NOTICE: Read this outline of coverage carefully. It is not identical to the outline of coverage provided
upon application and the coverage originally applied for has not been issued.

Outline of Medicare Supplement Coverage PREMERA |
By Reason of Age — Cover Page:
Benefit Plans A, F, G, and N

An Independent Licensee of the Blue Cross Blue Shield Association

See Outlines of Coverage sections for details about all plans. This chart shows the benefits
included in each of the standard Medicare supplement plans. Some plans may not be available in your
state. Only applicants first eligible for Medicare before 2020 may purchase Plans C, F and high
deductible F.

Plans offered by Premera Blue Cross Blue Shield of Alaska (Premera) are highlighted below.

Medicare
Benefits Plans Available to All Applicants el;le?%brf
2020

c [
Medicare Part A coinsurance | X X X X X X X X X X
and Hospital coverage (up to
an additional 365 days after
Medicare benefits are used
up)
Medicare Part B coinsurance | X X X X 50% 75% X X X X
or copayment copays

apply

Blood (first three pints) X X X X 50% 75% X X X X
Part A hospice care X X X X 50% 75% X X X X
coinsurance or copayment
Skilled nursing facility X X 50% 75% X X X X
coinsurance
Medicare Part A deductible X X X 50% 75% | 50% X X X
Medicare Part B deductible X X
Medicare Part B excess X X
charges
Foreign travel emergency X X X X X X
(up to plan limits)
Out-of-pocket limit $8,000 | $4,000

*Plan F and G also have a high deductible option which require first paying a plan deductible of
$2,950 before the plan begins to pay. Once the plan deductible is met, the plan pays 100% of
covered services for the rest of the calendar year. High deductible plan G does not cover the
Medicare Part B deductible. However, high deductible F and G count your payment of the Medicare
Part B deductible toward meeting the plan deductible.

**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.

“**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.
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SUBSCRIPTION CHARGES AND PAYMENT INFORMATION

SUBSCRIPTION CHARGE INFORMATION
We (Premera) can only raise your subscription charges if we raise the subscription charges for all
contracts like yours in this state.

We base your subscription charge rate on your age as of April 1. For instance, if you are already 66 on
April 1, 2026, we will charge you the rate for a subscriber who is age 66. If, on April 1, 2026, you have
not turned 66 yet, we will charge you the rate for a subscriber who is age 65.

PAYMENT MODE OPTIONS

Monthly payment by Automatic Funds Transfer (AFT). Rates shown reflect a $5 monthly discount for
AFT payments compared to the Paper Bill Option.

OR
If you prefer us to bill you, Premera will send you a paper bill in the mail each month.

Monthly Subscription Charges Per Person

Plan A, F, G and N - Effective 4/1/2025-3/31/2026

Plan A Plan F Plan G Plan N
ﬁ?ﬁzosn AFT Paper |AFT Paper |AFT Paper |AFT Paper
65 $180 $185 $257 $262 $172 $177  [$189 $194
66 $180 $185 $257 $262 $180 $185 [$189 $194
67 $180 $185 $257 $262 $193 $198 ($189 $194
68 $180 $185 $257 $262 $206 $211  [$189 $194
69 $180 $185 $257 $262 $232 $237 (%189 $194
70-74 $218 $223 $314 $319 $246 $251 (%228 $233
75+ $271 $276 $391 $396 $327 $332 (%286 $291

Plan A, F, G and N - Effective 4/1/2026-3/31/2027

Plan A Plan F Plan G Plan N
ﬁ?‘ﬁ;sn AFT Paper |AFT Paper |AFT Paper |AFT Paper
65 $201 $206 $287 $292 $192 $197  [$211 $216
66 $201 $206 $287 $292 $201 $206 [$211 $216
67 $201 $206 $287 $292 $216 $221  [$211 $216
68 $201 $206 $287 $292 $230 $235 [$211 $216
69 $201 $206 $287 $292 $259 $264 |$211 $216
70-74 $244 $249 $351 $356 $275 $280 [$255 $260
75+ $303 $308 $437 $442 $365 $370 [$319 $324




Plan G High Deductible (HD), Plan F High Deductible (HD) — Effective 4/1/2025-3/31/2026

*Plan GHD *Plan F HD
':?,Ie/; 5" AFT Paper |AFT Paper

65 $59 $64 $89 $94
66 $63 $68 $89 $94
67 $65 $70 $89 $94
68 $69 $74 $89 $94
69 $73 $78 $89 $94
70-74 $84 $89 $110 $115
75+ $107 $112 $138 $143

*As of 4/1/2024 closed to new sales

Plan G High Deductible (HD), Plan F High Deductible (HD) — Effective 4/1/2026-3/31/2027

*Plan GHD *Plan F HD
ﬁ?ﬁ;an AFT Paper |AFT Paper

65 $73 $78 $109 $114
66 $77 $82 $109 $114
67 $80 $85 $109 $114
68 $85 $90 $109 $114
69 $90 $95 $109 $114
70-74 $103 $108 $135 $140
75+ $131 $136 $169 $174

*As of 4/1/2024 closed to new sales




DISCLOSURES

Use this outline to compare benefits and subscription charges among contracts.

READ YOUR CONTRACT VERY CAREFULLY

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

RIGHT TO RETURN CONTRACT

If you find that you are not satisfied with your contract, you may return it to PO Box 327, MS 295, Seattle,
WA 98111. If you send the contract back to us within 30 days after you receive it, we will treat the contract
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 your existing policy until you have
actually received your new contract and are sure you want to keep it.

NOTICE

This contract may not fully cover all of your medical costs. Neither Premera nor its producers 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 Medicare and You for more details.

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 A PAYS

YOU PAY

HOSPITALIZATION*
Semi-private room and board, general nursing and miscellaneous services and supplies
_ $1,736
First 60 days All but $1,736 $0 (Part A Deductible)
615t through 90" day All but $434 a day $434 a day $0
91st day and after:
(while using 60 lifetime reserve days) | All but $868 a day $868 a day $0
Once lifetime reserve days are used: 100% of Medicare o
e Additional 365 days $0 eligible expenses $0
e 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.

All approved

outpatient drugs
and inpatient
respite care

coinsurance

First 20 days amounts $0 $0
Allbut $217 a Upto $217 a
t th
21st through 100t day day $0 day
101t 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
requirements, including a doctor's copayment / Medicare
certification of terminal iliness. coinsurance for
copayment/ $0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the carrier 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 plan’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.




PLAN A (continued):

(&)

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

*Once you have been billed $283 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

PLAN A PAYS

YOU PAY

MEDICAL EXPENSES

PAYS

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 $283 of Medicare approved $0 $0 $283

amounts* (Part B Deductible)

5:1?3'1?2 er of Medicare approved Generally 80% Generally 20% $0

Part B Excess Charges

(above Medicare approved amounts) $0 $0 All costs
BLOOD

First 3 pints $0 All costs $0

Next $283 of Medicare approved $0 $0 $283

amounts* (Part B Deductible)

Remainder of Medicare approved

amounts 80% 20% $0
CLINICAL LABORATORY SERVICES

Tests for diagnostic services 100% $0 $0

MEDICARE (PARTS A & B)

SERVICES

MEDICARE
PAYS

PLAN A PAYS

YOU PAY

HOME HEALTH CARE - Medicare-approved services

Medically Necessary Skilled Care

amounts

Services and Medical Supplies 100% $0 $0
Durable Medical Equipment
First $283 of Medicare approved $0 $0 $283
amounts* (Part B Deductible)
Remainder of Medicare approved 80% 20% $0




PLAN F:

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

(P

*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 F PAYS

YOU PAY

HOSPITALIZATION*
Semi-private room and board, general nursing and miscellaneous services and supplies
. $1,736

First 60 days All but $1,736 | (Part A Deductible) $0
615t through 90" day All but $434 a day $434 a day $0
91st day and after:
(while using 60 lifetime reserve days) | All but $868 a day $868 a day $0
Once lifetime reserve days are used: 100% of Medicare e
e Additional 365 days $0 eligible expenses $0
e 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.

All approved

outpatient drugs
and inpatient
respite care

coinsurance

First 20 days Amounts $0 $0
Allbut $217 a Upto $217 a
t th
21st through 100t day day day $0
101t 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
requirements, including a doctor's copayment / Medicare
certification of terminal iliness. coinsurance for
copayment/ $0

***NOTICE: When your Medicare Part A hospital benefits are exhausted, the carrier 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 plan’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.




PLAN F (continued):

®

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

* Once you have been billed $283 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

PLAN F PAYS

YOU PAY

MEDICAL EXPENSES

PAYS

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 $283 of Medicare approved

$283

amounts* $0 (Part B Deductible) $0

s:ilrgli;?g er of Medicare approved 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 $283 of Medicare approved $0 $283 $0

amounts® (Part B Deductible)

aRria]r(;\Srllr’:er of Medicare approved 80% 20% $0
CLINICAL LABORATORY SERVICES

Tests for diagnostic services 100% $0 $0

MEDICARE (PARTS A & B)

SERVICES

MEDICARE
PAYS

PLAN F PAYS

YOU PAY

HOME HEALTH CARE - Medicare approved services

Medically Necessary Skilled Care

Services and Medical Supplies 100% $0 $0
Durable Medical Equipment
First $283 of Medicare approved $0 $283 $0
amounts® (Part B Deductible)
Remainder of Medicare approved
amounts 80% 20% $0




PLAN F (continued):
F OTHER BENEFITS - NOT COVERED BY MEDICARE

MEDICARE
PAYS

SERVICES

PLAN F 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
80% to a lifetime | 20% and amounts
Remainder of charges $0 maximum benefit | over the $50,000
of $50,000 lifetime maximum




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

®)

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

**This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $2,950 deductible. Benefits
from the High Deductible Plan F will not begin until out of pocket expenses are $2,950. Out-of-pocket expenses for this
deductible are expenses ordinarily paid by the plan. 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 IN ADDITION TO

MEDICARE $2,950 $2,950
SIS PAYS DEDUCTIBLE*, DEDUCTIBLE*,
PLAN F PAYS YOU PAY
HOSPITALIZATION*
Semi-private room and board, general nursing and miscellaneous services and supplies
. $1,736

First 60 days All but $1,736  |(Part A Deductible) $0

615t through 90" day All but $434 a day $434 a day $0

91st day and after:

(while using 60 lifetime reserve days) | All but $868 a day $868 a day $0

Once lifetime reserve days are used: 100% of Medicare e

e Additional 365 days $0 eligible expenses $0*

e 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.

outpatient drugs
and inpatient
respite care

coinsurance

. All approved
First 20 days amounts $0 $0
o " All but $217 Up to $217

215t through 100" day a day a day $0

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

requirements, including a doctor's copayment / Medicare

certification of terminal iliness. coinsurance for

copayment/ $0

***NOTICE: When your Medicare Part A hospital benefits are exhausted, the carrier 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 plan’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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HIGH DEDUCTIBLE PLAN F (continued):
F MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $283 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 $2,950 deductible. Benefits
from the High Deductible Plan F will not begin until out of pocket expenses are $2,950. Out-of-pocket expenses for this
deductible are expenses ordinarily paid by the plan. 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 IN ADDITION TO

MEDICARE $2,950 $2,950
1A PAYS DEDUCTIBLE**, DEDUCTIBLE**,
PLAN F 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 $283 of Medicare approved $0 $283 $0

amounts* (Part B Deductible)

Snqu‘f:tfer of Medicare approved 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 $283 of Medicare approved $0 $283 $0

amounts® (Part B Deductible)

Remainder of Medicare approved

amounts 80% 20% $0
CLINICAL LABORATORY SERVICES

Tests for diagnostic services 100% $0 $0

1"



HIGH DEDUCTIBLE PLAN F (continued):
MEDICARE (PARTS A & B)

*Once you have been billed $283 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 $2,950 deductible. Benefits
from the High Deductible Plan F will not begin until out of pocket expenses are $2,950. Out-of-pocket expenses for this
deductible are expenses ordinarily paid by the plan. 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 IN ADDITION TO

MEDICARE $2,950 $2,950
S PAYS DEDUCTIBLE**, DEDUCTIBLE**,
PLAN F PAYS YOU PAY
HOME HEALTH CARE - Medicare approved services
Medically Necessary Skilled Care
Services and Medical Supplies 100% $0 $0
Durable Medical Equipment
First $283 of Medicare approved $0 $283 (PartB $0
amounts*® Deductible)
Remainder of Medicare approved
amounts 80% 20% $0

OTHER BENEFITS - NOT COVERED BY MEDICARE

AFTER YOU PAY IN ADDITION TO
MEDICARE $2,950 $2,950

SERVICES PAYS DEDUCTIBLE**, DEDUCTIBLE*,

PLAN F 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
80% to a lifetime | 20% and amounts
Remainder of charges $0 maximum benefit | over the $50,000
of $50,000 lifetime maximum

12



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.

MEDICARE

SERVICES PAYS PLAN G PAYS YOU PAY
HOSPITALIZATION*
Semi-private room and board, general nursing and miscellaneous services and supplies
: $1,736
First 60 days All but $1,736 | (Part A Deductible) $0
615t through 90" day All but $434 a day $434 a day $0
91st day and after:
(while using 60 lifetime reserve days) | All but $868 a day $868 a day $0
Once lifetime reserve days are used: 100% of Medicare GO*+
o Additional 365 days $0 eligible expenses
e 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.

. All approved
First 20 days amounts $0 $0
Allbut $217 a Upto $217 a
t th
21st through 100t day day day $0
101t 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
requirements, including a doctor's copayment / Medicare
certification of terminal iliness. coinsurance for
. copayment/ $0
outpatient drugs :
; ) coinsurance
and inpatient
respite care

***NOTICE: When your Medicare Part A hospital benefits are exhausted, the carrier 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 plan’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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MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

@ PLAN G (continued):

* Once you have been billed $283 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 e PLAN G PAYS YOU PAY
PAYS
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 $283 of Medicare approved $283
amounts* $0 $0 (Part B
Deductible)
R i f Medi
ar‘fgfr;'t‘:er of Medicare approved Generally 80% | Generally 20% $0
Part B Excess Charges
(above Medicare approved amounts) $0 100% $0
BLOOD
First 3 pints $0 All costs $0
. $283
:ri)étuﬁf*?) of Medicare approved $0 $0 (Part B
Deductible)
Remainder of Medicare approved
amounts 80% 20% $0
CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0

MEDICARE (PARTS A & B)

MEDICARE

SERVICES PAYS PLAN G PAYS YOU PAY
HOME HEALTH CARE - Medicare approved services
Medically Necessary Skilled Care
Services and Medical Supplies 100% $0 $0
Durable Medical Equipment
First $283 of Medicare approved $0 $0 ( gg&rﬁ;
amounts* :
Deductible)
Remainder of Medicare approved
amounts 80% 20% $0

14



PLAN G (continued):
G OTHER BENEFITS - NOT COVERED BY MEDICARE

MEDICARE
PAYS

SERVICES

PLAN G 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
80% to a lifetime | 20% and amounts
Remainder of charges $0 maximum benefit | over the $50,000
of $50,000 lifetime maximum

15



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

O,

*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 G after one has paid a calendar year $2,950 deductible. Benefits
from the high deductible Plan G will not begin until out of pocket expenses are $2,950. Out-of-pocket expenses for this
deductible include expenses for the Medicare Part B deductible, and expenses ordinarily paid by the plan. This does not
include the plan’s separate foreign travel emergency deductible.

AFTER YOU PAY IN ADDITION TO

MEDICARE $2,950 $2,950
S PAYS DEDUCTIBLE,* DEDUCTIBLE,**
PLAN G PAYS YOU PAY
HOSPITALIZATION*
Semi-private room and board, general nursing and miscellaneous services and supplies
. $1,736

First 60 days All but $1,736  |(Part A Deductible) $0

615 through 90" day All but $434 a day $434 a day $0

91st day and after:

(while using 60 lifetime reserve days) | All but $868 a day $868 a day $0

Once lifetime reserve days are used: 100% of Medicare GO**

e Additional 365 days $0 eligible expenses

e 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.

outpatient drugs
and inpatient
respite care

coinsurance

. All approved
First 20 days amounts $0 $0
Allbut $217 a Upto $217 a
21%t through 100% day day ) 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 All but very limited
requirements, including a doctor's copayment / Medicare
certification of terminal iliness. coinsurance for
copayment/ $0

***NOTICE: When your Medicare Part A hospital benefits are exhausted, the carrier 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 plan’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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HIGH DEDUCTIBLE PLAN G (continued):
G MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $283 of Medicare-approved amounts for covered services (which are noted with an asterisk), your
Part B deductible will have been met for the calendar year.

**This high deductible plan pays the same benefits as Plan G after one has paid a calendar year $2,950 deductible. Benefits
from the high deductible Plan G will not begin until out of pocket expenses are $2,950. Out-of-pocket expenses for this
deductible include expenses for the Medicare Part B deductible, and expenses ordinarily paid by the plan. This does not
include the plan’s separate foreign travel emergency deductible.

AFTER YOU PAY IN ADDITION TO

MEDICARE $2,950 $2,950
1A PAYS DEDUCTIBLE,** DEDUCTIBLE,**
PLAN G PAYS YOU PAY
MEDICAL EXPENSES
In or out of the Hospital and Outpatient Hospital Treatment, such as physician's services and
supplies, physical and speech therapy, diagnostic tests, durable medical equipment.
$283
First $283 of Medicare approved $0 $0 (Unless Part B
amounts* Deductible has
been met)
aR:;FSS:\I;\S*er of Medicare approved Generally 80% Generally 20% $0
Part B Excess Charges
(above Medicare approved amounts) $0 100% $0
BLOOD
First 3 pints $0 All costs $0
$283
Next $283 of Medicare approved $0 $0 (Unless Part B
amounts* Deductible has
been met)
Remainder of Medicare approved
amounts* 80% 20% $0
CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0
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HIGH DEDUCTIBLE PLAN G (continued):
MEDICARE (PARTS A & B)

O

*Once you have been billed $283 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.

AFTER YOU PAY IN ADDITION TO

MEDICARE $2,950 $2,950
HERIEEE PAYS DEDUCTIBLE,** DEDUCTIBLE,**
PLAN G PAYS YOU PAY
HOME HEALTH CARE - Medicare approved services
Medically Necessary Skilled Care
Services and Medical Supplies 100% $0 $0
Durable Medical Equipment
$283
First $283 of Medicare approved $0 $0 (Unless Part B
amounts® Deductible has
been met)
Remainder of Medicare approved
amounts* 80% 20% $0

OTHER BENEFITS - NOT COVERED BY MEDICARE

AFTER YOU PAY IN ADDITION TO

$2,950
DEDUCTIBLE,**
PLAN G PAYS

MEDICARE
PAYS

SERVICES

$2,950
DEDUCTIBL,E**
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
80% to a lifetime | 20% and amounts
Remainder of charges $0 maximum benefit | over the $50,000
of $50,000 lifetime maximum
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PLAN N:
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

(V)

* 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 N e PLAN N PAYS YOU PAY
PAYS
HOSPITALIZATION*
Semi-private room and board, general nursing and miscellaneous services and supplies
: $1,736
First 60 days All but $1,736  |(Part A Deductible) $0
615t through 90" day All but $434 a day $434 a day $0
91st day and after:
(while using 60 lifetime reserve days) All but $868 a day $868 a day $0
Once lifetime reserve days are used: 100% of Medicare $0**
e Additional 365 days $0 eligible expenses
e 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.

. All approved
First 20 days amounts $0 $0
Allbut $217 a Upto $217 a
t th
21t through 100t day day day $0
101t 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
requirements, including a doctor's copayment / Medicare
certification of terminal iliness. coinsurance for
: copayment/ $0
outpatient drugs ;
) , coinsurance
and inpatient
respite care

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the carrier 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 plan’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 N (continued):
N MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $283 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 N 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 $283 of Medicare approved $0 $0 $283
amounts* (Part B Deductible)

Balance, other
than up to $20 per
office visit and up

Up to $20 per
office visit and up

to $50 per to $50 per
emergency room
emergency room visit. The
visit. The )
. . copayment of up to copayment c_:f up
Remainder of Medicare approved Generally 80% |$50 is waived if the .to $50is walve_d
amounts member is if the member is

admitted to any
hospital and the
emergency visit
is covered as a
Medicare Part A

admitted to any
hospital and the
emergency visitis
covered as a
Medicare Part A

expense expense
Part B Excess Charges
(above Medicare approved amounts) $0 $0 All costs
BLOOD
First 3 pints $0 All costs $0
Next $283 of Medicare approved $0 $0 $283
amounts* (Part B Deductible)
Remainder of Medicare approved
amounts 80% 20% $0
CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0
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PLAN N (continued):
N MEDICARE (PARTS A & B)
*Once you have been billed $283 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.

MEDICARE

SERVICES PAYS PLAN N PAYS YOU PAY

HOME HEALTH CARE - Medicare approved services
Medically Necessary Skilled Care
Services and Medical Supplies 100% $0 $0
Durable Medical Equipment
First $283 of Medicare approved $0 $0 $283
amounts® (Part B Deductible)
aRrirOnuarl]r::er of Medicare approved 80% 20% $0

OTHER BENEFITS - NOT COVERED BY MEDICARE

MEDICARE

PAYS PLAN N PAYS YOU PAY

SERVICES

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
80% to a lifetime | 20% and amounts
Remainder of charges $0 maximum benefit | over the $50,000
of $50,000 lifetime maximum
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Notice of availability and nondiscrimination 800-508-4722 | TTY: 711

Call for free language assistance services and appropriate auxiliary aids and services.
Tumawag para sa mga libreng serbisyo ng tulong sa wika at angkop na mga karagdagang tulong at serbisyo.
Llame para obtener servicios gratuitos de asistencia linguistica, y ayudas y servicios auxiliares apropiados.

ZFUHH & AMUlAg HEet B4 5 2 AHIAE AEOHAYAIL.
Hu thov kev pab txhais lus pub dawb thiab lwm yam khoom pab dawb thiab kev pab cuam ua tsim nyog.
3BOHUTE ANA NONyYeHMA BecnnaTHbIX YyEAYr Mo Nepesoay M APYrvMX BCNOMOraTe/IbHbIX CPeacTs W yCNyr.
W I 45 O 3% (015 5 PR ED IR 9% Rt 25 F 4 B B 48 B AR 55
MpER et B S IR IR B S W Bl e i Aot ds -
Vala‘au mo auaunaga tau fesoasoani mo gagana e leai ni totog| ma fesoasoani fa' aopo opo talafeageu ma auaunaga.
ZU)C‘MSSUT)‘)DUQ)’)‘)DQOE)C@SO‘)DM‘)&?‘) CCOE NMDVINI CCIE n‘mqoﬁ)cmchziomcmf)“:mccuuuc:ﬁﬁ)m
BHEEXEY—ERALBEUNGBEMBRRERVI—ERZBROIEEL,
Tumawag para kadagiti libre a serbisio iti tulong iti pagsasao ken dagiti nakanada nga aid ken serbisio it komunikasion.
Goi cho céc dich vy hd trgr ngdn ngir mién phi va cac hé tro va dich vu phu tro thich hop.
3BepTarTeck 33 BR3KOWTOBHOK MOBHOK NIATPMMKOK Ta BiANOBIAHMMKW AO0AATKOBMMM MOCAYTAMM.
fasonousnisthumdashunWindouanuanomiouazudnsdu q AuLE
Fordern Sie kostenlose Sprachunterstitzungsdienste und geeignete Hilfsmittel und Dienstleistungen an.
Zadzwon, aby uzyska¢ bezptatng pomoc jezykowg oraz odpowiednie wsparcie | ustugi pomocnicze.
Rele pou w jwenn sévis asistans lengwistik gratis ak ed epi sévis cksilye ki apwopriye.
Appelez pour obtenir des services gratuits d'assistance linguistique et des aides et services auxiliaires appropries.
Ligue para servigos gratuitos de assisténcia linguistica e auxiliares e servigos auxiliares adequados.
Chiama per i servizi di assistenza linguistica gratuiti e per gli ausili e | servizi ausiliari appropriati.

Aunlidl claadl] g cilae Luall g itacall Ay gall) Bae Luall cladd e Jgemall (o
B Gl ¢ i gl cilend g SIS ¢ 8L AL Sl ledd 5

Discrimination is against the law. Premera Blue Cross Blue Shield of Alaska (Premera) 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
characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex stereotypes.
Premera does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.
Premera provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large
print, audio, accessible electronic formats, other formats). Premera provides free language assistance services to people
whose primary language is not English, which may include qualified interpreters and information written in other languages.
If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact our
Cwvil Rights Coordinator. If you believe that Premera has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with: Civil Rights Coordinator —
Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, TTY: 711, Fax: 425-918-5592,

Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need
help filing a grievance, our 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 |sf, or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at http /Awww hhs goviocr/office/file/index html.

PREMERA |
An Independent Licensee of the Blue Cross Blue Shield Association
037398 (07-05-2024 037308TIFF (07-05-2024)
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