Subscriber Agreement

Plan 65
Medicare Supplement Plan A

Medicare Supplement Subscriber Agreement

This subscriber agreement (agreement) describes your benefits from Blue Cross & Blue Shield of
Rhode Island (BCBSRI). This is a Medicare Supplement Insurance Plan, which provides
supplemental coverage for Original Medicare.

Renewable
This plan begins on the effective date and remains in effect until December 31, 2021. You may
renew this plan each calendar year by paying the required subscriber fee.

Changes in Benefits

Benefits under this plan will change automatically if Medicare eligible expenses change.
Subscriber fees may increase or decrease to reflect a change in benefits. We will send you written
notice describing the benefit change at least thirty (30) days prior to the effective date of a change.

30 Day Right to Examine

You have the right to return this agreement within thirty (30) days of receipt if you are not
satisfied with it for any reason. We will refund your subscriber fee if this agreement is returned
within that time period.

Notice to Buyer
This plan may not cover all of your medical expenses. Please read this entire agreement carefully.

P Blue Cross
VAV Blue Shield
® ® of Rhode Island
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SUMMARY OF BENEFITS

This is your subscriber agreement for Plan 65 Medicare Supplement Plan A. This subscriber agreement
replaces any previous subscriber agreement issued for this type of coverage. The Summary of Benefits is
intended to give you a general understanding of benefits available under this plan. For more details, please read
Section 3 for a description of coverage for specific benefits and Section 5 for a list of general exclusions. Please
refer to Section 3: Covered Health Services for a detailed description of each benefit.

Medicare Part A helps pay for healthcare in hospitals, skilled nursing facilities, hospice care, and some home
healthcare services. The table below shows how much Medicare, this plan, and you pay for specific services.
Please note, you pay for any services not covered by Medicare A & B or Plan 65 Medicare Supplement Plan A.

Medicare Part A: Hospital Services per Benefit Period

Service Limits Medicare Pays Plan Pays You Pay
Hospitalization (*) First 60 days All but $1,484 $0 $1,484 (Part A
Semi-private room and deductible)
board, general nursing Days 61 thru 90 All but $371 per $371 per day $0
and miscellaneous day
services and supplies Days 91 and after All but $742 per $742 per day $0
while using 60 day
lifetime reserve days
Once lifetime $0 100% of $0(™)
reserve days are Medicare
used, an additional eligible
365 days expenses )
Beyond the $0 $0 100%
additional 365 days
Skilled Nursing Facility | First 20 days All approved $0 $0
(SNF) Care (*) amounts
You must meet Days 21 thru 100 All but $185.50 $0 Up to $185.50 per
Medicare’s per day day
requirements, including | Days 101 and after | $0 $0 100%
having been in a hospital
for at least 3 days and
entered a Medicare-
approved facility within
30 days after leaving the
hospital
Blood (inpatient) First 3 pints $0 100% $0
Additional amounts | 100% $0 $0
Hospice Care All but very Medicare $0
You must meet Medicare’s requirements, limited copayment | copayment or
including a doctor’s certification of terminal or coinsurance for | coinsurance for
illness. outpatient drugs outpatient drugs
and inpatient and inpatient
respite care respite care

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

) When your Medicare Part A hospital benefits are exhausted, BCBSRI stands in the place of Medicare and will pay
whatever amount Medicare would have paid for up to an additional 365 days. During this time, the hospital is prohibited
from billing you for the balance based on any difference between its billed charges and the amount Medicare would have
paid.
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Medicare Part B helps pay for doctors’ services, outpatient hospital care, certain medically necessary home
healthcare services and other medical services that Part A does not cover, such as such as physical and speech
therapy. The table below shows how much Medicare, your plan, and you pay for specific services. Please note,
you pay for any services not covered by Medicare A & B or Plan 65 Medicare Supplement Plan A.

Medicare Part B: Medical Services per Calendar Year

Service Limits Medicare Pays Plan Pays You Pay
Medical Expenses First $203 of $0 $0 $203 (Part B
Includes treatment in or | Medicare-approved deductible)
out of the hospital and amounts®)
outpatient hospital _
treatment, such as: Remainder of Generally 80% Generally 20% | $0
doctor’s services, Medicare-approved
inpatient and outpatient | @mounts
medical and surgical
services and supplies,
physical and speech
therapy, diagnostic tests,
and durable medical
equipment
Part B Excess Charges $0 $0 100%
(Above Medicare-approved amounts)
Blood First 3 pints $0 100% $0
Next $203 of $0 $0 $203 (Part B
Medicare-approved deductible)
amounts®”)
Remainder of 80% 20% $0
Medicare-approved
amounts
Clinical Laboratory Tests for diagnostic | 100% $0 $0
Services services
Medicare Parts A and B
Service Limits Medicare Pays Plan Pays You Pay
Home Health Care Medically necessary | 100% $0 $0
Medicare-approved skilled care services
services and medical supplies
Durable Medical First $203 of $0 $0 $203 (Part B
Equipment Medicare-approved deductible)
Medicare-approved amounts(”)
services Remainder of 80% 20% $0

Medicare-approved
amounts

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

Note: The Summary of Benefits contains only a brief summary of Medicare benefits. Please contact your local
Social Security Office or consult the “Medicare & You” handbook for details about Medicare.
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SECTION 1: INTRODUCTION TO YOUR SUBSCRIBER AGREEMENT

Thank you for choosing BCBSRI for your Medicare supplement coverage. We appreciate the trust you’ve
placed in us and want to help you make the most of your health plan.

In this agreement, you’ll find valuable information about your plan, including:
e how your coverage works;

how BCBSRI processes claims for the health services you receive;

your rights and responsibilities as a subscriber;

BCBSRI’s rights and responsibilities.

We encourage you to read this entire agreement to learn about all the advantages of being a BCBSRI
subscriber. The entire contract consists of the application, this agreement, and any attached amendments.
Statements made by you to obtain insurance under this agreement will be deemed representations and not
warranties.

How to Use This Agreement

Below are some helpful tips on how to find what you need in this agreement.

e Asasubscriber, you are responsible for understanding the benefits to which you are entitled under this
agreement and the rules you must follow to receive those benefits.

e The Table of Contents will help you find the order of the sections as they appear in the agreement.

e The Summary of Benefits, included in this agreement, shows the amount you pay out of your own pocket.

e Important contact information, such as, telephone numbers, addresses, and websites are located at the end of
this document.

e Some words and phrases used in this agreement are in italics. This means that the words or phrases have a
special meaning as they relate to your healthcare coverage. Please see Section 8 for definitions of these
words.

e When we use the words “we,” “us,” and “our,” we are referring to BCBSRI. When we use the words “you”
and “your” we are referring to you, the enrolled subscriber. These words are also defined in the Glossary.

e Many sections of this document are related to other sections. You may need to reference more than one
section to find the information you need.

Contact Us If You Have a Question

If you have questions about your benefits or anything in this agreement, we are happy to help. Simply call the
Medicare Concierge Team or visit one of our Your Blue Store locations. As a BCBSRI subscriber, you may
also log in to our secure website to find out BCBSRI news, get plan information or use many of our self-service
options.

Your Identification (ID) Card

Your BCBSRI ID card is your key to getting healthcare coverage. It shows your healthcare provider that you
are part of the nation’s most trusted health plan. All BCBSRI subscribers receive 1D cards, which provide
important information about your coverage. This card is for identification only, and you must show it whenever
you receive healthcare services. Please note you must be a current subscriber to receive covered services.

Tips for keeping your card safe:

e Carry it with you at all times.

e Keep it in a safe location, just as you would with a credit card or money.
e Let BCBSRI know right away if it is lost or stolen.
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SECTION 2: ELIGIBILITY

Who Is an Eligible Person

You

You are eligible to enroll if:

e you are a Medicare recipient enrolled in Original Medicare; and
e you reside in Rhode Island.

Note: You can only be covered under one (1) Medicare supplement plan at a time. If you were to enroll in
another Medicare supplement plan or a Medicare Advantage plan, we recommend that you disenroll from this
plan. If you are enrolled in a Medicare supplement plan and a Medicare Advantage plan at the same time, only
Medicare Advantage benefits are provided.

Medicaid Eligibility

If you become eligible for Medicaid, you may request that we suspend coverage under this plan. To suspend
coverage, notify us within ninety (90) days of the date you become entitled to Medicaid. Upon receipt of this
notice, we will suspend benefits and subscriber fees due under this plan for up to twenty-four (24) months.

This plan, or if this plan is no longer available, a plan that is a substantially equivalent, can be automatically
reinstated within the twenty-four (24) month period if you:

e are no longer eligible for Medicaid; and

e notify us within ninety (90) days of the date you are no longer eligible for Medicaid; and

e pay subscriber fees due as of the date of reinstatement.

Your effective date of reinstatement is the date you cease to be eligible for Medicaid. Benefits and subscriber
fees will be reinstated as if your plan, or a substantially equivalent plan, had remained in force. Any benefit or
subscriber fee changes made to your plan, while your coverage was suspended, are effective as of your
reinstatement date.

When Your Coverage Ends

When This Agreement Ends

Coverage under this agreement is guaranteed renewable. It will automatically renew on the plan renewal date of
January 1. It can only be canceled for one of the following reasons:

e the subscriber fee is not paid within (1) month of the due date; or

e fraud is determined by us.

Reinstatement
We have the right to reinstate a terminated agreement.

When You End This Agreement
You may terminate this agreement by telling us in writing.

Extension of Benefits

If you are disabled on the date your coverage ends, your benefits will be temporarily extended for any
continuous loss, which commenced while your coverage was in force. The services provided under this benefit
are subject to all terms, conditions, limitations and exclusions listed in this agreement, and the care you receive
must relate to or arise out of the disability you had on the day your coverage ended.

If you want to receive coverage for continued care when your coverage ends, you must provide us with proof
that you are disabled. We will make a determination whether your condition constitutes a disability and you will
have the right to appeal our determination or to take legal action.
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The extension of benefits will end upon the earliest of the following events:
e you are no longer totally disabled:;

e the Medicare benefit period ends; or

e maximum benefit payments have been paid.

Subscriber Fees
Your subscriber fee will be billed to you and the bill will indicate the due date of your payment. The following
may also apply to your subscriber fee.

Tobacco Products

Subscribers enrolled in this plan with an effective date on or after May 1, 2016 are billed their subscriber fee
based upon whether they have used tobacco products in the previous twelve (12) months. The subscriber fee for
a subscriber that does not use tobacco products is lower than the subscriber fee for a subscriber that uses
tobacco products.

To be eligible for the non-tobacco subscriber fee, you must complete an attestation. Please call the Medicare
Concierge Team to request a Tobacco Attestation form. Contact information is in Section 9.

The non-tobacco subscriber fee will be effective on the first of the month following receipt of the Tobacco
Attestation form if the form is returned to us by the 15th day of the prior month. We may discontinue this non-
tobacco use subscriber fee, in our discretion, concurrent with an Office of the Health Insurance Commissioner
(OHIC) filed and approved subscriber fee rate change. We will provide prior written notice of such
discontinuance to you.

Electronic Funds Transfer (EFT)
You can have a $2.00 per month discount applied to your subscriber fee by paying your subscriber fee through
an electronic funds transfer (EFT). Funds are withdrawn electronically from your checking or savings account.

To have the $2.00 EFT monthly discount applied, you must complete an EFT form and submit it us by the 13th
day of month prior to your chosen effective date. Please call the Medicare Concierge Team to request an EFT
form be sent to you. Contact information is in Section 9.

SECTION 3: COVERED HEALTH SERVICES
This plan covers certain copayments and deductibles required by Medicare.
This plan does not cover all of your medical expenses. Please read this entire agreement carefully.

Medicare Part A: Hospital Services per Benefit Period

Hospitalization/Inpatient Hospital Services

This plan covers the Medicare Part A copayment for Medicare eligible expenses for the 61 through 90" day of
your inpatient hospitalization, subject to payment of the Medicare Part A deductible. You are responsible to pay
the Medicare Part A deductible.

Lifetime Inpatient Reserve Days

If you are hospitalized for more than ninety (90) days, this plan covers the Medicare Part A copayment for
Medicare eligible expenses relating to the 91 to 150" day of lifetime inpatient reserve days. Lifetime inpatient
hospital reserve days are limited to sixty (60) additional days of inpatient hospitalization once in your lifetime.

Lifetime Maximum Benefit for Inpatient Hospital Days

If you exhaust all Medicare hospital inpatient coverage, including the lifetime inpatient reserve days, this plan
covers Medicare eligible expenses for hospitalization, subject to a lifetime maximum benefit of three hundred
sixty-five (365) days. Your healthcare expenses will be paid as follows:
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e to the same extent and in the same amount that Medicare would have covered such services had the lifetime
reserve days not been exhausted and Medicare remained your primary plan; or
e the lesser of (a) above or the hospital’s charges for services.

Blood Services (Inpatient)

This plan covers the replacement costs, if any, required by Medicare for the first three (3) pints of blood (or
equivalent quantities of packed red blood cells as defined under federal regulations), unless the blood is
replaced in accordance with federal regulations.

Hospice Care
This plan pays the Medicare copayment for hospice care and respite care Medicare eligible expenses.

Medicare Part B: Medical Services per Calendar Year
Medical Expenses
This plan covers the Medicare Part B copayment for Medicare eligible expenses.

SECTION 4: CHANGES IN BENEFITS

The benefits indicated in Section 3, Covered Health Services, will change automatically if Medicare eligible
expenses are revised. We will send written notice to you with a description of the benefit change(s) at least
thirty (30) days prior to the effective date of the change. The effective date will be the same date that Medicare
implements benefit change(s) to Original Medicare. Subscriber fees may be increased or decreased to reflect
any change to benefits under this plan.

If this plan changes, we will issue an amendment or a new subscriber agreement. Payment of your subscriber
fee is considered acceptance by you of the change.

SECTION 5: GENERAL EXCLUSIONS
Amounts Payable Under Medicare
Payments made under this plan will not duplicate any amounts payable under Medicare.

Benefits Not Listed In the Summary of Benefits
This plan will not cover any benefit that is not listed in the Summary of Benefits. A benefit in the Summary of
Benefits is covered only to the extent described in this agreement.

Care Provided Without Charge
No benefits are provided for services when there is no charge to you or there would have been no charge absent
this coverage.

Workers' Compensation
This plan will not cover any injury or sickness, for which you are entitled to, benefits under workers'
compensation or similar law.

SECTION 6: CLAIM FILING AND SUBROGATION

How to File a Claim

Most providers will submit claims directly to Medicare on your behalf. Medicare processes the claim, sends
you a Medicare Summary Notice, and sends the claim information directly to us. The claim is processed by us
and Medicare eligible expenses covered under this plan are then paid to the provider.

If a provider does not file a claim on your behalf, you will need to file it. To file a claim, please send us a copy
of the Medicare Summary Notice and include your Plan 65 subscriber ID number.
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Please send your claim to the address listed in the Section 9: Contact Information.

Claims must be filed within twelve (12) months of the date the claim was processed by Medicare as indicated
on the Medicare Summary Notice. Claims submitted after this deadline are not eligible for reimbursement. This
timeframe does not apply if you are legally incapacitated.

Payment of Benefits
Our payments to the doctor, hospital or to you fulfill our responsibility under this plan. Your benefits are
personal to you and cannot be assigned, in whole or in part, to another person or organization.

Our Right of Subrogation and/or Reimbursement

Subrogation

You may have a legal right to recover some or all of the costs of your healthcare from someone else called a
third party. Third party means any person or company that is, or could be, responsible for the costs of injuries or
illness to you or any other dependent. This includes such costs to you or any other dependent covered under this
plan.

If we pay for costs a third party is responsible for, we reserve the right to recover up to the full amount we paid.
Our rights of recovery apply to any payment made to you or due to you from any source. This includes, but is
not limited to:

payment made or due by a third party;

payments made or due by any insurance company on behalf of the third party;

any payments or rewards made or due under an uninsured or underinsured motorist coverage policy;

any disability award or settlement payment made or due;

medical coverage payments made or due under any automobile policy;

premises or homeowners’ medical coverage payments made or due;

premises or homeowners’ insurance coverage; and

e any other payments made or due from a source intended to compensate you for third party injuries.

We have the right to recover those payments made for covered healthcare services. We can do this with or
without your consent. Our right has priority, except as otherwise provided by law. We can recover against the
total amount of any recovery, regardless of whether all or part of the recovery is for medical expenses or the
recovery is less than the amount needed to reimburse you fully for the illness or injury.

We may contract with a third party or subrogation agent to administer subrogation recoveries.

Reimbursement

In addition to the subrogation rights described above, we also have reimbursement rights. If you recover money
by lawsuit, settlement, or otherwise, we may seek reimbursement from you for covered healthcare services for
which we paid or will pay. Our reimbursement right applies when you received payment from a third party for
covered healthcare services we provided under this plan, as described in the subrogation section above.

We can seek from you reimbursement up to the amount of any payment made to you, whether

o all or part of the payment to you was designated, allocated, or characterized as payment for medical
expenses; or

o the payment is for an amount less than that necessary to compensate you fully for the illness or injury.

We may offset future payments under this plan until we have been paid an amount equal to what you were paid
by a third party for the cost of the covered healthcare services that we paid or will pay. If we pay legal fees to
recover money from you, we can recover those costs from you as well. The amount you must pay us cannot be
reduced by any legal costs you have paid.
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If you receive money in a settlement or a judgment and do not agree with our right to reimbursement, you must
keep an amount equal to our claim in a separate account until the dispute is resolved. If a court orders that
money be paid to you or any third party before your lawsuit is resolved, you must tell us, at that time, so we can
respond in court.

Subscriber Cooperation

You further agree:

e to notify us promptly and in writing when notice is given to any third party or representative of a third party
of the intention to investigate or pursue a claim to recover damages or obtain compensation;

e to cooperate with us and provide us with requested information;

e to do whatever is necessary to secure our rights of subrogation and reimbursement under this plan;

e to assign us any benefits you may be entitled to receive from a third party. Your assignment is up to the cost
of the covered healthcare services;

e togive us a first priority lien on any recovery, settlement, or judgment or other source of compensation
which may be had by any third party. You agree to do this to the extent of the full cost of all covered
healthcare services associated with third party responsibility;

e to do nothing to prejudice our rights as set forth above. This includes, but is not limited to, refraining from
making any settlement or recovery which specifically attempts to reduce or exclude the full cost of the
covered healthcare services provided by this plan;

e to serve as a constructive trustee for the benefit of this plan over any settlement or recovery funds received
as a result of third party responsibility;

e that we may recover the full cost of the covered healthcare services provided by this plan without regard to
any claim of fault on your party, whether by comparative negligence or otherwise;

e that no court costs or attorney fees may be deducted from our recovery;

e that we are not required to pay or contribute to paying court costs or attorney’s fees for the attorney hired by
you to pursue your claim or lawsuit against any third party; and

e that in the event you or your representative fails to cooperate with us, you shall be responsible for all costs
associated with covered healthcare services provided by this plan, in addition to costs and attorney fees
incurred by this plan in obtaining repayment.

SECTION 7: DENIALS, COMPLAINTS, AND APPEALS

Denials

A claim denial, also known as an adverse benefit determination, is any of the following:
a full or partial denial of a benefit;

a reduction of a benefit;

a termination of a benefit;

a failure to provide or make a full or partial payment for a benefit; and

a rescission of coverage, even if there is no adverse effect on any benefit.

If you have questions, please contact our Grievance and Appeals Unit. See Section 9 for contact information.
You may also contact the Office of the Health Insurance Commissioner’s Consumer Resource Program,
RIREACH at 1-855-747-3224 about questions or concerns you may have.

Complaints
A complaint is an expression of dissatisfaction with any aspect of our operation or the quality of care you

received from a healthcare provider. It is not an appeal, an inquiry, or a problem of misinformation which can
be resolved promptly by clearing up the misunderstanding, or supplying the appropriate information to your
satisfaction.

We encourage you to discuss any concerns or issues you may have about any aspect of your medical treatment
with the healthcare provider that furnished the care. In most cases, issues can be more easily resolved if they are
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raised when they occur. However, if you remain dissatisfied or prefer not to take up the issue with your
provider, you can call our Medicare Concierge Team for further assistance. You may also call our Medicare
Concierge Team if you are dissatisfied with any aspect of our operation.

If the concern or issue is not resolved to your satisfaction, you may file a verbal or written complaint with our
Grievance and Appeals Unit.

We will acknowledge receipt of your complaint or administrative appeal within ten (10) business days. The
Grievance and Appeals Unit will conduct a thorough review of your complaint and respond within thirty (30)
business days of the date it was received. The determination letter will provide you with the rationale for our
response as well as information on any possible next steps available to you.

When filing a complaint, please provide the following information:

your name, address, subscriber ID number;

the date of the incident or service;

summary of the issue;

any previous contact with BCBSRI concerning the issue;

a brief description of the relief or solution you are seeking; and

additional information such as referral forms, claims, or any other documentation that you would like us to
review.

Please send all information to the address listed on the Contact Information section.

Appeals
If you experience a problem relating to a benefit denial from Medicare, please refer to the appeals process

information provided to you in the denial letter you received from Medicare.

If you experience a problem relating to a benefit denial or other aspect of this Medicare supplement plan, please
refer to the Administrative Appeals section below. When filing an appeal, please reference the same
information listed in the Complaints section above.

Administrative Appeals

An administrative appeal is a request for us to reconsider a full or partial denial of payment for covered
healthcare services for the following reasons:

the services were excluded from coverage;

we determined that you were not eligible for coverage;

you or your provider did not follow BCBSRI’s requirements; or

a limitation on an otherwise covered benefit exists.

You are not required to file a complaint (as described above), before filing an administrative appeal. If you call
our Medicare Concierge Team, a representative will try to resolve your concern. If the issue is not resolved to
your satisfaction, you may file a verbal or written administrative appeal with our Grievance and Appeals Unit.

If you request an administrative appeal, you must do so within one hundred eighty (180) days of receiving a
denial payment for covered healthcare services.

We will acknowledge receipt of your administrative appeal within ten (10) business days. The Grievance and
Appeals Unit will conduct a thorough review of your administrative appeal and respond within:

e thirty (30) calendar days for a prospective review: and

e sixty (60) calendar days for a retrospective review.
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Legal Action
If you are dissatisfied with the determination of your claim, and have complied with applicable state and federal

law, you are entitled to seek judicial review. This review will take place in an appropriate court of law.

Under state law, you may not begin court proceedings prior to the expiration of sixty (60) days after the date
you filed your claim. In no event may legal action be taken against us later than three (3) years from the date
you were required to file the claim.

SECTION 8: GLOSSARY
AGREEMENT/SUBSCRIBER AGREEMENT means this document. It is a legal contract between you and
BCBSRI.

BENEFIT means the amount paid under this plan to supplement Medicare eligible expenses.
CALENDAR YEAR means a twelve (12) month period beginning on January 1 and ending December 31.
COPAYMENT means the amount Medicare requires that you pay for covered benefits.

DEDUCTIBLE means the amount Medicare requires that you pay before Medicare will provide covered
benefits.

DOCTOR means any person licensed and registered as an allopathic or osteopathic physician (i.e. D.O or
M.D.).

EMERGENCY means a medical condition manifesting itself by acute symptoms. The acute symptoms are
severe enough (including severe pain) that a prudent layperson, with an average knowledge of health and
medicine, could reasonably expect that without immediate medical attention serious jeopardy to the health of a
person (or, with respect to a pregnant woman, the health of the woman or her unborn child), serious impairment
to bodily functions, or serious dysfunction of any bodily organ or part could result.

HOSPITAL means a facility:

e that provides medical and surgical care for patients who have acute illnesses or injuries; and

e s either listed as a hospital by the American Hospital Association (AHA) or accredited by the Joint
Commission on Accreditation of Healthcare Organizations (JCAHO).

Hospital does not mean:

convalescent home;

rest home;

nursing home;

home for the aged;

school and college infirmary;

residential treatment facility;

long-term care facility;

urgent care center or freestanding ambulatory surgical center;

facility providing mainly custodial, educational or rehabilitative care; or a section of a hospital used for
custodial, educational or rehabilitative care, even if accredited by the JCAHO or listed in the AHA
directory.

MEDICAID means “The Health Insurance for the Aged Act™’, Title XIX of the United States Social Security
Amendments of 1965, as amended.
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MEDICARE means "The Health Insurance for the Aged Act,” Title XV1II of the United States Social Security
Amendments of 1965, as then constituted or later amended.

MEDICARE BENEFIT PERIOD (BENEFIT PERIOD) means the way in which Original Medicare measures
your use of hospital and skilled nursing facility (SNF) services. A Medicare benefit period begins the day you
are admitted as an inpatient in a hospital or SNF. The Medicare benefit period ends when you have not received
any inpatient hospital care or skilled care in a SNF for sixty (60) days in a row. If you go into a hospital or a
SNF after one Medicare benefit period has ended, a new Medicare benefit period begins. An inpatient hospital
deductible applies to each Medicare benefit period. There is no limit to the number of benefit periods you can
have.

MEDICARE ELIGIBLE EXPENSE means healthcare expenses which are covered by Original Medicare.

ORIGINAL MEDICARE is the Medicare traditional fee-for-service federal health insurance. It has two parts,
Medicare Part A (hospital insurance) and Medicare Part B (medical insurance).

PLAN means this health insurance benefit package. There are ten (10) separate Medicare supplement plans
allowed by law. All ten (10) are listed in the plan chart attached to this agreement. We may offer fewer than ten
(10) separate plans. We may also offer the same plan with and without limited provider network restrictions.
Your plan is the plan shown in the Summary of Benefits.

SUBSCRIBER means you, the person who enrolls in this plan and signs the application.

WE, US, and OUR means BCBSRI. For the purpose of this agreement we, us, or our will have the same
meaning whether italicized or not.

YOU and YOUR means the individual subscriber whose application for coverage under this agreement has been
approved by us. For the purpose of this agreement, you and your will have the same meaning whether italicized
or not.

SECTION 9: CONTACT INFORMATION

Medicare Concierge Team and Network Authorization

In state: (401) 277-2958

Out of state: 1-800-267-0439

Hearing impaired: 711

Business hours are Monday thru Friday 8 a.m. to 8 p.m. and Saturday 8 a.m. to noon. You can use our
automated answering system outside of these hours.

Website
www.bcbsri.com

Claim Filing Mailing Address

Blue Cross & Blue Shield of Rhode Island
Attention: Claims Department

500 Exchange Street

Providence, R1 02903
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http://www.bcbsri.com/

Appeal Submission

Blue Cross & Blue Shield of Rhode Island
Attention: Grievance and Appeals Unit
500 Exchange Street

Providence, RI 02903

Fax: 401-459-5005

Your Blue Store
You may also visit one of our retail walk-in service centers. Please check our website for specific locations and
business hours.

Emergency Care
If you need emergency care, call 911 or go to the nearest hospital emergency room.

SECTION 10: NOTICES AND DISCLOSURES

Our Right to Receive and Release Information About You

We are committed to maintaining the confidentiality of your dental information. However, in order for us to
make available quality, cost-effective dental coverage to you, we may release and receive information about
your health, treatment, and condition to or from authorized dentists and insurance companies, among others. We
may give or get this information, as permitted by law, for certain purposes, including, but not limited to:

e adjudicating dental insurance claims;

e administration of claim payments;

e dental operations;

e case management and utilization review;

coordination of dental coverage; and

e health oversight activities.

Our release of information about you is regulated by law. Please see the Rhode Island Confidentiality of
HealthCare Communications and Information Act, R.1. Gen. Laws §8 5-37.3-1 et seq. the Health Insurance
Portability and Accountability Act of 1996, as amended by the Health Information Technology for Economic
and Clinical Health Act, and implementing regulations, 45 C.F.R. §§ 160.101 et seq. (collectively “HIPAA™),
the Gramm-Leach-Bliley Financial Modernization Act, 15 U.S.C. 88 6801-6908, the Rhode Island Office of the
Health Insurance Commissioner (OHIC) Regulation 100.
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SECTION 11: BENEFIT CHART OF MEDICARE SUPPLEMENT PLANS SOLD

Benefit Chart of Medicare Supplement Plans Sold 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 your state. Medicare Supplement Plans A, F, G,
N, Select F and Select G are currently being offered by Blue Cross & Blue Shield of Rhode Island.

Basic Benefits:

e Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare benefits end.

e Medical Expenses: Part B coinsurance (generally 20% of Medicare - approved expenses) or copayments
for hospital outpatient services. Plans K, L, and N require insureds to pay a portion of Part B coinsurance or
co-payments.

e Blood: First three pints of blood each year.
e Hospice: Part A coinsurance.

An independent licensee of the Blue Cross and Blue Shield Association.

Plan 65 A (01/20) - COC/SOB - 2021
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Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan
A B C D F | F* G K L M N
Basic, Basic, Basic, Basic, Basic, Basic, | Hospitalization| Hospitalization Basic, Basic,
including | including | including | including | including | including | and preventive | and preventive | including including
100% 100% 100% 100% 100% 100% care paid at care paid at 100% 100%
Part B co- | Part B co-| Part B co- | Part B co- | Part B co- | Part B co- | 100%; other 100%; other Part B Part B
insurance | insurance | insurance | insurance | insurance | insurance | basic benefits | basic benefits | coinsurance | coinsurance,
paid at 50% paid at 75% except up to
$20
copayment
for office
visit, and up
to $50
copayment
for ER
Skilled Skilled Skilled Skilled 50% Skilled | 75% Skilled Skilled Skilled
nursing nursing nursing nursing nursing nursing nursing nursing
facility co- | facility co- | facility co-| facility co-| facility co- facility co- | facility co- | facility co-
insurance | insurance | insurance | insurance insurance insurance insurance insurance
Part A Part A Part A Part A Part A 50% Part A 75% Part A | 50% Part A Part A
deductible| deductible | deductible | deductible | deductible | deductible deductible deductible | deductible
Part B Part B
deductible deductible
Part B Part B
excess excess
(100%) (100%)
Foreign Foreign Foreign Foreign Foreign Foreign
travel travel travel travel travel travel
emergency | emergency | emergency | emergency emergency | emergency
*Plan F also has an option called a high deductible plan F. This high Out-of- Out-of-
deductible plan pays the same benefits as Plan F after one has paid a pocket limit | pocket limit
calendar year $2,370 deductible. Benefits from high deductible plan F $6,220: $3,110;
will not begin until out-of-pocket expenses exceed $2,370. Out-of-pocket| paid at 100% | paid at 100%
expenses for this deductible are expenses that would ordinarily be paid after limit after limit
by the policy. These expenses include the Medicare deductibles for Part reached reached
A and Part B, but do not include the plan’s separate foreign travel
emergency deductible.
R Blue Cross
500 Exchange Street « Providence, RI 02903-2699 +  [KVAV, Blue Shield
® ®

of Rhode Island
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NONDISCRIMINATION AND LANGUAGE ASSISTANCE

Blue Cross & Blue Shield of Rhode Island (BCBSRI) complies with applicable Federal civil rights laws and does
not discriminate or treat people differently on the basis of race, color, national origin, age, disability, or sex.

BCBSRI provides free aids and services to people with disabilities and to people whose primary language is not
English when such services are necessary to communicate effectively with us.

If you need these services, contact us at 1-800-267-0439 TTY: 711.

If you believe that BCBSRI 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: Director of Grievance and Appeals
Department, Blue Cross & Blue Shield of Rhode Island, 500 Exchange Street, Providence RI 02903, or by calling
1-800-267-0439 TTY: 711. You can file a grievance in person, by phone or by mail, fax at (401) 459-5668 or
electronically through our member portal at bebsri.com/Medicare.

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 800-368-1019, 800-537-7697 (TDD). Complaint
forms are available at http:/www.hhs.gov/ocr/office/file/index.html.

English: If you, or someone you're helping, has questions about Blue Cross & Blue Shield of
Rhode Island, you have the right to get help and information in your language at no cost. To talk
to an interpreter, call 1-800-267-0439.

Spanish: Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Blue Cross
& Blue Shield of Rhode Island, tiene derecho a obtener ayuda e informacion en su idioma sin costo
alguno. Para hablar con un intérprete, llame al 1-800-267-04309.

Portuguese: Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Blue Cross
& Blue Shield of Rhode Island, vocé tem o direito de obter ajuda e informacao em seu idioma e
sem custos. Para falar com um intérprete, ligue para 1-800-267-0439.

Chinese: IE#%, SZ2EEEHBMOEHR, FEAMNEAIEHBEK4AFE Blue Cross & Blue Shield
of Rhode Island A HIRRE, EEEFZELUGHBESIIEMMAR, BH—LHES,
SBIBELT (TTHEAESE 1-800-267-04309.

French Creole: Si oumenm oswa yon moun w ap ede gen kesyon konsénan Blue Cross & Blue
Shield of Rhode Island, se dwa w pou resevwa asistans ak enfomasyon nan lang ou pale a, san
ou pa gen pou peye pou sa. Pou pale avek yon entepret, rele nan 1-800-267-0439.

Cambodian-Mon-Khmer: (ueisifian ysiammaisamnfnaingm meainniiii Blue Cross & Blue Shield

of Rhode Island 1¢, snmngrifeguiguBuifme einaman wrign nwdsaams 4 sldiimnmmymanuniy gy
E3 d ¥ u 4“ E3 Y L3 2z
1-800-267-0439.

French: Sivous, ou quelgu’un que vous étes en train d’aider, a des questions a propos de Blue
Cross & Blue Shield of Rhode Island, vous avez le droit d'obtenir de l'aide et I'information dans
votre langue a aucun codt. Pour parler a un interpréete, appelez 1-800-267-0439.

Italian: Se tu o qualcuno che stai aiutando avete domande su Blue Cross & Blue Shield of Rhode
Island, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con
un interprete, puoi chiamare 1-800-267-0439.



Laotian: T)2U19D, mevmm‘mmojqo&cms ummumonu Blue Cross & Blue
Shield of Rhode Island, 19D DS ON DL Zosumvaoecmaccowauvevomvmwvwn

F9209119D0 D69{F998). NIVISIVHVLIOWIFI, LWNWNM 1-800-267-0439.

Arabic:  (Blue Cross & Blue Shield of Rhode Island _a swaiy aliul saclid (padd gal o ¢lal oS )
RIS ) ()30 (e lialy 2y 35 el e sladll g e bl e ganll 6 ol Ll
1-800-267-0439 = Jeail ax jia g haaill

Russian: Ecaun y Bac namn nnua, KOTOPOMY Bbl MOMOraeTe, UMerTCS BOMPOChI MO NOBOAY
Blue Cross & Blue Shield of Rhode Island, To Bbl MeeTe npaBo Ha becnaaTHoe Noay4yeHue
nomoLwu n MHpopmMaLMn Ha Baliem A3bike. A pa3roBopa c nepeBoAYMKOM NO3BOHUTE MO

TenedoHy 1-800-267-0439.

Vietnamese: Né&u quy vi, hay ngudi ma quy vi dang gidp d&, cé cdu hdi vé Blue Cross &
Blue Shield of Rhode Island, quy vj s& c6 quyén dugc gilip va c6 thém théng tin bang ngon
nglt ciia minh mién phi. D& noi chuyén véi mét thong dich vién, xin goi 1-800-267-0439.
Kru: | bale we, tole mut u ye hola, a gwee mbarga inyu Blue Cross & Blue Shield of Rhode

Island, U gwee Kunde | kosna mahola ni biniiguene | hop wong nni nsaa wogui wo. | Nyu ipot ni
mut a nla koblene we hop, sebel 1-800-267-0439.

Ibo: O buru gi, ma o bu onye | na eyere-aka, nwere ajuju gbasara Blue Cross & Blue Shield
of Rhode Island, | nwere ohere iwenta nye maka na omuma na asusu gi na akwu gi ugwo.
| choro | kwury onye-ntapia okwu, kpo 1-800-267-0439.

Yoruba: Biiwo, tabi enikeni ti o n ranlowo, ba ni ibeere nipa Blue Cross & Blue Shield
of Rhode Island, 0 ni eto lati ri iranwo ati ifitoniléti gba ni ede re laisanwd.

Lati ba ongbufo kan soro, pé séri 1-800-267-0439.

Polish: Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie Blue Cross & Blue Shield

of Rhode Island, masz prawo do uzyskania bezptatnej informacji i pomocy we wtasnym jezyku.
Aby porozmawiac z ttumaczem, zadzwon pod numer 1-800-267-0439.

Korean: Btef Aot L= Aottt 510 Y= (HCH AF2+0|Blue Cross & Blue Shield of Rhode
Island Ofl 2o A &2 20| JUCHH Hol= Jdefst S 2 E Aol Az Hl2
S0l 2= == A= Helot ASLICH AEH SSA2E D10k floi A=
1-800-267-0439 & N3G Al 2.

Tagalog: Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Blue Cross
& Blue Shield of Rhode Island, may karapatan ka na makakuha ng tulong at impormasyon sa
iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-800-267-0439.

This notice is being provided to you in compliance with federal law.
Blue Cross
Vav Blue Shield
500 Exchange Street ¢« Providence, RI 02903-2699 ¢ bcbsri.com/medicare > of Rhode Island
Blue Cross & Blue Shield of Rhode Island is an independent licensee of the Blue Cross and Blue Shield Association.
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