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Summary of Benefits
for Anthem MediBlue Select (HMO) and Anthem MediBlue Plus (HMO)

Available in: Select Counties™ in Connecticut *See Page 2 for a list of counties.
Plan year: January 1, 2018 - December 31, 2018

In this section, you'll learn about some of the benefits and services we cover and
other important details to help you choose the right Medicare Advantage plan for
you. While the Summary of Benefits do not list every service, limit or exclusion, the
Evidence of Coverage does. Just give us a call and request a copy.

Have questions? Here’s how to reach us and our hours of operation:

 |[fyou are nota member of this plan, please call us toll-free 1-800-238-1143
(TTY: 711), and follow the instructions to be connected to a representative.

* |fyou are a member of this plan, please call us toll-free at 1-866-673-4157
(TTY: 711). 8 a.m. to 8 p.m., seven days a week (except Thanksgiving and
Christmas) from October 1 through February 14, and Monday to Friday (except
holidays) from February 15 through September 30.

e You can learn more about us on our website at
https://shop.anthem.com/medicare.

Y0114_18_31631_U_048 CMS Accepted 67361MUSENMUB_048
H5854_010-000_009-000_CT-HMO
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[ What you should know about our plans

Anthem MediBlue Select (HMO) and Anthem MediBlue Plus (HMO) are Medicare
Advantage and prescription drug plans. They include hospital, medical and
prescription drug benefits in one plan. To join these plans, you must:

e Be entitled to Medicare Part A,
e Enrolled in Medicare Part B, and
e Live in our service area (see below).

Our service area includes: Fairfield, Litchfield, Middlesex, New Haven, Windham

With these plans, you must use doctors and facilities in our plan. If you use a doctor
or facility not in our plan, we may not cover the services.

You can find a doctor in our plan online.

Go to https://shop.anthem.com/medicare and choose Find a Doctor (be sure
to check that the doctor displays as “In-Network” for these plans). Or you can
call us and ask for a copy of the Provider Directory.
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What do we cover?

 Like all Medicare health plans, we cover everything that Original Medicare
covers — Part A (hospital services) and Part B (medical services), plus more.
For some of these benefits, you may pay more in our plan than you would in
Original Medicare. For others, you may pay less (see benefits section for more
details).

» Medicare Part D drugs and Part B drugs (such as chemotherapy and some
drugs administered by your provider).

 Tosee if your prescription drugs are covered, you can view our Formulary (list
of covered Part D prescription drugs) and any restrictions on our website at
https://shop.anthem.com/medicare. Or you can call us and ask for a copy
of the Formulary.

What are my drug costs?

Our plan groups each drug into “tiers.” The amountyou pay depends on the drug’'s
tier and what stage of the benefit you have reached (refer to The four stages of
coverage).

How to find out what your covered

drugs will cost:

Step 1: Find your drug on the
Formulary.

Step 2: Identify the drug tier.

Step 3: Go to the Summary of 2018
prescription drug coverage
section in this guide to match
the tier.
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Can | use any pharmacy to fill T
my covered prescriptions?

To get the best savings on your covered Part D drugs, you must generally use a
pharmacy in our plan. You may get your covered drugs from pharmacies not in
our plan only when you are unable to getyour prescription drugs from a pharmacy
thatis in our plan.

Save even more money at pharmacies with preferred cost sharing

To help you save even more money on your covered drugs, we worked with certain
pharmacies (preferred pharmacies) to further reduce prices. At preferred
pharmacies, your copays and share of the cost may be lower than pharmacies
with standard cost sharing. You can use a preferred pharmacy or a pharmacy with
standard cost sharing; the choice is yours.

To find a pharmacy in our plan, see our online Pharmacy Directory on our website
at https://shop.anthem.com/medicare (under Useful Tools, select Find a
Pharmacy). Next to the pharmacy name, you will see a preferred cost-sharing
indicator (a ¢ symbol). Or you can give us a call and we'll send you a copy.
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How can | learn more about Medicare? g2 $,Td.

If you're still a little unclear about what Medicare is and how it works, refer to your
current Medicare & You handbook. If you do not have a copy, you canview it online
at www.medicare.gov or call Medicare for a copy at 1-800-MEDICARE

(1-800-633-4227), 24 hours a day, 7 days a week. TTY users can call 1-877-486-2048.

If you want to compare our plan with other Medicare health plans, call and ask the
other plans for a copy of their Summary of Benefits booklets.

Now that you are familiar with how Medicare works and some of the benefits
included in our plans, it's time to consider the type of plan you may need. On the
following pages, you can review more about our plans benefits to help you choose
the right plan for you.
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Q?Summary of 2018 medical benefits

Medicare coverage that goes beyond original Medicare

Our plans provide even more benefits than you get with Original Medicare.
Make sure to check out the extra health benefits available to you in the More
Benefits section toward the back of this guide.

Be in the know

Before you continue, here are some important things to know as you review
our plan options:

« Services with a ' may require prior authorization (pre-approval).
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

How much is my premium (monthly payment)?

$0.00 per month $34.00 per month

You must continue to pay your Medicare Part B premium.

How much is my deductible?

This plan does not have a medical This plan does not have a medical
deductible. deductible.

$275.00 per year for Part D prescription | $380.00 per year for Part D

drugs prescription drugs

Drugs listed on Tier 1: Preferred Drugs listed on Tier 1: Preferred
Generic and Tier 6: Select Care Drugs | Generic and Tier 6: Select Care Drugs
are excluded from the Part D are excluded from the Part D
deductible deductible

Is there a limit on how much I will pay for my covered medical services?

(does not include Part D drugs)

$6,700 per year from doctors and $6,700 per year from doctors and
facilities in our plan. facilities in our plan.

Like all Medicare health plans, our plans protect you by having yearly limits on
your out-of-pocket costs for medical and hospital care.

Your limit for services you get from doctors or facilities in our plan, goes toward
the yearly limit. If you reach the limit on out-of-pocket costs, you will not have to
pay any out-of-pocket costs for the rest of the year. This applies to covered, Part A
and Part B services (in our plan).

You will still need to pay your monthly payment (if you have one) and cost-sharing
for your Part D prescription drugs.
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Inpatient Hospital’

Facilities in our plan: Facilities in our plan:
o Days 1-4:$395 per day, per o Days 1-4:%$395 per day, per
admission / Days 5 - 90: $0 per admission / Days 5 - 90: $0 per
day, per admission day, per admission

Both plans cover an unlimited number of days for an inpatient hospital stay.

Per-day cost sharing applies to each new inpatient admission to facilities in our
plan. (Note: transfers to an inpatient rehabilitation hospital is considered a new
admission and cost sharing per day applies).

Outpatient Hospital *

Doctors and facilities in our plan: Doctors and facilities in our plan:
$0.00 copay - 20% coinsurance $0.00 copay - 20% coinsurance

What you will pay depends on the service and where you are treated. Please refer
to the Evidence of Coverage for additional information.

Doctor’s Office Visits'

Primary care physician (PCP) visit:

PCPs in our plan: $10.00 copay PCPs in our plan: $15.00 copay

Specialist visit:

Doctors in our plan: $40.00 copay Doctors in our plan: $40.00 copay

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.
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Anthem MediBlue Select (HMO)

Anthem MediBlue Plus (HMO)

Preventive Care Screenings and Annual Physical Exams

Preventive care screenings:

Doctors in our plan: $0.00 copay

Doctors in our plan: $0.00 copay

Annual physical exam:

Doctors in our plan: $0.00 copay

Doctors in our plan: $0.00 copay

Covered Preventive care screenings:

Abdominal aortic aneurysm screening

Alcohol misuse counseling

Annual "wellness” visit

Bone mass measurement

e Breast cancer screening
(mammogram)

e Cardiovascular disease (behavioral
therapy)

o Cardiovascular screening

 Cervical and vaginal cancer screening

e Colorectal cancer screenings
(colonoscopy, fecal occult blood test,
flexible sigmoidoscopy)

e Depression screening

e Diabetes prevention program

Diabetes screenings and monitoring
HIV screening

Lung cancer screenings

Medical nutrition therapy services
Obesity screenings and counseling
Prostate cancer screenings (PSA)
Sexually transmitted infections
screenings and counseling
Tobacco use cessation counseling
(counseling for people with no sign
of tobacco-related disease)
Vaccines, including flu shots,
hepatitis B shots, pneumococcal
shots

“Welcome to Medicare” preventive
visit (one-time)

Any extra preventive services approved by Medicare during the contract year will
be covered. When you use doctors in these plans, 100% of the cost of preventive
care screenings and annual physical exams is covered.

10
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Anthem MediBlue Select (HMO)

Anthem MediBlue Plus (HMO)

Emergency Care

$80.00 copay

Outside the U.S., this plan may cover
emergency care, urgent care and
ground transportation up to

a $25,000 limit. If the cost of the
service is more than $25,000, you will
have to pay the difference.

$80.00 copay

Outside the U.S., this plan may cover
emergency care, urgent care and
ground transportation up to

a $25,000 limit. If the cost of the
service is more than $25,000, you will
have to pay the difference.

Urgently Needed Services
$30.00 copay

$30.00 copay

Diagnostic Radiology Services (such as MRIs, CT scans)’

Doctors and facilities in our plan:
$65.00 - $100.00 copay

Doctors and facilities in our plan:
$150.00 - $250.00 copay

Note: We highly recommend you talk to your PCP first, before you get care from

a specialist.

What you pay for these services may vary based on where you are treated.

Diagnostic Tests and Procedures’

Doctors and facilities in our plan:
$0.00 - $60.00 copay

Doctors and facilities in our plan:
$0.00 - $80.00 copay

Note: We highly recommend you talk to your PCP first, before you get care from

a specialist.

What you pay for these services may vary based on where you are treated.
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Lab Services'

Doctors and facilities in our plan: Doctors and facilities in our plan:
$0.00 - $10.00 copay $0.00 - $20.00 copay

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.

Outpatient X-rays'

Doctors and facilities in our plan: Doctors and facilities in our plan:
$50.00 - $70.00 copay $65.00 - $200.00 copay

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.

What you pay for these services may vary based on where you are treated.

Therapeutic Radiology Services (such as radiation treatment for cancer)’

Doctors and facilities in our plan: Doctors and facilities in our plan:
20% coinsurance 20% coinsurance

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.

What you pay for these services may vary based on where you are treated.

Medicare-covered hearing services
(Exam to diagnose and treat hearing and balance issues):

Doctors in our plan: $45.00 copay Doctors in our plan: $40.00 copay
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Anthem MediBlue Select (HMO)

Anthem MediBlue Plus (HMO)

Hearing Services’ - continued

Routine hearing services:

This plan covers 1 routine hearing
exam(s) and hearing aid
fitting/evaluation(s) every year.
$3,000.00 maximum plan benefit for
hearing aids every yeatr.

This plan covers 1 routine hearing
exam(s) and hearing aid
fitting/evaluation(s) every year.
$3,000.00 maximum plan benefit for
hearing aids every year.

Doctors in our plan: $0.00 copay for
routine hearing exam(s). $0.00 copay
for hearing aids.

Doctors in our plan: $0.00 copay for
routine hearing exam(s). $0.00 copay
for hearing aids.

Note: We highly recommend you talk to your PCP first, before you get care from

a specialist.

Hearing benefits are offered through Hearing Care Solutions . Please call customer

service for more details.

Dental Services

Medicare-covered dental services (this does not include services for care,
treatment, filling, removal or replacement of teeth):

Doctors and dentists in our plan:
$0.00 copay

Doctors and dentists in our plan:
$0.00 copay

Preventive dental services:

This plan covers: 1 oral exam(s) every
year, 1 cleaning(s) every year.

Dentists in our plan: $0.00 copay

This plan covers: 1 oral exam(s) every
year, 1 cleaning(s) every year.

Dentists in our plan: $0.00 copay

Comprehensive dental services:

Not Covered

Not Covered
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Anthem MediBlue Select (HMO)

Anthem MediBlue Plus (HMO)

Dental Services - continued

Dental benefits are offered through Liberty Dental. Please call customer service

for more details.

Vision Services

Medicare-covered vision services:

Exam to diagnose and treat diseases and conditions of the eye

Doctors in our plan: $0.00 - $45.00
copay

Doctors in our plan: $0.00 - $40.00
copay

Eyeglasses or contact lenses after cataract surgery

Doctors in our plan: $0.00 copay

Doctors in our plan: $0.00 copay

Routine vision services:

Routine vision exam

This plan covers 1 routine eye exam(s)
every year.

Doctors in our plan: $0.00 copay

This plan covers 1 routine eye exam(s)
every year.

Doctors in our plan: $0.00 copay

Routine eye wear (lenses and frames)

This plan covers up to $175.00 for
eyeglasses or contact lenses every
year.

Doctors in our plan: $0.00 copay

Not Covered
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Vision Services - continued

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.

Vision benefits are offered through Blue View Vision. Please call customer service
for more details.

Mental Health Care

Inpatient visit:"

Doctors and facilities in our plan: Doctors and facilities in our plan:
Days 1-3: $350 per day, per admission/ | Days 1-3: $350 per day, per admission/
Days 4-90: $0 per day, per admission | Days 4-90: $0 per day, per admission

Our plan has a lifetime limit of 190 days for inpatient mental health care in a
psychiatric hospital. This limit does not apply to inpatient mental health services
provided in a general hospital.

Both plans cover unlimited inpatient days.

Per day cost sharing applies to each new inpatient admission to facilities in our
plan. (Note: transfers to an inpatient rehabilitation hospital is considered a new
admission and cost sharing per day applies).

Outpatient psychiatric individual and group therapy services:'

Doctors and facilities in our plan: Doctors and facilities in our plan:
$40.00 copay $40.00 copay

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.
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Anthem MediBlue Select (HMO)

Anthem MediBlue Plus (HMO)

Skilled Nursing Facility (SNF)'

Doctors and facilities in our plan:
Preferred Participating SNF; Days 1 -
20:$0 per day / Days 21-100:$137.50
per day; All Other Participating SNF:
Days 1-20:$0 per day / Days 21 - 100:
$167.50 per day

Doctors and facilities in our plan:
Preferred Participating SNF: Days 1 -
20:$0 per day / Days 21-100:$137.50
per day; All Other Participating SNF:
Days 1 -20:$0 per day / Days 21 - 100:
$167.50 per day

Both plans cover up to 100 days in a Skilled Nursing Facility (SNF).

Your copays for SNF benefits are based on benefit periods. A benefit period starts
on the first day you go into a hospital or SNF and ends when you haven't had any
inpatient hospital care or skilled nursing care for 60 days in a row. If you go into
a SNF after one benefit period has ended, a new benefit period starts. There's no
limit to the number of benefit periods you can have.

Physical Therapy’

Doctors and facilities in our plan:
$40.00 copay

Doctors and facilities in our plan:
$40.00 copay

Ground/Water Ambulance:

Emergency transportation services
in our plan: $200.00 copay per trip

Emergency transportation services
in our plan: $300.00 copay per trip

Air Ambulance:

Emergency transportation services
in our plan: 20% coinsurance per trip

Emergency transportation services
in our plan: 20% coinsurance per trip
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Transportation

Not Covered Not Covered

Medicare Part B Drugs’

Other Part B Drugs:

Drugs in our plan: 20% coinsurance | Drugs in our plan: 20% coinsurance

Chemotherapy drugs:

Drugs in our plan: 20% coinsurance | Drugs in our plan: 20% coinsurance
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More benefits and ways we support your '5;
health

Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Chiropractic Care’

Medicare-covered chiropractic services:

(&

Providers in our plan: $20.00 copay | Providers in our plan: $20.00 copay

Medicare coverage includes manipulation of the spine to correct a subluxation
(when one or more of the bones of your spine move out of position).

Home Health Care’

Doctors and facilities in our plan: Doctors and facilities in our plan:
$0.00 copay $0.00 copay

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.

Outpatient Substance Abuse’

Individual & Group therapy visit:

Doctors and facilities in our plan: Doctors and facilities in our plan:
$40.00 copay $40.00 copay

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Outpatient Surgery’

Ambulatory surgical center:

Doctors and facilities in our plan: Doctors and facilities in our plan:
15% coinsurance 15% coinsurance

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.

Renal Dialysis

Doctors and facilities in our plan: Doctors and facilities in our plan:
20% coinsurance 20% coinsurance

Outpatient Rehabilitation

Cardiac (heart) rehab services (with a limit of two, one-hour sessions per day
and a maximum of 36 sessions within a 36-week period):

Doctors and facilities in our plan: Doctors and facilities in our plan:
$50.00 copay $45.00 copay

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.

Pulmonary (lung) rehab services (with a limit of two, one-hour sessions per
day and a maximum of 36 sessions):

Doctors and facilities in our plan: Doctors and facilities in our plan:
$30.00 copay $30.00 copay

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Outpatient Rehabilitation’ - continued

Occupational therapy visit:

Doctors and facilities in our plan: Doctors and facilities in our plan:
$40.00 copay $40.00 copay

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.

Foot Care (podiatry services)'

Medicare-covered podiatry:

Doctors in our plan: $40.00 copay Doctors in our plan: $40.00 copay

Footexams and treatment are covered ifyou have diabetes-related nerve damage
and/or meet certain conditions.

Note: We highly recommend you talk to your PCP first, before you get care from
a specialist.

Medical Equipment/Supplies’

Durable Medical Equipment (wheelchairs, oxygen, etc.)

Suppliers in our plan: 20% Suppliers in our plan: 20%
coinsurance coinsurance

Medical supplies and prosthetic devices (braces, artificial limbs, etc.)

Suppliers in our plan: 20% Suppliers in our plan: 20%
coinsurance coinsurance

Diabetic supplies and services:’

Suppliers in our plan: $0.00 copay Suppliers in our plan: $0.00 copay
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Anthem MediBlue Select (HMO)

Anthem MediBlue Plus (HMO)

LiveHealth Online

Lets you talk to a doctor by live,
two-way video on a computer,
smartphone or tablet.

Please refer to the Evidence of
Coverage for additional information.

Lets you talk to a doctor by live,
two-way video on a computer,
smartphone or tablet.

Please refer to the Evidence of
Coverage for additional information.

24 /7 Nurse HelpLine

24-hour access to a nurse helpline, 7
days a week, 365 days a year.

Please refer to the Evidence of
Coverage for additional information.

24-hour access to a nurse helpline, 7
days a week, 365 days a year.

Please refer to the Evidence of
Coverage for additional information.

SilverSneakers®* Fitness program

$0.00 copay

When you become our member, you
can sign up for SilverSneakers. It's
included in our plan. To learn more
details, go to
www.silversneakers.com or call
SilverSneakers at 1-855-741-4985
(TTY: 711), Monday through Friday, 8
a.m.to 8 p.m. ET.

$0.00 copay

When you become our member, you
can sign up for SilverSneakers. It's
included in our plan. To learn more
details, go to
www.silversneakers.com or call
SilverSneakers at 1-855-741-4985
(TTY: 711), Monday through Friday, 8
a.m.to 8 p.m. ET.

* The SilverSneakers Fitness Program is provided by Tivity Health, an independent
company. Tivity Health and SilverSneakers are registered trademarks or
trademarks of Tivity Health, Inc., and/or its subsidiaries and/or affiliates in the
USA and/or other countries. ® 2017 Tivity Health, Inc. All rights reserved.
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To.Summary of 2018 prescription drug
coverage

Know where to go:

Once you become a member of our plan, Chapters 5 and 6 of your Evidence
of Coverage include lots of important details about your pharmacy benefit.

Anthem MediBlue Select (HMO) | Anthem MediBlue Plus (HMO)
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The four stages of drug coverage

&

What you pay for your covered drugs depends, in part, on which coverage stage

you are in.
o | | © |
&=
Deductible Initial Coverage Gap Catastrophic
Coverage Coverage
If you have a You will pay a In this stage, you pay a| In this stage, after
deductible, you |[copay ora greater share of the  [your yearly
will pay 100% of | percentage of | costs. It begins after |out-of-pocket drug

your drug cost
until you meet
your deductible.
(If you have no
deductible, or if
a specific drug
tier does not
apply to the
deductible, you
will skip to
Stage 2.)

Which coverage stage am|in?

the cost, and
your plan pays
the rest for your
covered drugs.

You will get an Explanation of
Benefits (EOB) each month you fill
a prescription. It will show which
coverage stage you're in and how
close you are to entering the next one.

you and your plan have
paid a certain amount
on covered drugs
during Stages 1 and 2
(this can vary by plan).
See Stage 2: Initial
Coverage below for the
exact amount. After
you enter the coverage
gap, you pay 35% of
the plan’s cost for
covered brand-name
drugs and 44% of the
plan’s cost for covered
generic drugs until
your costs total
$5,000. Some plans
have extra coverage.
See the Coverage Gap
section for more
details.

costs (including
drugs purchased
through mail order
and your retail
pharmacy) reach
$5,000, you pay the
greater of:

e 5% ofthe cost, or

« $3.35 copay for
generic (including
brand-name
drugs treated as
generic) and an
$8.35 copay for
all other drugs.

24
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Anthem MediBlue Select (HMO)

Anthem MediBlue Plus (HMO)

How much do | pay for Part D drugs?

Stage 1: Deductible

$275.00 deductible per year for Part D
prescription drugs

$380.00 deductible per year for Part D
prescription drugs

Drugs listed on Tier 1: Preferred
Generic and Tier 6: Select Care Drugs
are excluded from the Part D
deductible

Drugs listed on Tier 1: Preferred
Generic and Tier 6: Select Care Drugs
are excluded from the Part D
deductible

Stage 2: Initial Coverage

After you pay your yearly deductible (if
your plan has one), you pay the amount
listed in the table on the following
pages, until your total yearly drug costs
reach $3,750. Total yearly drug costs
are the total drug costs paid by both
you and our Part D plan.

After you pay your yearly deductible (if
your plan has one), you pay the
amount listed in the table on the
following pages, until your total yearly
drug costs reach $3,750. Total yearly
drug costs are the total drug costs paid
by both you and our Part D plan.

You may getyour covered drugs at retail pharmacies and mail-order pharmacies

in our plan.

Generally, you may get your covered drugs from pharmacies notin our plan only
when you are unable to get your prescription drugs from a pharmacy thatis in

our plan.

If you live in a long-term care facility, you pay the same as at a standard retail

pharmacy.
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Stage 2: Initial Coverage

Anthem MediBlue Select (HMO)

One-month supply |Three-month supply

Tier 1: Preferred Generic* $0.00 $0.00

Tier 2: Generic $14.00 $42.00

Tier 3: Preferred Brand $41.00 $123.00

Tier 4: Nonpreferred Drugs $95.00 $285.00

Tier 5: Specialty Tier 27% Not available for a
long-term supply

Tier 6: Select Care Drugs* $0.00 $0.00

One-month supply Three-month supply

Tier 1: Preferred Generic* $5.00 $15.00

Tier 2: Generic $19.00 $57.00

Tier 3: Preferred Brand $46.00 $138.00

Tier 4: Nonpreferred Drugs $100.00 $300.00

Tier 5: Specialty Tier 217 % Not available for a
long-term supply

Tier 6: Select Care Drugs* $0.00 $0.00

One-month supply |Three-month supply

Tier 1: Preferred Generic* $0.00 $0.00

Tier 2: Generic $14.00 $42.00

Tier 3: Preferred Brand $41.00 $123.00

Tier 4: Nonpreferred Drugs $95.00 $285.00

Tier 5: Specialty Tier 27% Not available for a
long-term supply

Tier 6: Select Care Drugs* $0.00 $0.00

* Your deductible will not apply for these drugs.
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Stage 2: Initial Coverage

Anthem MediBlue Plus (HMO)

Preferred Retail Cost Sharing

One-month supply

Three-month supply

Tier 1: Preferred Generic* $3.00 $9.00

Tier 2: Generic $10.00 $30.00

Tier 3: Preferred Brand $42.00 $126.00

Tier 4: Nonpreferred Drugs $95.00 $285.00

Tier 5: Specialty Tier 25% Not available for a
long-term supply

Tier 6: Select Care Drugs* $0.00 $0.00

Standard Retail Cost Sharing

One-month supply

Three-month supply

Tier 1: Preferred Generic* $8.00 $24.00

Tier 2: Generic $15.00 $45.00

Tier 3: Preferred Brand $47.00 $141.00

Tier 4: Nonpreferred Drugs $100.00 $300.00

Tier 5: Specialty Tier 25% Not available for a
long-term supply

Tier 6: Select Care Drugs* $0.00 $0.00

Standard Mail Order Cost Sharing

One-month supply

Three-month supply

Tier 1: Preferred Generic* $3.00 $9.00

Tier 2: Generic $10.00 $30.00

Tier 3: Preferred Brand $42.00 $126.00

Tier 4: Nonpreferred Drugs $95.00 $285.00

Tier 5: Specialty Tier 25% Not available for a
long-term supply

Tier 6: Select Care Drugs* $0.00 $0.00

* Your deductible will not apply for these drugs.
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Stage 3: Coverage Gap

Anthem MediBlue Select (HMO)

After you enter the coverage gap, you pay 35% of the plan's cost for covered
brand name drugs and 44% of the plan’s cost for covered generic drugs until

your costs total $5,000, which is the end of the coverage gap. Not everyone will
enter the coverage gap.

To learn more about your extra gap coverage, see the following chart to find out
how much you will pay for your covered drugs

Preferred Retail Cost Sharing One-month supply |Three-month supply

Tier 6: Select Care Drugs $0.00 $0.00
Covered Drugs: All

Standard Retail Cost Sharing One-month supply |Three-month supply

Tier 6: Select Care Drugs $0.00 $0.00
Covered Drugs: All

andard Mail Order Cc :1{[1f: One-month supply |Three-month supply
Tier 6: Select Care Drugs $0.00 $0.00
Covered Drugs: All
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Stage 3: Coverage Gap

Anthem MediBlue Plus (HMO)

After you enter the coverage gap, you pay 35% of the plan's cost for covered
brand name drugs and 44% of the plan’s cost for covered generic drugs until

your costs total $5,000, which is the end of the coverage gap. Not everyone will
enter the coverage gap.

To learn more about your extra gap coverage, see the following chart to find out
how much you will pay for your covered drugs.

Preferred Retail Cost Sharing One-month supply |Three-month supply

Tier 6: Select Care Drugs $0.00 $0.00
Covered Drugs: All

Standard Retail Cost Sharing One-month supply |Three-month supply

Tier 6: Select Care Drugs $0.00 $0.00
Covered Drugs: All

andard Mail Order Cc :1{[1f: One-month supply |Three-month supply
Tier 6: Select Care Drugs $0.00 $0.00
Covered Drugs: All
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Stage 4: Catastrophic Coverage

Anthem MediBlue Select (HMO)

Anthem MediBlue Plus (HMO)

After your yearly out-of-pocket drug
costs (including drugs purchased
through mail order and your retail
pharmacy) reach $5,000, you pay the
greater of;

» 5% of the cost, or

 $3.35 copay for generic (including
brand name drugs treated as
generic) and an $8.35 copay for
all other drugs.

After your yearly out-of-pocket drug
costs (including drugs purchased
through mail order and your retail
pharmacy) reach $5,000, you pay the
greater of;

» 5% of the cost, or

» $3.35 copay for generic (including
brand name drugs treated as
generic) and an $8.35 copay for
all other drugs.
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[+w@ Optional supplemental dental
and vision plans

Adding an optional supplemental benefit plan to your Medicare Advantage
plan is good for your health in more ways than one:

» No yearly deductibles
e No waiting periods
e Large number of dentists and vision care providers in our plan

Anthem MediBlue Select (HMO) | Anthem MediBlue Plus (HMO)
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Package 1: Preventive Dental Package

Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

How much is the monthly payment?

Not offered An extra $16.00 per month. You must
keep paying your Medicare Part

B monthly payment and your $34.00
monthly plan payment.

How much is the deductible?

Not offered This package does not have a
deductible.

Is there a limit on how much the plan will pay?

Not offered Doctors in our plan:

The plan will pay up to $500 for the
following preventive dental benefits
each year (benefit maximum).

Talk to your doctor and confirm all coverage, costs and codes before you receive
Services.
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Benefits included:

Not offered Doctors in our plan:
You pay no copay for:
e TWO exams

e Two cleanings

e Dental X-rays: include one
full-mouth or panoramic X-ray
and one set/series of bitewing
X-rays each year and up to seven
periapical images per calendar
year

o Two fluoride treatments

Exclusions & Limits for this benefit
package:

e Coverage is only available from
Liberty Dental providers.

Since these services are not normally covered under Original Medicare, we offer
them as a Supplemental Benefit for an extra monthly payment through this
Optional Supplemental Package 1: Preventive Dental Package. Please refer to the

Evidence of Coverage for more details about this package.
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Package 2: Dental and Vision Package

Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

How much is the monthly payment?

Not offered An extra $29.00 per month. You must
keep paying your Medicare Part B
payment and your $34.00 monthly plan
payment.

How much is the deductible?

Not offered This package does not have a
deductible.

Is there a limit on how much the plan will pay?

Not offered Doctors in our plan:

Dental limits: The plan will pay up to
$1,000 for dental benefits each year
(benefit maximum).

Talk to your doctor and confirm all coverage, costs and codes before you receive
Services.

34 Anthem MediBlue Select (HMO) | Anthem MediBlue Plus (HMO)



Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Benefits included:

DENTAL:

Not offered Doctors in our plan:
You pay no copay for:

e TWO exams
e Two cleanings

e Dental X-rays: include one
full-mouth or panoramic X-ray
and one set/series of bitewing
X-rays each year and up to seven
periapical images per calendar
year

e Two fluoride treatments

You pay 20% of the covered charges
for certain restorative dental services
(fillings).

You pay 50% of the covered charges
for certain endodontic, periodontic,
and oral surgery dental services which
include, but are not limited to, the
following:

e Root canal treatment

e Periodontal scaling and root
planing

e Simple and surgical extractions

Exclusions & Limits for this benefit
package:
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Benefits included: - continued

e Dentures and crowns are
excluded.

o Coverage is only available from
Liberty Dental providers.

VISION:

Not offered This package offers a $150
reimbursement allowance toward the
purchase of eyewear. The benefit
applies to corrective (prescription)
glasses, lenses, frames and/or contact
lenses.

Talk to your provider and confirm all
coverage, costs and codes prior to
services being rendered.

Exclusions & Limits for this benefit
package:

« Safety eyewear, non-prescription
sunglasses, glass lenses,
non-prescription lenses or
contacts, or lens treatments are
not covered.

o Coverage is only available from
Blue View Vision Insight providers.

Since these services are not normally covered under Original Medicare, we offer
them as a Supplemental Benefit for an extra monthly payment through this
Optional Supplemental Package 2: Dental and Vision Package. Please refer to the
Evidence of Coverage for more details about this package.
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Package 3: Enhanced Dental and Vision
Package

Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

How much is the monthly payment?

Not offered An extra $39.00 per month. You must
keep paying your Medicare Part

B payment and your $34.00 monthly
plan payment.

How much is the deductible?

Not offered This package does not have a
deductible.

Is there a limit on how much the plan will pay?

Not offered Doctors in our plan:

Dental limits: The plan will pay up to
$1,500 for dental benefits each year
(benefit maximum).

Talk to your doctor and confirm all coverage, costs and codes prior to receiving
services.
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Benefits included:

DENTAL:

Not offered Doctors in our plan:
You pay no copay for:
e TWO exams

e Two cleanings

e Dental X-rays: include one
full-mouth or panoramic X-ray
and one set/series of bitewing
X-rays each year and up to seven
periapical images per calendar
year

e Two fluoride treatments.

You pay 20% of the covered charges
for certain restorative dental services
(fillings).

You pay 50% of the covered charges
for certain endodontic, periodontic,
and oral surgery dental services which
include, but are not limited to, the
following:
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Benefits included: - continued

e Root canal treatment

o Periodontal scaling and root
planing
e Simple and surgical extractions

« Crowns (once per tooth every five
years)

o Complete denture, immediate
denture, or partial denture (one
set of dentures every five years)

e Denture adjustment, repair,
replacement, rebasing and
relining

o Local anesthesia (a drug to numb
a part of the body) or regional
block anesthesia

Exclusions & Limits for this benefit
package:

o Coverage is only available from
Liberty Dental providers.
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Anthem MediBlue Select (HMO) Anthem MediBlue Plus (HMO)

Benefits included: - continued

VISION:

Not offered This package offers a $200
reimbursement allowance toward the
purchase of eyewear. The benefit
applies to corrective (prescription)
glasses, lenses, frames and/or contact
lenses.

Talk to your provider and confirm all
coverage, costs and codes prior to
services being rendered.

Exclusions & Limits for this benefit
package:

« Safety eyewear, non-prescription
sunglasses, glass lenses,
non-prescription lenses or
contacts, or lens treatments are
not covered.

« Coverage is only available from
Blue View Vision Insight providers.

Since these services are not normally covered under Original Medicare, we offer
them as a Supplemental Benefit for an extra monthly payment through this
Optional Supplemental Package 3: Enhanced Dental and Vision Package. Please
refer to the Evidence of Coverage for more details about this package.
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ATTENTION: If you speak a language other than English, language assistance
services, free of charge, are available to you. Call 1-866-673-4157 (TTY:711). Our
office hours are from 8 a.m. to 8 p.m., seven days a week, October 1 to February 14
(except holidays); 8 a.m. to 8 p.m., Monday - Friday, February 15 to September 30
(except holidays).

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
lingliistica. Llame al 1-866-673-4157 (TTY: 711), de 8a. m.a 8 p. m., los 7 dias de
la semana (excepto los dias feriados) desde el 1° de octubre hasta el 14 de febrero,
yde8a.m.a8p.m., delunesaviernes (excepto los dias feriados) del 15 de febrero
hasta el 30 de septiembre.

This information is not a complete description of benefits. Contact the plan for
more information.

Limitations, copayments, and restrictions may apply.

Benefits, premiums and/or copayments/coinsurance may change on January 1
of each year.

The Formulary, pharmacy network, and/or provider network may change at any
time. You will receive notice when necessary.

Anthem Blue Cross and Blue Shield is an HMO plan with a Medicare contract.
Enrollment in Anthem Blue Cross and Blue Shield depends on contract renewal.

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans, Inc.
Independent licensee of the Blue Cross and Blue Shield Association. Anthem is a
registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and
Blue Shield names and symbols are registered marks of the Blue Cross and Blue
Shield Association.
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Anthem Blue Cross and Blue Shield - H5854

2018 Medicare Star Ratings*

The Medicare Program rates all health and prescription drug plans each year, based on a plan's quality and
performance. Medicare Star Ratings help you know how good a job our plan is doing. You can use these Star
Ratings to compare our plan's performance to other plans. The two main types of Star Ratings are:

1.  An Overall Star Rating that combines all of our plan's scores.

2. Summary Star Rating that focuses on our medical or our prescription drug services.

Some of the areas Medicare reviews for these ratings include:
* How our members rate our plan's services and care;
* How well our doctors detect illnesses and keep members healthy;

* How well our plan helps our members use recommended and safe prescription medications.

For 2018, Anthem Blue Cross and Blue Shield received the following Overall Star Rating from Medicare.

Lo & &
3.5 Stars

We received the following Summary Star Rating for Anthem Blue Cross and Blue Shield's health/drug plan
services:

La & &
3.5 Stars
B &
4 Stars

Health Plan Services:

Drug Plan Services:



The number of stars shows how well our plan performs.

t & 4 4 & ¢ 5 stars - excellent

& & & 4 stars - above average
& & 1 3 stars - average

o 2 stars - below average
k1 1 star - poor

Learn more about our plan and how we are different from other plans at www.medicare.gov.

We do not discriminate, exclude people, or treat them differently on the basis of race, color, national origin,
sex, age or disability in our health programs and activities.

You may also contact us 7 days a week from 8:00 a.m. to 8:00 p.m. Eastern time at 1-844-364-2128
(toll-free) or 711 (TTY), from October 1 to February 14. Our hours of operation from February 15 to
September 30 are Monday through Friday from 8:00 a.m. to 8:00 p.m. Eastern time.

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are
available to you. Call 1-844-364-2128 (TTY: 711).

ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al
1-844-364-2128 (TTY: 711).

ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-844-364-2128
(TTY: 711).

Current members please call 1-866-673-4157 (toll-free) or 711 (TTY).

*Medicare evaluates plans based on a 5-star rating system. Star Ratings are calculated each year and may change
from one year to the next.

Anthem Blue Cross and Blue Shield is an HMO plan with a Medicare contract. Enrollment in Anthem Blue Cross and
Blue Shield depends on contract renewal.
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It's important we treat you fairly

That's why we follow Federal civil rights laws in our health programs
and activities. We don’t discriminate, exclude people, or treat them
differently on the basis of race, color, national origin, sex, age or
disability. For people with disabilities, we offer free aids and services.
For people whose primary language isn’t English, we offer free
language assistance services through interpreters and other written
languages. Interested in these services? Call Customer Service for
help (TTY: 711).

If you think we failed to offer these services or discriminated based on
race, color, national origin, age, disability, or sex, you can file a
complaint, also known as a grievance. You can file a complaint with
our Compliance Coordinator in writing to Compliance Coordinator,
4361 Irwin Simpson Rd, Mailstop: OH0205-A537; Mason, Ohio 450401
9498. Or you can file a complaint with the U.S. Department of Health
and Human Services, Office for Civil Rights at 200 Independence
Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or
by calling 1-800-368-1019 (TTY: 1- 800-537-7697) or online at
https://ocrportal.nhs.gov/ocr/portal/lobby.jsf. Complaint forms are
available at http://www.hhs.gov/ocr/office/file/index.html.

Get help in your language

Separate from our language assistance program, we make documents
available in alternate formats. If you need a copy of this document in
an alternate format, please call Customer Service.

English: You have the right to get this information and help in your
language for free. Call Customer Service for help.

Spanish: Tiene el derecho de obtener esta informacion y ayuda en su
idioma de forma gratuita. Llame al numero de Servicios para Miembros
para obtener ayuda.

Albanian: Keni té drejtén té€ merrni falas kété informacion dhe ndihme
né gjuhén tuaj. Telefononi shérbimin pér klientét néqoftése keni nevojé
per ndihme.
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http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Arabic:
acluall ¢ Dland) dandy Joail Ulae izl sac Ll 5 cila slaeall 038 e J guand) &l oy

Bengali: 92 w2iiafer shexia Ry @32 Rasjeen s o et 2fe i skt
S TR AR G S ANSTH 5T T4

Chinese: A HEFERATIEES LEEGZ A ML - SHEEE PR
EIERNIR

French: Vous avez le droit d’'accéder gratuitement a ces informations
et a une aide dans votre langue. Pour obtenir de 'aide, veuillez
appeler le service client.

Greek: ‘Exete 10 dIKAiwUa va AABETE AUTEC TIC TTANPOPOPIES KAl AUTA TN
BonBeia otn YAwooa cag dwpedv. KaAéoTe 1o TuRua YTrnpeoiwyv
MeAaTwyv (Customer Service) yia BoriBeia.

Haitian: Ou gen dwa resevwa enfomasyon sa a ak asistans nan lang
ou pale a pou gratis. Rele nimewo Sévis Kliyan an pou jwenn éd.

Hindi: 31T9s 918 3 SITARRT 3R FERAAT 1 39611 AT H oo
UICT X T ISR g1 @I & AT TGET Qa1 R Hid |

Italian: Ha il diritto di ricevere queste informazioni ed eventuale
assistenza nella sua lingua senza alcun costo aggiuntivo. Per
assistenza, chiami il Servizio clienti.

Korean: 71317 A1 o} =82 u]2glo] a}o] eloj = woa
A7k QLU B g9 woAeE w2 A 252 qlets

FAA L.

Polish: Masz prawo do bezptatnego otrzymania niniejszych informacji
oraz uzyskania pomocy w swoim jezyku. Zadzwon pod numer Dziatu
Obstugi Klienta w celu uzyskania pomocy.
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Portuguese: Vocé tem o direito de receber gratuitamente estas
informacgdes e ajuda no seu idioma. Ligue para o Atendimento ao
Cliente para obter ajuda.

Russian: Bbl uMeeTe mpaBo MOJIYYHTh JaHHYIO HH()OPMAIUIO U TOMOIIb Ha
BaIllleM sI3bIKe OecriiaTHO. J{J1s moydeHus TOMOIIY 3BOHUTE B OT/IEI
00CTy>KMBaHUS KIIMEHTOB.

Tagalog: May karapatan kang makuha ang impormasyon at tulong na
ito sa sarili mong wika ng walang kabayaran. Tumawag sa Serbisyo
para sa mga Kustomer para matulungan ka.

Urdu:
saiS d Sas0 . @ 8 S dols wio 330 9l wlogleo ni o ol will 58
205 JB oS Gug

Vietnamese: Ban cé quyén duoc biét vé thdng tin nay va dugc ho tro bang
ngdn nglt ctia ban mién phi. H3y lién hé vai Dich vu khach hang dé duwoc hd
tro.

Yiddish:
VDI .12 TRIDW WK PR 7257 IR POXRAIRDIN 2T JWNIPRA 1¥ VIV 27 ORI N
02777 IRD DMNWO WAIVORP
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