOFBIESE I/ AR A -U— XA EEH Tco®AnEEidEd.ID H— FoEICES
BTN TS BSICEESEELSOIFIEEL(TTY: 711).
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BAA AKONINIZIN: Diné k'ehgo yanitti'go. language assistance services, &i t'ada nik'eh, bee
Nikd a'doowaot, i bee Nnda ' ahadt'i’. 1D bee néehdzingo nanitinigii bine"déeae” (TTY: 711) ji'
hodiilnih.
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