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DISCRIMINATION IS AGAINST THE LAW

Health Alliance complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability or sex. Health Alliance does not exclude people or treat
them differently because of race, color, national origin, age, disability or sex. Health Alliance:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters

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

formats)

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

o Qualified interpreters

o Information written in other languages
If you need these services, contact customer service.
If you believe that Health Alliance 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: Health
Alliance Medicare, Member Services, 3310 Fields South Drive, Champaign, IL 61822 or 411 N. Chelan,
Wenatchee, WA 98801, telephone for members in Illinois, Indiana, lowa and Ohio: (800) 965-4022;
telephone for members in Washington: (877) 750-3350 TTY: 711, fax: (217) 902-9705,
MemberServices@healthalliance.org. You can file a grievance in person or by mail, fax or email. If you
need help filing a grievance, Member Services 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, Room 509F, HHH Building, Washington, DC 20201,
(800) 368-1019, TTY: (800) 537-7697.
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ATENCION: Si habla Espaiiol, servicios de asistencia lingiiistica, de forma gratuita, estan disponibles
para usted. IA, IL, IN, OH: Llame (800) 965-4022, WA Llame: (877) 750-3350 (TTY: 711).

AE  MRFEPX, BERBRE REM, AT LUAHR. IA, IL, IN, OH: FERY
(800) 965-4022, WA: FEL (877) 750-3350 (TTY: 711),

UWAGA: Jesli mowic Polskie, ustugi pomocy jezyka, bezptatnie, sg dostepne dla Ciebie. 1A, IL, IN,
OH: Zadzwon (800) 965-4022, WA: Zadzwon (877) 750-3350 (TTY: 711).

Cha ¥: Néu ban noéi Tiéng Viét, cac dich vu hd trg ngdn ngit, mién phi, c¢6 san cho ban. IA, IL, IN, OH:
Goi (800) 965-4022, WA: Goi (877) 750-3350 (TTY: 711).

Zo| . AIOIBHR0], 2 910] XIR AMHIAS Lats B2 ALRE 2 USLICH (800) 965-4022
IA, IL, IN, OH: & 3} WA: (877) 750-3350 M 3t (TTY: 711).

BHUMAHMWE: Eciu BbI TOBOpUTE PYCCKUM, BCTABKH YCITyTH SI3BIKOBOI TTOMOIIIHN, OECTITATHO, OCTYITHBI
nust Bac. [A, IL, IN, OH: Bei3os (800) 965-4022, WA: Bei3os (877) 750-3350 (TTY: 711).

Pansin: Kung magsalita ka Tagalog, mga serbisyo ng tulong sa wika, nang walang bayad, ay magagamit
sa iyo. IA, IL, IN, OH: Tumawag (800) 965-4022, WA: Tumawag (877) 750-3350 (TTY: 711).

«(800) 965-4022 231 Sl sila 5f LLoail (5 sy Uilaa &l 5 5ia 4y galll dae Losall cilads (3 ey yal) 2S5 i€ 1) ol

(711 @l e Jailh pad) 8 4y s0a 5 aanall (o Slad S 13]) (877) 750-3350 28 )l Jacai) :shaiil A

Aufmerksamkeit: Wenn Sie Deutsch sprechen, Sprachassistenzdienste sind kostenlos, zur Verfiigung.
IA, IL, IN, OH: Anruf (800) 965-4022, WA: Anruf (877) 750-3350 (TTY: 711).

ATTENTION: Si vous parlez francais, les services d'assistance linguistique, gratuitement, sont a votre
disposition. 1A, IL, IN, OH: Appelez (800) 965-4022, WA: Appelez (877) 750-3350 (TTY: 711).

Yoll: %) di) Al eilddl S, dl (Col:21e5 NI USI Al dHRL U GUALt B A, IL,
IN, OH: 5l 521
(800) 965-4022,WA: §lsi 521 (877) 750-3350 (TTY: 711).
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B B, BRE . EHMTEEXEY—EX %, EIGEAE. HLAICFAFEETT,
(800) 965-4022 1A, IL, IN, OH: 2 —JL (877) 750-3350 WA: 3 —)L (TTY:711),
LET OP: Als je spreekt pennsylvania nederlandse, taalkundige bijstand diensten, gratis voor u
beschikbaar zijn. IA, IL, IN, OH: Bel (800) 965-4022, WA: Bel (877) 750-3350 (TTY: 711).
YBAT'A: SIKk110 Bu roBOpUTE YKPATHCHKUH, BCTABKH MOCITYT'H MOBHOT JJOIIOMOTH, O€3KOIITOBHO, JTOCTYITHI
qust Bac. [A, IL, IN, OH: Buximik (800) 965-4022, WA: Buknuxk (877) 750-3350 (TTY: 711).
ATTENZIONE: Se si parla italiano, servizi di assistenza linguistica, a titolo gratuito, sono a vostra
disposizione. 1A, IL, IN, OH: Chiamare (800) 965-4022, WA: Chiamare (877) 750-3350
(TTY: 711).
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Outline of Coverage

PREMIUM INFORMATION

Health Alliance Medical Plans, Inc. can only raise your premium if we raise the premium for all policies like
yours in this State. We will not change your premium or cancel your policy because of poor health. Premiums
change annually based on your age at renewal. If your premium changes, you will be notified at least 30 days
in advance.

2021 MONTHLY PREMIUM RATES NORTHERN/CENTRAL AND SOUTHERN ILLINOIS
Rates shown are for Illinois residents living outside of Cook, DuPage, Kane, Lake, McHenry and Will
counties. If you are an Illinois resident living in one of these counties, please call our toll-free number
for the appropriate rates.

AGES Plan A | Plan F* | Plan G | Plan G High Deductible | Plan N
Age 65 $94 $155 $139 $49 $110
Age 66 $99 $165 $148 $53 $117
Age 67 $107 $179 $162 $58 $127
Age 68 $112 $188 $170 $61 $134
Age 69 $124 $206 $184 $66 $146
Age 70 $132 $219 $198 $71 $156
Age 71 $139 $232 $208 $74 $165
Age 72 $147 $245 $220 $78 $174
Age 73 $155 $259 $233 $83 $183
Age 74 $162 $270 $243 $87 $192
Age 75 $175 $291 $263 $94 $207
Age 76 $183 $306 $275 $98 $217
Age 77 $191 $317 $286 $102 $227
Age 78 $197 $329 $295 $105 $233
Age 79 $203 $338 $305 $109 $240
Age 80 $205 $342 $308 $110 $243
Age 81 $211 $353 $317 $113 $250
Age 82 $215 $358 $323 $115 $255
Age 83 $218 $365 $328 $117 $259
Age 84 $224 $374 $337 $121 $265
Age 85 + $244 $406 $365 $130 $288
Disabled Beneficiaries $197 $329 $296 $105 $234

*Plan F is only available to individuals who are Medicare eligible prior to 01/01/2020.
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DISCLOSURES
Use this outline to compare benefits and premiums among policies.

This outline shows benefits and premiums of policies sold for effective dates on or after June 1, 2010.
Policies sold for effective dates prior to June 1, 2010 have different benefits and premiums.

READ YOUR POLICY VERY CAREFULLY.

This is only an outline, describing each 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 Health
Alliance Medical Plans, Inc.

RIGHT TO RETURN POLICY

If you find that you are not satisfied with your policy, you may return it to Health Alliance Medical Plans,
Inc., Attn: Medicare Department, 3310 Fields South Drive, Champaign, IL 61822. If you send the policy
back to us within 30 days after you receive it, we will treat the policy as if it had never been issued and
return all of your payments.

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

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

Neither Health Alliance Medical Plans, Inc. 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 Medicare & You for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT

Review the application carefully before you sign it. Be certain that all information has been
properly recorded.
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$% Health Alliance"

Outline of Medicare Supplement Coverage

Benefit Chart of Medicare Supplement Plans Sold
for Effective Dates on or After June 1, 2010

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 in Illinois.

BASIC BENEFITS: Included in all plans.

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 co-payments for hospital outpatient services.
Plans K, L and N require insureds to pay a portion of Part B
coinsurance or copayments.

Blood: First 3 pints of blood each year.

Hospice: Part A Coinsurance

Medicare Plans A-E
A B C D E

Basic Benefits
including 100%
Part B Coinsurance

Basic Benefits
including 100%
Part B Coinsurance

Basic Benefits
including 100%
Part B Coinsurance

Basic Benefits
including 100%
Part B Coinsurance

Basic Benefits
including 100%
Part B Coinsurance

Skilled Nursing Skilled Nursing Skilled Nursing
Facility Coinsurance | Facility Coinsurance | Facility Coinsurance

Part A Deductible Part A Deductible Part A Deductible Part A Deductible
Part B Deductible

Foreign Travel
Emergency

Foreign Travel
Emergency

Foreign Travel
Emergency

At-Home Recovery

Preventive Care
NOT Covered by
Medicare

GSCMHA21-00c-0420




Outline of Medicare Supplement Coverage

Medicare Plans F-J

F or F*

G or G*

H

|

Jor J*

Basic Benefits
including 100%
Part B Coinsurance

Basic Benefits
including 100%
Part B Coinsurance

Basic Benefits
including 100%
Part B Coinsurance

Basic Benefits
including 100%
Part B Coinsurance

Basic Benefits
including 100%
Part B Coinsurance

Skilled Nursing Skilled Nursing Skilled Nursing Skilled Nursing Skilled Nursing
Facility Coinsurance | Facility Coinsurance | Facility Coinsurance | Facility Coinsurance | Facility Coinsurance
Part A Deductible Part A Deductible Part A Deductible Part A Deductible Part A Deductible
Part B Deductible Part B Deductible
Part B Excess (100%) | Part B Excess (80%) Part B Excess (100%) | Part B Excess (100%)
Foreign Travel Foreign Travel Foreign Travel Foreign Travel Foreign Travel
Emergency Emergency Emergency Emergency Emergency
At-Home Recovery At-Home Recovery | At-Home Recovery
Preventive Care
NOT Covered by
Medicare

* NOTE: Plan F OR Plan G OR Plan J also has an option called a high-deductible Plan F OR Plan G
OR Plan J. This high deductible plan pays the same benefits as Plan F OR Plan G OR Plan J after one
has paid a calendar year $2,370 deductible. Benefits from high deductible Plan F OR Plan G OR Plan J
will not begin until out-of-pocket expenses exceed $2,370. Out-of-pocket expenses for this deductible
are expenses that would ordinarily be paid by the policy. These expenses include the Medicare
deductibles for Part A and Part B, but do not include the plan’s separate foreign travel emergency

deductible.

Medicare Plans K-L

K**

L***

Hospitalization and Preventive Care paid at 100%;
other Basic Benefits paid at 50%

Hospitalization and Preventive Care paid at 100%;
other Basic Benefits paid at 75%

50% Skilled Nursing Facility Coinsurance

75% Skilled Nursing Facility Coinsurance

50% Part A Deductible

75% Part A Deductible

100% after $50,000 Out-of-Pocket Annual Limit reached

100% after $50,000 Out-of-Pocket Annual Limit reached

** For Plan K: You will pay one-half of the cost-sharing of some covered services until you reach the
annual out-of-pocket limit of $6,220 for the calendar year. The amounts that count toward your annual
limit are noted with diamonds (#) in the chart below. Once you reach the annual limit, the plan pays
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100% of your Medicare copayment and coinsurance for the rest of the calendar year. However, this
limit does NOT include charges from your provider that exceed Medicare-approved amounts
(these are called “Excess Charges”) and you will be responsible for paying this difference in the
amount charged by your provider and the amount paid by Medicare for the item or service.

*** For Plan L: You will pay one-half of the cost-sharing of some covered services until you reach the
annual out-of-pocket limit of $3,110 for the calendar year. The amounts that count toward your annual
limit are noted with diamonds (#) in the chart below. Once you reach the annual limit, the plan pays
100% of your Medicare copayment and coinsurance for the rest of the calendar year. However, this
limit does NOT include charges from your provider that exceed Medicare-approved amounts
(these are called “Excess Charges”) and you will be responsible for paying this difference in the
amount charged by your provider and the amount paid by Medicare for the item or service.

Medicare Plans M-N

M

N

Basic Benefits including 100% Part B Coinsurance

Basic Benefits including 100% Part B Coinsurance,
except up to $20 copayment for office visit, and up to
$50 copayment for ER

Skilled Nursing Facility Coinsurance

Skilled Nursing Facility Coinsurance

50% Part A Deductible

Part A Deductible

Foreign Travel Emergency

Foreign Travel Emergency
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Medicare Supplement Benefit Plan A
Group Insurance
Outline of Coverage

Medicare Part A Hospital Services Per Benefit Period*

Medicare Pays Medicare Supplement You Pay
Pays

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

First 60 days All but $1,484 $0 $1,484 (Part A
Deductible)

61st thru 90th day All but $371 a day $371 a day $0

91st day and after while using 60 lifetime All but $742 a day $742 a day $0

reserve days

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

Beyond 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 having
entered a Medicare-approved facility within 30 days of leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $185.50 a day $0 Up to $185.50
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

Y ou must meet Medicare’s requirements, All but very limited Medicare copayment/  $0

including a doctor’s certification of copayment/coinsurance  coinsurance

terminal illness. for outpatient drugs and

inpatient respite care
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Medicare Part B Medical Services Per Calendar Year

Medicare Pays Medicare Supplement You Pay
Pays

Medical Expenses (In or Out of the Hospital) and Outpatient Hospital Treatment
Physician’s services, inpatient/outpatient medical and surgical services and supplies, physical and speech therapy,
diagnostic tests, durable medical equipment

First $203 of Medicare-approved $0 $0 $203 (Part B
amounts®** Deductible)
Remainder of Medicare-approved amounts  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 $203 of Medicare-approved $0 $0 $203 (Part B
amounts*** Deductible)
Remainder of Medicare-approved amounts ~ 80% 20% $0

Clinical Laboratory Services — Tests for  100% $0 $0

Diagnostic Services

Medicare Parts A & B Services

Home Health Care, Medicare-Approved Services

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

Durable medical equipment:

- First $203 of Medicare-approved $0 $0 $203 (Part B
amounts*** Deductible)
- Remainder of Medicare-approved amounts ~ 80% 20% $0

Other Benefits Not Covered by Medicare

Foreign Travel — Not Covered by Medicare

Medically necessary emergency care $0 $0 All costs
services beginning during the first 60 days

of each trip outside the USA

* 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 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
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for the balance based on any difference between its billed charges and the amount Medicare would have
paid.

**%* Once you have been billed $203 of Medicare-approved amounts for covered services (which are
noted with a ***)_ your Part B deductible will have been met for the calendar year.

Medicare Supplement Benefit 2010 Plan F
Group Insurance
Outline of Coverage

Medicare Part A Hospital Services Per Benefit Period*

Medicare Pays Medicare Supplement You Pay
Pays

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

First 60 days All but $1,484 $1,484 (Part A $0
Deductible)

61st thru 90th day All but $371 a day $371 a day $0

91st day and after while using 60 lifetime All but $742 a day $742 a day $0

reserve days

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

Beyond 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 having
entered a Medicare-approved facility within 30 days of leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $185.50 a day Up to $185.50 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

Y ou must meet Medicare’s requirements, All but very limited Medicare copayment/  $0
including a doctor’s certification of copayment/coinsurance  coinsurance

terminal illness. for outpatient drugs and

inpatient respite care
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Medicare Part B Medical Services Per Calendar Year

Medicare Pays Medicare Supplement You Pay
Pays

Medical Expenses (In or Out of the Hospital) and OQutpatient Hospital Treatment
Physician’s services, inpatient/outpatient medical and surgical services and supplies, physical and speech therapy,
diagnostic tests, durable medical equipment

First $203 of Medicare-approved $0 $0 $203 (Part B
amounts®** Deductible)
Remainder of Medicare-approved amounts  Generally 80% Generally 20% All costs
Part B Excess Charges

Above Medicare-Approved Amounts $0 $0 All costs
Blood

First 3 pints $0 All costs $0

Next $203 of Medicare-approved $0 $0 $203 (Part B
amounts*** Deductible)
Remainder of Medicare-approved amounts ~ 80% 20% $0

Clinical Laboratory Services — Tests for  100% $0 $0

Diagnostic Services

Medicare Parts A & B Services

Home Health Care, Medicare-Approved Services

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

Durable medical equipment:

- First $203 of Medicare-approved $0 $0 $203 (Part B
amounts*** Deductible)
- Remainder of Medicare-approved amounts ~ 80% 20% $0

Other Benefits Not Covered by Medicare

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 20% and amount
maximum benefit of over the $50,000
$50,000 lifetime
maximum

* 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.
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** 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.

**%* Once you have been billed $203 of Medicare-approved amounts for covered services (which are
noted with a ***)_your Part B deductible will have been met for the calendar year.

Medicare Supplement Benefit 2010 Plan G*

Group Insurance
Outline of Coverage

Medicare Part A Hospital Services Per Benefit Period**

Medicare Pays

Medicare Supplement
Pays (High deductible
plans must pay $2,370
before cost sharing
applies)*

You Pay (High
deductible plans
must pay $2,370
before cost
sharing applies)*

Hospitalization**

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

First 60 days

61st thru 90th day

91st day and after while using 60 lifetime
reserve days

Once lifetime reserve days are used
Additional 365 days

Beyond additional 365 days

All but §1,484

All but $371 a day

All but $742 a day

$0

$0

$1,484 (Part A
Deductible)

$371 a day
$742 a day

100% of Medicare
eligible expenses

$0

$0

$0
$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 having entered a
Medicare-approved facility within 30 days of leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $185.50 a day Up to $185.50 a day $0

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

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

GSCMHA21-00c-0420




Medicare Pays

Medicare Supplement
Pays (High deductible
plans must pay $2,370
before cost sharing
applies)*

You Pay (High
deductible plans
must pay $2,370
before cost
sharing applies)*

Hospice Care

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

All but very limited

copayment/coinsurance

for out-patient drugs
and inpatient respite
care

Medicare copayment/
coinsurance

$0

Medicare Part B Medical Services Per Calendar Year

Medical Expenses (In or Out of the Hospital) and Outpatient Hospital Treatment**
Physician’s services, inpatient/outpatient medical and surgical services and supplies, physical and speech therapy,

diagnostic tests, durable medical equipment

First $203 of Medicare-approved $0 $0 $203 (Part B
amounts**** 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 $203 of Medicare-approved $0 §0 $203 (Part B
amounts**** Deductible)
Remainder of Medicare-approved amounts ~ 80% 20% $0

Clinical Laboratory Services — Tests for ~ 100% $0 $0
Diagnostic Services

Medicare Parts A & B Services

Home Health Care, Medicare-Approved Services

Medically necessary skilled care services 100% $0 $0

and medical supplies

Durable medical equipment:

-First $203 of Medicare-approved $0 $0 $203 (Part B
amounts**** Deductible)
-Remainder of Medicare-approved amounts  80% 20% $0
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Other Benefits Not Covered by Medicare

Medicare Pays Medicare Supplement You Pay (High
Pays (High deductible deductible plans
plans must pay $2,370 must pay $2,370

before cost sharing
applies)*

before cost
sharing applies)*

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 amount
over the $50,000
lifetime maximum

* NOTE: Plan G also has an option called a high-deductible Plan G. This high deductible plan pays the
same benefits as Plan G after one has paid a calendar year $2,370 deductible. Benefits from high
deductible Plan G will not begin until out-of-pocket expenses exceed $2,370. Out-of-pocket expenses
for this deductible are expenses that would ordinarily be paid by the policy. These expenses include the
Medicare deductibles for Part A and Part B, but do not include the plan’s separate foreign travel

emergency deductible.

** 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 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.

**** Once you have been billed $203 of Medicare-approved amounts for covered services (which are
noted with a ****)_ your Part B deductible will have been met for the calendar year.
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Medicare Supplement Benefit Plan N
Group Insurance
Outline of Coverage

Medicare Part A Hospital Services Per Benefit Period*

Medicare Pays

Medicare Supplement You Pay
Pays

Hospitalization®

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

First 60 days All but $1,484

61st thru 90th day All but $371 a day

91st day and after while using ~ All but $742 a day
60 lifetime reserve days

Once lifetime reserve days are used
Additional 365 days $0

Beyond additional 365 days ~ $0

$1,484 (Part A Deductible) $0

$371 a day $0

$742 a day $0

100% of Medicare eligible ~ $0**
expenses

$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 having
entered a Medicare-approved facility within 30 days of leaving the hospital

First 20 days All approved amounts $0 $0
21st thru 100th day All but $185.50 a day Up to $185.50 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

You must meet Medicare’s  All but very limited Medicare copayment/ $0
requirements, including a copayment/coinsurance  coinsurance

doctor’s certification of for outpatient drugs and

terminal illness inpatient respite care
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Medicare Part B Medical Services Per Calendar Year

Medicare Pays

Medicare Supplement
Pays

You Pay

Medical Expenses (In or Out of the Hospital) and OQutpatient Hospital Treatment

Physician’s services, inpatient/outpatient medical and surgical services and supplies, physical and speech therapy,
diagnostic tests, durable medical equipment

First $203 of Medicare- $0 $0 $203 (Part B Deductible)

approved amounts®**

Remainder of Medicare- Generally 80% Balance, other than up to Up to $20 per office visit

approved amounts $20 per office visitand up  and up to $50 per
to $50 per emergency emergency room Vvisit.
room visit. The copayment  The copayment of $50 is
of $50 is waived if the waived if the insured is
insured is admitted to any  admitted to any hospital
hospital and the emergency and the emergency room
room visit is covered as a  visit is covered as a
Medicare Part A expense. ~ Medicare Part A expense.

Part B Excess Charges

Above Medicare-Approved  $0 $0 All costs

Amounts

Blood

First 3 pints $0 All costs $0

Next $203 of Medicare- $0 $0 $203 (Part B Deductible)

approved amounts®**

Remainder of Medicare- 80% 20% $0

approved amounts

Clinical Laboratory 100% $0 $0

Services — Tests for
Diagnostic Services
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Medicare Parts A & B Services

Medicare Pays Medicare Supplement You Pay
Pays
Home Health Care, Medicare-Approved Services
Medically necessary skilled  100% $0 $0
care services and medical
supplies

Durable medical equipment:
- First $203 of Medicare- $0 $0 $203 (Part B Deductible)
approved amounts®**

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

Other Benefits Not Covered by Medicare

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 amount over the
benefit of $50,000 $50,000 lifetime maximum

* 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 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.

*#%* Once you have been billed $203 of Medicare-approved amounts for covered services (which are
noted with a ***)_ your Part B deductible will have been met for the calendar year.
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