Excellus

A nonprofit independent licensee of the Blue Cross Blue Shield Association

2021 SUMMARY OF BENEFITS
January 1, 2021 — December 31, 2021

Medicare Blue Choice® Advanced (HMO-POS) (H3351-018)
Medicare Blue Choice® Select (HMO) (H3351-016),
Medicare Blue Choice® Value (HMO) (H3351-011)

This is a summary of drug and health services covered by Excellus BlueCross BlueShield.

Excellus BlueCross BlueShield contracts with the Federal Government and is an HMO plan with a Medicare
contract. Enroliment in Excellus BlueCross BlueShield depends on contract renewal.

The benefit information provided is a summary of what we cover and what you pay. It does not list every service
that we cover or list every limitation or exclusion. To get a complete list of services we cover, please request the
“Evidence of Coverage” by calling us at the telephone numbers on the next page.

To join Medicare Blue Choice® Advanced (HMO-POS), Medicare Blue Choice® Select (HMO), and Medicare
Blue Choice® Value (HMO) you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and live in
our service area. Our service area includes the following counties in New York: Livingston, Monroe, Ontario,
Seneca, Wayne, and Yates.

Medicare Blue Choice® Advanced (HMO-POS), Medicare Blue Choice® Select (HMO), and Medicare Blue
Choice®Value (HMO) have a network of doctors, hospitals, pharmacies, and other providers.

For Medicare Blue Choice® Select (HMO) and Medicare Blue Choice® Value (HMO): If you use providers that
are not in our network, the plan may not pay for these services. For Medicare Blue Choice® Advanced (HMO-
POS): For some services you can use providers that are not in our network.

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs.
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If you want to know more about the coverage and costs of Original Medicare, look in your current
“Medicare & You” handbook. View it online at www.medicare.gov or get a copy by calling
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

This document is available in other formats such as Braille and large print.

This information is not a complete description of benefits. Call us at one of the phone numbers listed below for
more information.

If you are a member of one of these plans: Call toll-free at 1-877-883-9577 (TTY users call 1-800-662-1220).
From October 1 to March 31, you can call us 7 days a week from 8:00 a.m. to 8:00 p.m.
From April 1 to September 30, you can call us Monday through Friday from 8:00 a.m. to 8:00 p.m.

If you are not a member of one of these plans: Call toll-free at 1-800-659-1986 (TTY users call 1-800-662-1220).
From October 1 to December 30, you can call us 7 days a week from 8:00 a.m. to 8:00 p.m.
From January 1 to September 30, you can call us Monday through Friday from 8:00 a.m. to 8:00 p.m.

You can also visit us at ExcellusMedicare.com.

You can see our plan’s provider/pharmacy directory at our website at ExcellusMedicare.com/Providers.
Or, call us and we will send you a copy of the directory.

We cover Part D drugs. In addition, we cover Part B drugs such as chemotherapy and some drugs administered
by your provider.

You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our website at
ExcellusMedicare.com/Formulary. Or, call us and we will send you a copy of our formulary.
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http://www.medicare.gov/
http://www.medicare.gov/
https://www.excellusbcbs.com/wps/portal/xl/medicare-coverage/medicare-plans
https://www.excellusbcbs.com/wps/portal/xl/medicare-coverage/medicare-plans
https://medicare.excellusbcbs.com/find-a-doctor/directories/?utm_source=providers
https://medicare.excellusbcbs.com/find-a-doctor/directories/?utm_source=providers
https://www.excellusbcbs.com/wps/portal/xl/mdm/drg/druglists/
https://www.excellusbcbs.com/wps/portal/xl/mdm/drg/druglists/

This information is not a complete description of benefits. Call 1-800-659-1986 (TTY users call 1-800-662-1220)
for more information.

Out-of-network/non-contracted providers are under no obligation to treat Excellus BlueCross BlueShield
members, except in emergency situations. Please call our Customer Care number or see your Evidence of
Coverage for more information, including the cost-sharing that applies to out-of-network services.

Excellus BlueCross BlueShield’s pharmacy network includes limited lower-cost, preferred pharmacies. The lower
costs advertised in our plan materials for these pharmacies may not be available at the pharmacy you use. For
up-to-date information about our network pharmacies, including whether there are any lower-cost preferred
pharmacies in your area, please call 1-877-883-9577 (TTY: 1-800-662-1220) or consult the online pharmacy
directory at ExcellusMedicare.com/Providers.

The Silver&Fit Program is provided by American Specialty Health Fitness, Inc. (ASH Fitness), a subsidiary of
American Specialty Health Incorporated (ASH). ASH is an independent company.

TruHearing is an independent company offering a network of audiologists and hearing aid providers.

MDLive is an independent company offering telehealth services in the Excellus BlueCross BlueShield service
area.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)
Monthly Plan You pay $0 per You pay $39 per You pay $80 per You must continue to
Premium month. month. month. pay your Medicare
Part B premium.
Deductible $380 per year for Part | $300 per year for Part | $225 per year for Part | You must pay your

D prescription drugs
listed on Tiers 3, 4
and 5.

This plan does not
have a medical
deductible.

D prescription drugs
listed on Tiers 3, 4 and
5.

This plan does not
have a medical
deductible.

D prescription drugs
listed on Tiers 3, 4
and 5.

This plan does not
have a medical
deductible.

Part D deductible for
tiers 3,4,and 5
before the plan will
contribute to the costs
of your prescriptions.

Maximum Out-

$7,550 for medical

$7,200 for medical

$6,700 for medical

The most you pay for

of-Pocket services you receive | services you receive services you receive | copayments and
Responsibility | from In-Network from In-Network from In-Network coinsurance for
(does not providers. providers. providers. medical services for
include the year.
prescription

drugs)

Inpatient You pay $395 In-Network: You pay You pay $360 Prior Authorization is
Hospital copayment per day $360 copayment per copayment per day required. Our plan
Coverage for days 1 to 5. day for days 1 to 5. for days 1 to 5. covers an unlimited

Thereafter, you pay
$0 copayment for
additional Medicare-
covered days during
your hospital
admission.

Thereafter, you pay $0
copayment for
additional Medicare-
covered days during
your hospital
admission.

Thereafter, you pay
$0 copayment for
additional Medicare-
covered days during
your hospital
admission.

number of days for an
inpatient hospital
stay. Benefit applied
per admission.
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Premiums and
Benefits

Medicare Blue
Choice® Select
(HMO)

Medicare Blue
Choice® Advanced
(HMO-POS)

Medicare Blue
Choice® Value
(HMO)

What You Should
Know

Inpatient
Hospital
Coverage
(Continued)

Out-of-Network: You
pay 30% coinsurance
per stay.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

Ambulatory
Surgery Center

You pay 20%
coinsurance.

In-Network: You pay
$550 copayment.

Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay $500
copayment.

Prior Authorization is
required.

Outpatient
Hospital
Coverage

You pay 20%
coinsurance.

In-Network: You pay
$550 copayment.

Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay $500
copayment.

Prior Authorization is
required.
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Premiums and
Benefits

Medicare Blue
Choice® Select
(HMO)

Medicare Blue
Choice® Advanced
(HMO-POS)

Medicare Blue
Choice® Value
(HMO)

What You Should
Know

Doctor Visits
Primary

Specialists

You pay $15
copayment.

You pay $50
copayment.

In-Network: You pay
$15 copayment.

Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

In-Network: You pay
$50 copayment.

Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay $10
copayment.

You pay $50
copayment.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know

(HMO) (HMO-POS) (HMO)
Preventive You pay $0 In-Network: You pay You pay $0 See the Evidence of
Care copayment. $0 copayment. copayment. Coverage for a list of

Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

covered preventive
services. If you are
treated for a new or
existing medical
condition during a
visit where a
preventive screening
is performed, an
office visit copayment
or coinsurance will
apply to the care
received for the new
or existing medical
condition.

Any additional
preventive services
approved by
Medicare during the
contract year will be
covered.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)

Emergency You pay $90 You pay $90 You pay $90 If you are admitted to

Care copayment. copayment. copayment. the hospital within 23
hours, you do not
have to pay your
share of the cost for
emergency care.

Urgently You pay $45 You pay $45 You pay $40

Needed copayment. copayment. copayment.

Services

Diagnostic

Services/Labs/
Imaging

Diagnostic
Radiology
Service (e.qg.,
MRI, CT scans)

You pay $275
copayment.

In-Network: You pay
$250 copayment.

Out-of-Network: You
pay 30% coinsurance.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay $225
copayment.

Prior Authorization is
required for some

services. Contact us
for more information.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)
Diagnostic
Services/Labs/
Imaging
(Continued)
Lab Services - | You pay $12 In-Network: You pay You pay $10
Diagnostics copayment. $10 copayment. copayment.
Out-of-Network: You
pay 30% coinsurance.
The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.
Diagnostic Tests | You pay $12 In-Network: You pay | You pay $10
and Procedures | copayment. $10 copayment. copayment.

Out-of-Network: You
pay 30% coinsurance.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)
Diagnostic
Services/Labs/
Imaging
(Continued)
In-Network: You pay You pay $50
X-Rays You pay $55
copayment. $50 copayment. copayment.
Out-of-Network: You
pay 30% coinsurance.
The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.
Therapeutic You pay 20% In-Network: You pay You pay 20%
Radiology (such | coinsurance. 20% coinsurance. coinsurance.
tas r?dlat[[ofn Out-of-Network: You
reatment for pay 30% coinsurance.
cancer)

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)
Hearing
Services
Diagnostic/ You pay $50 In-Network: You pay | You pay $50
Treatment Exam | copayment. $50 copayment. copayment.
Out-of-Network: You
pay 30% coinsurance
per visit.
The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.
Routine Hearing | You pay $45 In-Network: You pay You pay $45 One routine hearing
Exam copayment. $45 copayment. copayment. exam each year. You
Out-of-Network: Not must see a® ,
covered. TruHegrlng provider
to receive in-network
benefits. This
copayment not
included in the Out-
of-Pocket Maximum.
Hearing Aid $699 copay per aid $699 copay per aid for | $699 copay per aid From TruHearing
for Advanced Aids. Advanced Aids. for Advanced Aids. Providers only. This
$999 copay per aid $999 copay per aid for | $999 copay per aid copayment not

for Premium Aids.
$50 per aid for
optional hearing aid
rechargeability

Premium Aids.

$50 per aid for optional
hearing aid
rechargeability

for Premium Aids.
$50 per aid for
optional hearing aid
rechargeability

included in the Out-
of-Pocket Maximum.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know

(HMO) (HMO-POS) (HMO)
Dental Medicare covered Medicare covered Medicare covered Medicare only covers
Services limited dental limited dental limited dental certain limited dental

services (this does
not include routine
services in connection
with care, treatment,
filling, removal, or
replacement of teeth):

You pay $50
copayment.

Preventive dental
services not
covered.

services (this does not
include routine services
in connection with care,
treatment, filling,
removal, or
replacement of teeth):

In-Network: You pay
$50 copayment

Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

Preventive dental
services:

Cleaning, Dental
xray(s), and Oral
Exam(s):

(For up to 2 every
year): You pay $0
copayment.

services (this does
not include routine
services in connection
with care, treatment,
filling, removal, or
replacement of teeth):

You pay $50
copayment.

Preventive dental
services:

Cleaning, Dental
xray(s), and Oral
Exam(s):

(For up to 2 every
year): You pay $0
copayment.

procedures under
specific conditions.

The Plan will pay up
to the maximum
allowable benefit for
each service covered.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)
Optional Full Comprehensive | Complementary Complementary If your provider does
Supplemental Dental Dental Dental not participate in the
Dental . Plan’s network and
Coverage Premium: . . charges more than
$39 per month Premium: Premium:

This is in addition to
the plan premium.

Preventive dental
services:

Cleaning, Dental x-
ray(s), and Oral
Exam(s) (per
calendar year in and
out of network.):

(For up to 2 every
year): You pay $0
copayment.

$29 per month

This is in addition to the
plan premium.

Preventive dental
services:

Included with your plan.
No additional coverage
needed.

$29 per month

This is in addition to
the plan premium.

Preventive dental
services:

Included with your
plan. No additional
coverage needed.

the maximum
allowable benefit, you
will be responsible for
the additional cost.

See the Evidence of
Coverage for more
information.

H3351_5982a_M
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know

(HMO) (HMO-POS) (HMO)
Optional Deductible: Deductible: Deductible: The deductible and
Supplemental | $100 deductible $100 deductible before | $100 deductible maximum plan

Dental
Coverage
(Continued)

before coverage
begins, per calendar
year for in and out of
network benefits.

Annual Maximum
Plan Benefit
Coverage Amount:
$1,000 per calendar
year for in and out of
network benefits
(services above the
limit are your
responsibility).

coverage begins, per
calendar year for in and
out of network benefits.

Annual Maximum
Plan Benefit
Coverage Amount:
$1,000 per calendar
year for in and out of
network benefits
(services above the
limit are your
responsibility).

before coverage
begins, per calendar
year for in and out of
network benefits.

Annual Maximum
Plan Benefit
Coverage Amount:
$1,000 per calendar
year for in and out of
network benefits
(services above the
limit are your
responsibility).

benefit do not apply
to preventive
services.

H3351_5982a_M
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)

Optional If your provider does

Supplemental not participate in the

Dental Plan’s network and

Coverage charges more than

(Continued) the maximum
allowable benefit, you
will be responsible for

Restorative In-Network: In-Network: In-Network: the additional cost.

(e.g., 20% coinsurance 20% coinsurance 20% coinsurance

restorations)

Periodontics
(e.g., scaling)
Oral Surgery
(e.g.,
extractions)
Endodontics
(e.g., root canal)
Prosthodontics
(e.g., crowns,
dentures, and
bridges)
Prosthetic
Maintenance
(e.g., denture or
bridge repairs)

Out-of-Network:
50% coinsurance

In-Network:
50% coinsurance

Out-of-Network:
55% coinsurance

Out-of-Network:
50% coinsurance

In-Network:
50% coinsurance

Out-of-Network:
55% coinsurance

Out-of-Network:
50% coinsurance

In-Network: 50%
coinsurance

Out-of-Network:
55% coinsurance

See the Evidence of
Coverage for more
information.

Limited to specific
dental codes
(exclusions apply).

H3351_5982a_M
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Premiums and
Benefits

Medicare Blue
Choice® Select
(HMO)

Medicare Blue
Choice® Advanced
(HMO-POS)

Medicare Blue
Choice® Value
(HMO)

What You Should
Know

Vision Services

Diagnostic /
Treatment Exam

Routine Eye
Exam

Eyeglasses or
Contacts after
Cataract
Surgery

You pay $50
copayment.

You pay $50
copayment.

You pay $50
copayment.

In-Network: You pay
$0 copayment.

Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

In-Network: You pay
$0 copayment.

Out-of-Network: Not
covered.

In-Network: You pay
$50 copayment.

Out-of-Network: You
pay 30% coinsurance.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay $50
copayment.

You pay $50
copayment.

You pay $50
copayment.

One routine eye
exam each year.

H3351_5982a_M
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)

Vision Services | Not covered. $50 Allowance every $75 Allowance every
(continued) year towards purchase | year towards

) of contact lenses and purchase of contact
Routine eyeglasses (frames lenses and
Eyewear and lenses). eyeglasses (frames
Allowance and lenses).

Mental Health
Services

Inpatient Visit

You pay $315
copayment per day
for days 1 to 5.

Thereafter, you pay
$0 copayment for
additional Medicare-
covered days during
your hospital
admission.

In-Network: You pay
$315 copayment per
day for days 1 to 5.

Thereafter, you pay $0
copayment for
additional Medicare-
covered days during
your hospital
admission.

Out-of-Network: You
pay 30% coinsurance
per stay.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay $315
copayment per day
for days 1 to 5.

Thereafter, you pay
$0 copayment for
additional Medicare-
covered days during
your hospital
admission.

For Inpatient Mental
Health Services, prior
authorization is
required. Benefit is
applied per
admission.

Covers up to 190
days in a lifetime for
inpatient mental
health care at a
psychiatric hospital.
The inpatient hospital
care limit does not
apply to inpatient
mental health
services provided in a
psychiatric unit of a
general hospital.

See the Evidence of
Coverage for more
information.
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17

B-2598Y21-ROCH (9/2020)




Premiums and
Benefits

Medicare Blue
Choice® Select
(HMO)

Medicare Blue
Choice® Advanced
(HMO-POS)

Medicare Blue
Choice® Value
(HMO)

What You Should
Know

Mental Health
Services
(Continued)

Individual and
Group
Outpatient
Therapy Visit

You pay 20%
coinsurance.

In-Network: You pay
20% coinsurance.

Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay 20%
coinsurance.

Prior Authorization
may be required for
some services.

Skilled Nursing
Facility

You pay $0
copayment for days 1
through 20.

You pay a $184
copayment per day
for days 21 through
100.

In-Network: You pay
$0 copayment for days
1 through 20.

You pay a $184
copayment per day for
days 21 through 100.

Out-of-Network: You
pay 30% coinsurance
per stay.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

In-Network: You pay
$0 copayment for
days 1 through 20.

You pay a $184
copayment per day
for days 21 through
100.

Prior Authorization is
required. We cover
up to 100 days in a
Skilled Nursing
Facility.
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Premiums and
Benefits

Medicare Blue
Choice® Select
(HMO)

Medicare Blue
Choice® Advanced
(HMO-POS)

Medicare Blue
Choice® Value
(HMO)

What You Should
Know

Physical
Therapy

You pay $40
copayment.

In-Network: You pay
$40 copayment.

Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay $40
copayment.

Prior Authorization
may be required.

Ambulance

You pay $250
copayment.

You pay $225
copayment.

You pay $225
copayment.

Prior Authorization
may be required.

Transportation

Not Covered.

Not Covered.

Not Covered.

Medicare Part
B Drugs

You pay 20%
coinsurance.

In-Network: You pay
20% coinsurance.

Out-of-Network: You
pay 30% coinsurance.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay 20%
coinsurance.

Prior Authorization
may be required.

Part B drugs may be
subject to step
therapy requirements.
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Premiums and
Benefits

Medicare Blue
Choice® Select
(HMO)

Medicare Blue
Choice® Advanced
(HMO-POS)

Medicare Blue
Choice® Value
(HMO)

What You Should
Know

Medicare Part D Prescription Drugs

Phase 1: Initial
Coverage

(After you pay
your deductible,
if applicable).

This plan has a $380
deductible per year
for Part D prescription
drugs listed on Tiers
3,4 and 5.

This plan has a $300
deductible per year for
Part D prescription
drugs listed on Tiers 3,
4 and 5.

This plan has a $225
deductible per year
for Part D prescription
drugs listed on Tiers
3,4 and 5.

Cost-sharing may
vary depending on
the pharmacy you
choose and what
phase of the Part D
benefit you are in.
For more information
please call us or
access our Evidence
of Coverage online.

Tier 1: Preferred
Generic

Preferred Pharmacy
30-day supply:
You pay $0

Standard Pharmacy
30-day supply:
You pay $5

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay $0

Standard Pharmacy
90-day supply:
You pay $10

Preferred Pharmacy
30-day supply:
You pay $0

Standard Pharmacy
30-day supply:
You pay $5

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay $0

Standard Pharmacy
90-day supply:
You pay $10

Preferred Pharmacy
30-day supply:
You pay $0

Standard Pharmacy
30-day supply:
You pay $5

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay $0

Standard Pharmacy
90-day supply:
You pay $10
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Premiums and
Benefits

Medicare Blue
Choice® Select
(HMO)

Medicare Blue
Choice® Advanced
(HMO-POS)

Medicare Blue
Choice® Value
(HMO)

What You Should
Know

Phase 1: Initial
Coverage
(Continued)

Tier 2: Generic

Preferred Pharmacy
30-day supply:

You pay $15

Standard Pharmacy
30-day supply:
You pay $20

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay $30

Standard Pharmacy
90-day supply:
You pay $40

Preferred Pharmacy
30-day supply:

You pay $15

Standard Pharmacy
30-day supply:
You pay $20

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay $30

Standard Pharmacy
90-day supply:
You pay $40

Preferred Pharmacy
30-day supply:

You pay $15

Standard Pharmacy
30-day supply:
You pay $20

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay $30

Standard Pharmacy
90-day supply:
You pay $40

Tier 3: Preferred
Brand

Preferred Pharmacy
30-day supply:
You pay $42

Standard Pharmacy
30-day supply:
You pay $47

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay $84

Standard Pharmacy
90-day supply:
You pay $94

Preferred Pharmacy
30-day supply:
You pay $42

Standard Pharmacy
30-day supply:
You pay $47

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay $84

Standard Pharmacy
90-day supply:
You pay $94

Preferred Pharmacy
30-day supply:
You pay $42

Standard Pharmacy
30-day supply:
You pay $47

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay $84

Standard Pharmacy
90-day supply:
You pay $94
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Premiums and
Benefits

Medicare Blue
Choice® Select
(HMO)

Medicare Blue
Choice® Advanced
(HMO-POS)

Medicare Blue
Choice® Value
(HMO)

What You Should
Know

Phase 1: Initial
Coverage
(Continued)

Tier 4: Non-
Preferred Drug

Preferred Pharmacy
30-day supply:
You pay $95

Standard Pharmacy
30-day supply:
You pay $100

Preferred Pharmacy
Or Mail Order
90-day supply:
You pay $190

Standard Pharmacy
90-day supply:
You pay $200

Preferred Pharmacy
30-day supply:
You pay $95

Standard Pharmacy
30-day supply:
You pay $100

Preferred Pharmacy
Or Mail Order
90-day supply:
You pay $190

Standard Pharmacy
90-day supply:
You pay $200

Preferred Pharmacy
30-day supply:
You pay $95

Standard Pharmacy
30-day supply:
You pay $100

Preferred Pharmacy
Or Mail Order
90-day supply:
You pay $190

Standard Pharmacy
90-day supply:
You pay $200

Tier 5: Specialty

Preferred Pharmacy
30-day supply:
You pay 26%

Standard Pharmacy
30-day supply:
You pay 26%

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay 26%

Standard Pharmacy
90-day supply:
You pay 26%

Preferred Pharmacy
30-day supply:
You pay 27%

Standard Pharmacy
30-day supply:
You pay 27%

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay 27%

Standard Pharmacy
90-day supply:
You pay 27%

Preferred Pharmacy
30-day supply:
You pay 29%

Standard Pharmacy
30-day supply:
You pay 29%

Preferred Pharmacy
Or Mail Order
90-day supply:

You pay 29%

Standard Pharmacy
90-day supply:
You pay 29%
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)
Phase 2: Once you and your Once you and your Once you and your

Coverage Gap

plan’s total spending
adds up to $4,130,
you enter the
coverage gap.

You pay 25% of the
total cost for generic
and brand
medications covered
under your plan.

plan’s total spending
adds up to $4,130, you
enter the coverage gap.

You pay 25% of the
total cost for generic
and brand medications
covered under your
plan.

plan’s total spending
adds up to $4,130,
you enter the
coverage gap.

You pay 25% of the
total cost for generic
and brand
medications covered
under your plan.

Phase 3:
Catastrophic
Coverage

Once you have paid
$6,550 during the
year, which includes
your deductible,
copayments and
coinsurances, you
enter the catastrophic
coverage stage.

You pay whatever is
greater:

5% coinsurance

or

$3.70 for generics
$9.20 for brand drugs

Once you have paid
$6,550 during the year,
which includes your
deductible, copayments
and coinsurances, you
enter the catastrophic
coverage stage.

You pay whatever is
greater:

5% coinsurance

or

$3.70 for generics
$9.20 for brand drugs

Once you have paid
$6,550 during the
year, which includes
your deductible,
copayments and
coinsurances, you
enter the catastrophic
coverage stage.

You pay whatever is
greater:

5% coinsurance

or

$3.70 for generics
$9.20 for brand drugs

You will remain in the
catastrophic coverage
stage for the rest of
the calendar year.

On January 1 of the
following year, you
will begin again in the
deductible phase.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)

Insulin Not Included. Not Included. The cost of a 30-day | Costs will remain the
supply of select same through the
insulin will be $25 at a | deductible, initial and
preferred pharmacy coverage gap phases
and $30 at a standard | of the Part D benefit.
pharmacy.

Additional Benefits
Acupuncture You pay 50% You pay 50% You pay 50% For up to 10 visits per

coinsurance.

coinsurance.

coinsurance.

calendar year or up to
20 visits per calendar
year for chronic lower
back pain.

Rehabilitation
Services

Occupational
Therapy Visit

You pay $40
copayment.

In-Network: You pay
$40 copayment.

Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay $40
copayment.

Prior Authorization
may be required.
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Premiums and
Benefits

Medicare Blue
Choice® Select
(HMO)

Medicare Blue
Choice® Advanced
(HMO-POS)

Medicare Blue
Choice® Value
(HMO)

What You Should
Know

Rehabilitation
Services
(Continued)
Speech and
Language
Therapy Visit

Cardiac
rehabilitation
Services

You pay $40
copayment.

You pay $50
copayment.

In-Network: You pay
$40 copayment.
Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

In-Network: You pay
$50 copayment.
Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay $40
copayment.

You pay $50
copayment

Prior Authorization
may be required
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)

Foot Care You pay $50 In-Network: You pay You pay $50 Foot exams and
(Podiatry copayment. $50 copayment. copayment. treatment are covered
Services) Out-of-Network: You if you have Diabetes-
Diagnostic pay 30% coinsurance related nerve damage
Exams and per visit. and/or meet certain
Treatment The plan will reimburse conditions.

a maximum of $3,000

for out-of-network

(POS) services per

calendar year.
Routine Foot You pay $50 In-Network: You pay You pay $50
Care copayment. $50 copayment. copayment.

Out-of-Network: You
pay 30% coinsurance
per visit.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

Medical
Equipment/
Supplies
Durable Medical
Equipment (e.g.,
Wheelchairs,
Oxygen)

You pay 20%
coinsurance.

In-Network: You pay
20% coinsurance.
Out-of-Network: You
pay 30% coinsurance.
The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay 20%
coinsurance.

Prior Authorization is
required for Durable
Medical Equipment.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)
Medical
Equipment/
Supplies
(Continued)
Prosthetics You pay 20% In-Network: You pay You pay 20% Prior Authorization is
(e.g., Braces, coinsurance. 20% coinsurance. coinsurance. required for
Artificial Limbs Out-of-Network: You Prosthetics.
and related pay 30% coinsurance.
supplies)
The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.
Diabetes You pay $5 In-Network: You pay You pay $5 Abbott Diabetes Care
monitoring copayment. $5 copayment. copayment. is the contracted
supplies supplier for Diabetic

Out-of-Network: You
pay 30% coinsurance.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

Monitoring supplies.

Your provider must
get an approval from
the plan before we'll
pay for supplies from
a non-preferred
manufacturer.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)

Medical

Equipment/

Supplies

(Continued)

Diabetes self-
management
training

Therapeutic
shoes or inserts

You pay a $0
copayment.

20% coinsurance.

In-Network: You pay a
$0 copayment.

Out-of-Network: You
pay 30% coinsurance.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

In-Network: 20%
coinsurance.
Out-of-Network: You
pay 30% coinsurance.
The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

You pay a $0
copayment.

20% coinsurance.

For people with
Diabetes who have
severe diabetic foot
disease. See the
Evidence of Coverage
for more information.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)
. = . . —— - -
Wellness —Sll\r/t.er&F![’g fit fS.tllver&Fllt gartlc(;patlnq S'I:./t(.ar.&F'tt fit You cannot enroll in a
Programs (e.g., pla bICIDadII"Iq ' ngss ' nes_s clu stan Ly pla b'C'paqu ' n_e-ss participating facility
Fitness) clubs and exercise exercise centers: You clubs and exercise and a non-

centers: You pay a
$25 annual non-
refundable fee.

Silver&Fit Home
Fitness Program:

You pay a $10 annual
non-refundable fee.

Silver&Fit non-
participating fitness
clubs and exercise
centers: You will be
reimbursed up to an
annual allowance of
$150.

pay a $25 annual non-
refundable fee.

Silver&Fit Home
Fitness Program:

You pay a $10 annual
non-refundable fee.

Silver&Fit non-
participating fithess
clubs and exercise
centers: You will be
reimbursed up to an
annual allowance of
$150.

centers: You pay a
$25 annual non-
refundable fee.

Silver&Fit Home
Fitness Program:

You pay a $10 annual
non-refundable fee.

Silver&Fit non-
participating fitness
clubs and exercise
centers: You will be
reimbursed up to an
annual allowance of
$150.

participating facility at
the same time.

You pay the annual
non-refundable fee
over-the-phone or
online using a debit or
credit card.

These copayments
are not included in the
Out-of-Pocket
Maximum.

H3351_5982a_M

29

B-2598Y21-ROCH (9/2020)




Premiums and
Benefits

Medicare Blue
Choice® Select
(HMO)

Medicare Blue
Choice® Advanced
(HMO-POS)

Medicare Blue
Choice® Value
(HMO)

What You Should
Know

Routine Annual | You pay $0 In-Network: You pay You pay $0 One annual routine
Physical Exam | copayment. $0 copayment. copayment. physical exam each
Out-of-Network: Not calendar year.
covered.
Telehealth For non-emergency
medical issues only.
Primary You pay $15 You pay $15 You pay $10
copayment. copayment. copayment. Contact a network
doctor by phone or
Specialists You pay $50 You pay $50 You pay $50 secure video using
copayment. copayment. copayment. your computer or

Behavior Health
visit

MDLive® visit
MDLive®

Behavior Health
visit

Out-of-Network

20% coinsurance

You pay $15
copayment.
You pay a $50
copayment

Not covered

20% coinsurance

You pay $15
copayment.
You pay a $50
copayment

Not covered

20% coinsurance

You pay $10
copayment.
You pay a $50
copayment

Not covered

mobile device.

Telehealth doctors
can diagnose
symptoms, prescribe
medication and send
prescriptions to select
pharmacies.

Services from
MDLive® available 24
hour a day, 7 days a
week.
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Premiums and
Benefits

Medicare Blue
Choice® Select
(HMO)

Medicare Blue
Choice® Advanced
(HMO-POS)

Medicare Blue
Choice® Value
(HMO)

What You Should
Know

Chiropractic You pay $15 In-Network: You pay You pay $10 We only cover
copayment. $15 copayment. copayment. manual manipulation
Out-of-Network: You of the sping to correct
pay 30% coinsurance a subluxation (when 1
per visit. or more of the bones
in your spine move
The plan will reimburse out of position).
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.
Home Health You pay $0 In-Network: You pay You pay $0 Prior Authorization is
Care copayment. $0 copayment. copayment. required.

Out-of-Network: You
pay 30% coinsurance.

The plan will reimburse
a maximum of $3,000
for out-of-network
(POS) services per
calendar year.

Outpatient
Dialysis
Services

You pay 20%
coinsurance.

In-Network: You pay
20% coinsurance.

Out-of-Network: You
pay 20% coinsurance.

You pay 20%
coinsurance.
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Premiums and

Medicare Blue

Medicare Blue

Medicare Blue

What You Should

Benefits Choice® Select Choice® Advanced Choice® Value Know
(HMO) (HMO-POS) (HMO)

Outpatient You pay 20% In-Network: You pay You pay 20% Prior Authorization
Substance coinsurance. 20% coinsurance. coinsurance. may be required for
gbus.e Out-of-Network: You SOmMe Services.

ervices pay 30% coinsurance
Individual and per visit.
\(/Bi;ﬁup therapy The plan will reimburse

a maximum of $3,000
for out-of-network
(POS) services per
calendar year.
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Discrimination is Against the Law

Our Health Plan complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Our Health Plan does not exclude people
or treat them differently because of race, color, national origin, age, disability, or sex.

Our Health Plan:

Provides free aids and services to people with disabilities to communicate effectively with us, such
as:

e Qualified sign language interpreters
e Written information in other formats (large print, audio, accessible electronic formats, other
formats)

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

e Qualified interpreters
e Information written in other languages

If you need these services, contact our dedicated Medicare Customer Care representatives at
1-877-883-9577, (TTY: 1-800-662-1220). Monday - Friday, 8 a.m. - 8 p.m.
From October 1 - March 31, 8 a.m. - 8 p.m., 7 days a week.

If you believe that our Health Plan 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:

Advocacy Department

Attn: Civil Rights Coordinator

PO Box 4717

Syracuse, NY 13221

Telephone Number: 1-800-614-6575 (TTY: 1-800-662-1220)
Fax Number: 315-671-6656

You can file a grievance in person, or by mail or fax. If you need help filing a grievance, our Health
Plan’s Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Y0028_5016d_C
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Excellus

A nonprofit independent licensee of the Blue Cross Blue Shield Association

ATTENTION: If you speak English, language assistance services, free of charge, are available to
you. Call 1-877-883-9577 (TTY: 1-800-662-1220).

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linguistica.
Llame al 1-877-883-9577 (TTY: 1-800-662-1220).

AR AREERBRT S T LIRSS RIS - S5E(E 1-877-883-9577
(TTY : 1-800-662-1220) -

BHUMAHME: Ecau BbI TOBOpPHTE Ha PYCCKOM SI3BIKE, TO BaM JOCTYITHBI OCCIUIATHBIC YCIYTH
nepeBosa. 3Bonute 1-877-883-9577 (teneraiin: 1-800-662-1220).

ATANSYON: Siw pale Kreyol Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou. Rele 1-
877-883-9577 (TTY: 1-800-662-1220).

O S0 E MESIAI= 82, A0 XI& AHIAE RE2 0|E6He &= UASLICH 1-877-
883-9577 (TTY: 1-800-662-1220)2 2 = Matoll =& AIL.

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-877-883-9577 (TTY: 1-800-662-1220).

1- U917 HRYDX 119 19 DYONIVO A% TRIOW TR IRD IRAIRD WIT WK VTV TR IR ARTPIVADMIN
.877-883-9577 (TTY: 1-800-662-1220)

Ty I I AN IRAT, FAT IA@ T@, O (A ATHT ] NFST AIFIT SFTH AR | (T
FPA L-877-883-9577 (TTY: $-800-662-1220) |

UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-877-883-9577 (TTY: 1-800-662-1220).

o) 877-883-9577-1 ad s Juail  laalls cll il 5 4y salll saclusall ciladd 8 calll 3 Caanti i€ 13) :dda gale
.(800-662-1220-1 :aS3ll 5 pucall Caila

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-877-883-9577 (ATS : 1-800-662-1220).

0208 L G ol (ae Cite ciledd (S oae (S b Sl oo e ol ol 81 o
1-877-883-9577 (TTY: 1-800-662-1220).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-877-883-9577 (TTY: 1-800-662-1220).

[TPOXZOXH: Av ddte eAAnvikd, otn d1dBeon| cog Bpickoviol vanpesieg YAWGGIKNG VTOGTHPIENG, Ol
onoieg mopéyovtat dwpedv. Karéote 1-877-883-9577 (TTY: 1-800-662-1220).

KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé.
Telefononi né 1-877-883-9577 (TTY: 1-800-662-1220).
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Pre-Enroliment Checklist

Before making an enrollment decision, it is important that you fully understand our
benefits and rules. If you have any questions, you can call and speak to a Customer
Care representative at 1-800-659-1986.

Understanding the Benefits

Review the full list of benefits found in the Evidence of Coverage (EOC),
especially for those services that you routinely see a doctor. Visit
ExcellusMedicare.com or call 1-800-659-1986 to view a copy of the EOC.

Review the provider directory (or ask your doctor) to make sure the doctors you
see now are in the network. If they are not listed, it means you will likely have to
select a new doctor.

Review the pharmacy directory to make sure the pharmacy you use for any
prescription medicines is in the network. If the pharmacy is not listed, you will
likely have to select a new pharmacy for your prescriptions.

Understanding Important Rules

In addition to your monthly plan premium, you must continue to pay your
Medicare Part B premium. This premium is normally taken out of your Social
Security check each month.

Benefits, premiums and/or copayments/coinsurance may change on
January 1, 2022.

Except in emergency or urgent situations, we do not cover services by out-
of-network providers (doctors who are not listed in the provider directory).
However, the Point-of-Service (POS) benefit does allow you to use providers
that are not in our network for some services. Check the EOC for more
information.

Excellus BlueCross BlueShield contracts with the Federal Government and is an HMO
plan with a Medicare contract. Enrollment in Excellus BlueCross BlueShield depends
on contract renewal.
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