‘pantasal siybu (je ‘dnois sousbay 8yl '0l0Z ©

UOIIRIDOSSY PI2IUS aNn|g pue SSoJD an|g ay) JO 99suad|] Juspuadapul ue s
uobalQ Jo pjaIysan|g ssoiDang aousbay

0UIZY A

'9/qionpep Aousbisws [9ADJ) ublaio) 91040d3S S,un|d Sy SpNjOUI JOU OP NG ‘g 1D PUD Y/ 1UD J10) S9|GII2NPIP SID2IP3N U]
apnjou| sasuadxa asay ] Adjjod ayr Aq piod oG AjlpuIpIO PINOM 1DY] SSSUSUXS 91D 3|GIIINPSP SIY} J0) SOSUSUXS 19X20d-JO-INO ‘000'T$ POSIXD
SaSUaUX 19420d~0-1n0 [1un ulbaq 10U [iIM [ pub o supid a/qionpap ybiy wo.y syyausg 8|qionpap JpaA 1ppusipd 00O‘Z$ P PIPd SDY SUO 19YD
[ pUD o SUD|H SD Sljauaq awns ayl And supid ajqnonpsp ybiy asay | (9/gnanpag YbiH- ub|jd 19440 10U S90P NG 3)qanPaq YbiH-+ Ub|d SI9}j0

uobaliQ JO pjalyseng ssoiDanig oousbay) T uoyd a/qnanpap ybiy b pub 4 upid 8jqioNPap ybiy D PP UOHAO UD SADY OSID [ PUD o SUD|J,

1eaA yoea poo|q Jo swuid 981yl 18114
"S92IAISS Jualjedino jeydsoy 4oy sjuswAedod Jo (sasuadxa panoidde-aiedipalp a8yl JO %07 Aljelausb) aoueinsulod g 1ed
‘PuS SujoUSQ BIRDIPSIA Jale SAep |euolIppe GOE J0) 86RISA0D Sn|d 82URINSUI0D Y 1ed

-V sue|d Jo4

2JedIpaN SIRDIPaIN
AQ palanod AQ palanod
1ON aleD 1ON aleD
DANUDAIH SAUDASIH
Alanooay Aonooay Alonooay Alanooay
SUWOH-IV SUWOH-IY SWOH-IVY SWOH-IV
Aousbliawg Aousbiawg Aousbiawg Aousbiswg Aousabliawg Aouabiswg Aousbiswg Aousabliswg
|oAel] ublalo4 | [aAel] uBleio | [oAel] UBBIOH | [9ARIL UBISIoH | |9ARIL UBISIOH | [9ARI| UBIBI0 | |9ARI| UBialo4 | |9Ael] ublaio4
(%001) (%001) (%08) (%001)
$saox3 g Ued $S90X3 g Ued SSo0Xg g Ued |  SS92x3 g ued
||gnonpag ||gqnonpagd ||gionpagd
gued g 1ed dued
||gnonpag a|qnonpag ||gnonpag a|qnonpag ||gnonpag a|gnonpag ||qnonpad 3|qnonpaQ | s|qronpad
V Hed Vv Hed V Hed V Led V Hed V Hed V Hed V Hed Vv Hed
aoUuRINSUI0D 2ouRINSUIOD) | 92UBINSUIOD 9oURINSUI0D 9OURINSUIOD | &dURINSUIOD 2ouRINSUI0D) 92URINSUI0D
Aljioe4 Aujioe4 Aljioe4 Aujioe4 Ajjioe- Aujioed Ajjioe- Aujioe4
BuisinN paIMs | BuisinN paiMs | BuisinN pajiiXs | BuisinN palivS | BuisinN pa(inS | BuisinN paIMS | BuisinN pa|IMS | BuisinnN pajiis
sljsueg | syjsusg
syjousgolseg | sueuagolseg | sipuagolseqg | suousagolseg | suousgolseg | sujouagolseg | sujouagolseg | Slausag olseg olseq olseg

:poo|g

'Sasuadx3 [eoIpaN

:uonezijenudsoH
‘S1I43N38 JIsvdg
‘sueld [|e 1noge s|Ie1ep 104 SUOIDaS 8BRISA0D) JO SBUIINQ 995 'S pue a|gnonpaq ubiH-4 ‘4 ‘3 ‘q ‘D ‘v sue|d
apn|oul pue mojaq Heyd ayl ul papeys ale uobalQ 0 plalysan|g ssolnan|g aoduabay Ag palajjo suejd ay| "91e1S INo Ul d|ge|ieAe aq jou Aew sueld
BWOS 'V, Ue|d a|gejieae axew isnw Auedwod AlaAg "sue|d Juswa|ddns aiedIps|A PJepURLS U1 JO YOBa Ul papn|dul Slijauad ay) Moys sueyd asay |

9 ue|d pue 3|qnonpaq YbiH-4 ueld ‘4 ueld ‘3 ueld ‘q ueld ‘D ueld ‘v ue|d uojuedwo)
abeiano) (debipa) yuswajddng ai1ed1pap Jo dUIINQO LLOZ—U0bB31Q JO p|aIysan|g ssoi1Han|g aouabay

04151rep03141/11-10



OUIZIY (@)

'suondadxa pue sjie1ap Jo) 8beISA0D) JO SBUINNQ 995

“UONDUI 1O IDBA Y2DD SSDIIDUI [[IM JILWI| [DNUUD 19X4200-JO-1N0 S [ 4.k
'sob.uDYD $So2x3 bulADd 10) 9/qISUOdSS. 8q [IIM NOA ,SabInYD SS9IXF, P3P
‘S)UNOWD PaA0IAAD-21D2IPSN POBIXS 1DY] ISPINCIC JNOA WOl SObIDYD opnjoul |ON SS0P JWil [DNUUD 19X420d-J0-1N0 9y | 103A IDPUSIDD
Y] JO 1S8J Y] 10J SO|qQIIDNPSL PUD ‘DIOUDINSUIOD ‘SJUSWADAOD 2102IPSN 3yl JO %00 SAPd un|d ay) ‘Uwi jpnuuD Yl Ya03J NOA 32U

T — W/ SUD|4 UDY] S92INISS pUD SWd}l 10) BUlIDYS-1SOD JUSIBYIP 10 SPINCIA T PUD Y SUD|d

«+<}IWI| [ENUUR 18%20d-J0-IN0 OLE'C$ «lIWI| [ENUUR 19%20d-J0-IN0 0Z9'1'$
aJ1edipaN Ag
P3IBA0D | ON 248D SAUBASIY
AI9N0D8Y SWOH-Y
Aouabiawg |aAel| ubialo
(%001) S$99%3 g Hed
S|gRonpag g ved
31g11oNpaQ v Ued %S/L 3|gnonpag v Ued %09 9|gnonpaQg Vv Hed
aoueINsuloD) AlljioeH BuisinN PalIMS %S/ aoueInsuloD AlljioeH buisinN pPalIMS %0S 2oUueRINSUIOD BuISINN P3IIMS
SERIISELS S92IAIDG
SAIUBABIH g 1ed 10} 92UrINSUIOD) %00L SAIUBABIH g 1ed 10} 92UrINSUIOD) %00l
2oueINsSuUI0D) |eNdsoH g ued %S/ ao3ueRINSUIOD g Ued %0S
o1dsoH Buipnjoul a221dsoH bBuipnppul
‘9oURINSUIOD) V Hed 1OY10 %S/ ‘92URINSUIOD) V LB 18U10 %05
pu3 sujousg pud sujasusg
2JIeDIPOIN Jaye sAep ggg 1o) abeianod snid 21eDIp3aIA Jo1e sAep Gog 10} abelanod snid
2oURINSUI0D) UonezZIeldsoH v Ued 40 %00l 2dUueINSUI0D) uonez|elndsoH v Ued Jo %00l sujauag olseq

‘S|9AD] JUDIDYIP 1€ S| SHYaUd( diseq ay) Joj Bulieys
1502 ‘1nq (poojq jo sjuid 931y} 1s41} 9Y} 190D },uop Aay) 1dadxd) -y sue|d se sa2IAIDS Jejiwis dpN|oul ] pue )| sue|d 10} s}iyduag diseg
Z ©bed — abeiano) (debipay) uswajddng asedipajp Jo aUipnO

uobalQ JO p|eIysan|g ssolHan|g aduabay

|


r103617
Cross-Out


Premium Information

Rates effective Jan. 1, 2011
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Companion Plan

Plan A $170 $183 $220 $230 $240
Plan C $189 $203 $244 $257 $267
Plan D $173 $189 $225 $237 $248
Plan E $179 $193 $230 $242 $255
Plan F $192 $208 $248 $263 $275
Plan F-High Deductible | $62 $67 $80 $84 $88
Plan G $174 $189 $226 $238 $249

You can choose one of these two payment methods (check which method you
prefer on your application):

1. Automatic Bank Withdrawal — You can pay monthly by automatic withdrawal from
your bank account. If you choose this method, follow the instructions on the
application. We will send you a reminder before the first bank withdrawal is made.

2. Direct Billing — You can pay monthly or quarterly.

Regardless of which payment method you choose, SEND NO MONEY AT THIS
TIME. We will bill you for the premium.

Premium Information
We, Regence BlueCross BlueShield of Oregon, can only raise your premium if we
raise the premium for all policies like yours in this state.
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General Information

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 health care service contractor.

Right To Return Policy

If you find that you are not satisfied with your policy, you may return it to PO Box 1271,
Portland, Oregon 97207-1271. 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.
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Policy Replacement
If you are replacing another health insurance policy, do NOT cancel it until you have
actually received your new policy and are sure you want to keep it.

Notice
This policy may not fully cover all of your medical costs.

Neither Regence BlueCross BlueShield of Oregon 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 and You” booklet, produced
by the federal government for more details: www.medicare.gov/spotlights.
asp#medicare2008.

Complete Answers Are Very Important

When you fill out the application for the new policy, be sure to answer truthfully and
completely 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.

Quick Reference Guide to This Outline
The description of each plan can be found on the page numbers indicated below.

Plan A ... .. 5-6
PlanC ... ... 7-9
PlanD ........ ... .. ... .. .. .. .... 9-12
PlanE............. ... ... ... ... 12-15
PlanF.. ... ... .. ... ... 15-17
Plan F-High Deductible . .............. 18-20
Plan G. ... ... 21-23
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Plan A

Services

Medicare Pays

Plan A Pays

You Pay

Medicare (Part A) — Hospital Services — Per Benefit Period

Hospitalization*

Semi-private room & board, general nursing and miscellaneous services and supplies

First 60 days All but $1,132 $0 $1132
(Part A deductible)
61st thru 90th day All but $283 a day $283 a day $0
91st day and after: All but $566 a day $566 a day $0
While using 60 lifetime
reserve days
Once lifetime reserve days $0 100% of Medicare $0O*
are used: eligible expenses
Additional 365 days
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

21st thru 100th day All but $141.50 a day $0 Up to $141.50 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

Available as long as your All but very limited $0 Balance

doctor certifies you are
terminally ill and you elect to
receive these services

coinsurance for
outpatient drugs and
inpatient respite care

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

in arow.

** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in 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.

OH5+ep 03144 B
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Plan A (continued)

Services Medicare Pays Plan A Pays You Pay

Medicare (Part B) — Medical Services — Per Calendar Year

Medical Expenses—in or out of 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 $162 of Medicare- $0 $0 $162

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

approved amounts

Part B Excess Charges (above | $0 $0 All costs
Medicare-approved amounts)

Blood

First 3 pints $0 All costs $0

Next $162 of Medicare- $0 $0 $162

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

approved amounts

Clinical Laboratory Services

Blood tests for 100% $0 $0

diagnostic services

Medicare (Parts A & B)

Home Health Care — Medicare-approved services

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

Durable medical equipment:

First $162 of Medicare- $0 $0 $162
approved amounts*® (Part B deductible)
Remainder of Medicare- 80% 20% $0

approved amounts

*Once you have been billed $162 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.
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Plan C

Services

Medicare Pays

Plan C Pays

You Pay

Medicare (Part A) — Hospital Services — Per Benefit Period

Hospitalization*

Semi-private room & board, general nursing and miscellaneous services and supplies

First 60 days All but $1132 $1132 (Part A deductible) | $0

61st thru 90th day All but $283 a day $283 a day $0

91st day and after: All but $566 a day $566 a day $0
While using 60 lifetime

reserve days

Once lifetime reserve days $0 100% of Medicare $0*
are used: eligible expenses

Additional 365 days

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

21st thru 100th day All but $141.50 a day Up to $141.50 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

Available as long as your $0 Balance

doctor certifies you are
terminally ill

and you elect to receive
these services

All but very limited
coinsurance for
outpatient drugs and
inpatient respite care

* 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

inarow.

** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in 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 (continued)

Services

Medicare Pays

Plan C Pays

You Pay

Medicare (Part B) — Medical Services — Per Calendar Year

Medical Expenses—in or out of 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 $162 of Medicare- $0 $162 $0
approved amounts* (Part B deductible)
Remainder of Medicare- Generally 80% Generally 20% $0
approved amounts

Part B Excess Charges (above | $0 $0 All costs
Medicare-approved amounts)

Blood

First 3 pints $0 All costs $0
Next $162 of Medicare- $0 $162 $0
approved amounts* (Part B deductible)
Remainder of Medicare- 80% 20% $0
approved amounts

Clinical Laboratory Services

Blood tests for 100% $0 $0
diagnostic services

Medicare (Parts A & B)

Home Health Care — Medicare-approved services

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

medical supplies

Durable medical equipment:

First $162 of Medicare- $0 $162 $0
approved amounts* (Part B deductible)
Remainder of Medicare- 80% 20% $0

approved amounts

* Once you have been billed $162 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.
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Plan C (continued)

Services

Medicare Pays

Plan C Pays

You Pay

Other Benefits Not Covered by Medicare

Foreign Travel

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 lifetime 20% and amounts

maximum benefit of
$50,000

over the $50,000
lifetime maximum

Plan D

Services

Medicare Pays

Plan D Pays

You Pay

Medicare (Part A) — Hospital Services — Per Benefit Period

Hospitalization*

Semi-private room & board, general nursing and miscellaneous services and supplies

First 60 days All but $1132 $1132 $0
(Part A deductible)
61st thru 90th day All but $283 a day $283 a day $0
91st day and after: All but $566 a day $566 a day $0
While using 60 lifetime
reserve days
Once lifetime reserve days $0 100% of Medicare $0*
are used: eligible expenses
Additional 365 days
Beyond the additional $0 $0 All costs

365 days

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

in arow.

** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in 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.

OH5T+ep 03144 9
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Plan D (continued)

Services

Medicare Pays

Plan D Pays

You Pay

Medicare (Part A) — Hospital Services — Per Benefit Period (continued)

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.

doctor certifies you are
terminally ill

and you elect to receive
these services

coinsurance for
outpatient drugs and
inpatient respite care

First 20 days All approved amounts | $0 $0

27st thru 100th day All but $141.50 a day Up to $141.50 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

Available as long as your All but very limited $0 Balance

Medicare (Part B) — Medical Services — Per Calendar Year

Medical Expenses—in or out of 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 $162 of Medicare-
approved amounts**

$0

$0

$162
(Part B deductible)

Remainder of Medicare-
approved amounts

Generally 80%

Generally 20%

$0

Part B Excess Charges (above
Medicare-approved amounts)

$0

$0

All costs

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

in arow.

** Once you have been billed $162 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.
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Plan D (continued)

Services Medicare Pays Plan D Pays You Pay
Medicare (Part B) — Medical Services — Per Calendar Year (continued)

Blood

First 3 pints $0 All Costs $0

Next $162 of Medicare- $0 $0 $162

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

approved amounts

Clinical Laboratory Services

Blood tests for 100% $0 $0

diagnostic services

Medicare (Parts A & B)

Home Health Care — Medicare-approved services

Medically necessary 100% $0 $0

skilled care services and

medical supplies

Durable medical equipment:

First $162 of Medicare- $0 $0 $162

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

approved amounts

At-Home Recovery Service — Not covered by Medicare
Home care certified by your doctor, for personal care during recovery from an injury or sickness for which
Medicare-approved a Home Care Treatment Plan.

Benefit for each visit $0 Actual charges to Balance
$40 a visit

Number of visits covered $0 Up to the number of Balance

(must be received within Medicare-approved

8 weeks of last Medicare- visits, not to exceed

approved visit) 7 each week

Calendar year maximum $0 $1,600 Balance

* Once you have been billed $162 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.

045 +ep03141 1



r103617
Cross-Out


Plan D (continued)

Services Medicare Pays Plan D Pays You Pay

Other Benefits Not Covered by Medicare

Foreign Travel
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 lifetime 20% and amounts
maximum benefit of over the $50,000
$50,000 lifetime maximum

Plan E

Services Medicare Pays Plan E Pays You Pay

Medicare (Part A) — Hospital Services — Per Benefit Period

Hospitalization*
Semi-private room & board, general nursing and miscellaneous services and supplies

First 60 days All but $1,132 $1132 $0
(Part A deductible)

61st thru 90th day All but $283 a day $283 a day $0

91st day and after: All but $566 a day $566 a day $0

While using 60 lifetime
reserve days

Once lifetime reserve days $0 100% of Medicare $0*
are used: eligible expenses
Additional 365 days

Beyond the additional $0 $0 All costs
365 days

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

** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in 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 E (continued)

Services

Medicare Pays

Plan E Pays

You Pay

Medicare (Part A) — Hospital Services — Per Benefit Period (continued)

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

21st thru 100th day All but $141.50 a day Up to $141.50 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

Available as long as your All but very limited $0 Balance

doctor certifies you are
terminally ill

and you elect to receive
these services

coinsurance for
outpatient drugs and
inpatient respite care

Medicare (Part B) — Medical Services — Per Calendar Year

Medical Expenses—in or out of 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 $162 of Medicare- $0 $0 $162

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

approved amounts

Part B Excess Charges (above | $0 $0 All costs

Medicare-approved amounts)

* 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

inarow.

**Once you have been billed $162 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.
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Plan E (continued)

Services Medicare Pays Plan E Pays You Pay

Medicare (Part B) — Medical Services — Per Calendar Year (continued)

Blood

First 3 pints $0 All Costs $0

Next $162 of Medicare- $0 $0 $162

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

approved amounts

Clinical Laboratory Services

Blood tests for 100% $0 $0
diagnostic services

Medicare (Parts A & B)

Home Health Care — Medicare-approved services

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

Durable medical equipment:

First $162 of Medicare- $0 $0 $162
approved amounts* (Part B deductible)
Remainder of Medicare- 80% 20% $0

approved amounts

Other Benefits Not Covered by Medicare

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

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

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

* Once you have been billed $162 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.
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Plan E (continued)

Services

Medicare Pays

Plan E Pays

You Pay

Other Benefits Not Covered by Medicare (continued)

Preventive Medical Care Benefit***
Some annual physical and preventive tests and services such as: digital rectal exam, hearing screening,
dipstick urinalysis, diabetes screening, thyroid function test, influenza shot, tetanus and diphtheria booster
and education, administered or ordered by your doctor when not covered by Medicare

First $120 each calendar year |$0 $120 $0
Additional charges $0 $0 All costs
Plan F

Services Medicare Pays Plan F Pays You Pay

Medicare (Part A) — Hospital Services — Per Benefit Period

Hospitalization*

Semi-private room & board, general nursing and miscellaneous services and supplies

First 60 days All but $1132 $1132 $0
(Part A deductible)

61st thru 90th day All but $283 a day $283 a day $0

91st day and after: All but $566 a day $566 a day $0

While using 60 lifetime

reserve days

Once lifetime reserve days $0 100% of Medicare $0O*

are used: eligible expenses

Additional 365 days

Beyond the additional $0 $0 All costs

365 days

*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.

** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in 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.

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

People with Medicare.”

04151 +ep03141 15



r103617
Cross-Out


Plan F (continued)

Services

Medicare Pays

Plan F Pays

You Pay

Medicare (Part A) — Hospital Services — Per Benefit Period (continued)

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.

doctor certifies you are
terminally ill

and you elect to receive
these services

coinsurance for
outpatient drugs and
inpatient respite care

First 20 days All approved amounts | $0 $0

21st thru 100th day All but $141.50 a day Up to $141.50 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

Available as long as your All but very limited $0 Balance

Medicare (Part B) — Medical Services — Per Calendar Year

Medical Expenses—in or out of 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.

Medicare-approved amounts)

First $162 of Medicare- $0 $162 $0
approved amounts** (Part B deductible)
Remainder of Medicare- Generally 80% Generally 20% $0
approved amounts

Part B Excess Charges (above | $0 100% $0

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

in arow.

**Once you have been billed $162 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.
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Plan F (continued)

Services Medicare Pays Plan F Pays You Pay
Medicare (Part B) — Medical Services — Per Calendar Year (continued)

Blood

First 3 pints $0 All Costs $0
Next $162 of Medicare- $0 $162 $0
approved amounts*® (Part B deductible)
Remainder of Medicare- 80% 20% $0
approved amounts

Clinical Laboratory Services

Blood tests for 100% $0 $0
diagnostic services

Medicare (Parts A & B)

Home Health Care — Medicare-approved services

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

medical supplies

Durable medical equipment:

First $162 of Medicare- $0 $162 $0
approved amounts* (Part B deductible)
Remainder of Medicare- 80% 20% $0

approved amounts

Other Benefits Not Covered by Medicare

Foreign Travel

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

the USA

First $250 each $0 $0 $250

calendar year

Remainder of charges $0 80% to lifetime 20% and amounts

maximum benefit of
$50,000

over the $50,000
lifetime maximum

* Once you have been billed $162 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.
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Plan F — High Deductible

After You Pa o

$2,000 Deductible* IMAdditionto
Services Medicare Pays ’ ; $2,000 Deductible

Plan F-High You Pa

Deductible Pays y

Medicare (Part A) — Hospital Services — Per Benefit Period

Hospitalization*
Semi-private room & board, general nursing and miscellaneous services and supplies

First 60 days All but $1132 $1132 (Part A deductible) | $0
61st thru 90th day All but $283 a day $283 a day $0
91st day and after: All but $566 a day $566 a day $0

While using 60 lifetime
reserve days

Once lifetime reserve days $0 100% of Medicare $0**
are used: eligible expenses
Additional 365 days

Beyond the additional $0 $0 All costs
365 days

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

21st thru 100th day All but $141.50 a day Up to $141.50 a day $0

101st day and after $0 $0 All costs
Blood

First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0

A Plan F-High Deductible pays the same or offers the same benefits as Plan F, after one has paid a calendar
year deductible $2,000. Benefits from Plan F-High Deductible will not begin until out-of-pocket expenses
are $2,000. 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.

* A benefit period begins on the first day you receive services 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.

** 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.

18 o415t rep 03It


r103617
Cross-Out


Plan F — High Deductible (continued)

doctor certifies you are
terminally ill

and you elect to receive
these services

coinsurance for
outpatient drugs and
inpatient respite care

gt gor;);::xctible‘ In Addition to
Services Medicare Pays ’ ; $2,000 Deductible*
Plan F-High You Pa
Deductible Pays y
Medicare (Part A) — Medical Services — Per Calendar Year
Hospice Care
Available as long as your All but very limited $0 Balance

Medicare (Part B) — Medical Services — Per Calendar Year

Medical Expenses—in or out of 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.

diagnostic services

First $162 of Medicare- $0 $162 $0
approved amounts* (Part B 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 $162 of Medicare- $0 $162 (Part B deductible) | $0
approved amounts®

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

Clinical Laboratory Services

Blood tests for 100% $0 $0

A Plan F-High Deductible pays the same or offers the same benefits as Plan F, after one has paid a
calendar year deductible $2,000. Benefits from Plan F-High Deductible will not begin until out-of-pocket
expenses are $2,000. 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.

* Once you have been billed $162 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.
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Plan F — High Deductible (continued)

approved amounts

After You Pa -
$2,000 Deductiblet "M Addition to

Services Medicare Pays ’ ) $2,000 Deductible*
Plan F-High You Pa
Deductible Pays y

Medicare (Part A & B)

Home Health Care — Medicare-approved services

Medically necessary 100% $0 $0

skilled care services and

medical supplies

Durable medical equipment:

First $162 of Medicare- $0 $162 $0

approved amounts*® (Part B deductible)

Remainder of Medicare- 80% 20% $0

Other Benefits Not Covered by Medicare

Foreign Travel

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

maximum benefit of
$50,000

the USA

First $250 each $0 $0 $250

calendar year

Remainder of charges $0 80% to lifetime 20% and amounts

over the $50,000
lifetime maximum

A Plan F-High Deductible pays the same or offers the same benefits as Plan F, after one has paid a
calendar year deductible $2,000. Benefits from Plan F-High Deductible will not begin until out-of-pocket
expenses are $2,000. 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.

* Once you have been billed $162 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.
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Plan G

Services

Medicare Pays

Plan G Pays

You Pay

Medicare (Part A) — Hospital Services — Per Benefit Period

Hospitalization*

Semi-private room & board, general nursing and miscellaneous services and supplies

First 60 days All but $1,132 $1132 $0
(Part A deductible)
61st thru 90th day All but $283 a day $283 a day $0
91st day and after: All but $566 a day $566 a day $0
While using 60 lifetime
reserve days
Once lifetime reserve days $0 100% of Medicare $O*
are used: eligible expenses
Additional 365 days
Beyond the additional $0 $0 All costs

365 days

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

21st thru 100th day All but $141.50 a day Up to $141.50 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

Available as long as your All but very limited $0 Balance

doctor certifies you are
terminally ill and you elect to
receive these services

coinsurance for
outpatient drugs and
inpatient respite care

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

in arow.

** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in 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 (continued)

Services Medicare Pays Plan G Pays You Pay

Medicare (Part B) — Medical Services — Per Calendar Year

Medical Expenses—in or out of 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 $162 of Medicare- $0 $0 $162

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

approved amounts

Part B Excess Charges (above | $0 80% 20%
Medicare-approved amounts)

Blood

First 3 pints $0 All costs $0

Next $162 of Medicare- $0 $0 $162

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

approved amounts

Clinical Laboratory Services

Blood tests for 100% $0 $0
diagnostic services

Medicare (Parts A & B)

Home Health Care — Medicare-approved services

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

Durable medical equipment:

First $162 of Medicare- $0 $0 $162
approved amounts* (Part B deductible)
Remainder of Medicare- 80% 20% $0

approved amounts

* Once you have been billed $162 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.
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Plan G (continued)

Services

Medicare Pays

Plan G Pays

You Pay

Medicare (Parts A & B) (continued)

At-Home Recovery Service — Not covered by Medicare
Home care certified by your doctor, for personal care during recovery from an injury or sickness for which
Medicare approved a Home Care Treatment Plan.

Benefit for each visit $0 Actual charges to Balance
$40 a visit

Number of visits covered $0 Up to the number of Balance

(must be received within Medicare approved

8 weeks of last Medicare visits, not to exceed

approved visit) 7 each week

Calendar year maximum $0 $1,600 Balance

Other Benefits Not Covered by Medicare

Foreign Travel

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

the USA

First $250 each $0 $0 $250

calendar year

Remainder of charges $0 80% to lifetime 20% and amounts

maximum benefit of
$50,000

over the $50,000
lifetime maximum
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Regence

PO Box 1271
Portland, Oregon 97207-1271
1-888-REGENCE (1-888-734-3623)

www.regence.com/medicare
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