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Blue MedicareRx Value Plus (PDP) / Blue MedicareRx Premier (PDP)
(a Medicare Prescription Drug Plan (PDP) offered by ANTHEM INSURANCE CO. & BCBSMA & BCBSRI & BCBSVT with a
Medicare contract)

SUMMARY OF BENEFITS

January 1, 2018 - December 31,2018

This booklet gives you a summary of what we cover and what you pay. It doesn't list every service that we cover or list every
limitation or exclusion. To get a complete list of services we cover, call us and ask for the “Evidence of Coverage.”

For More Information

Hours of Operation
You can call us 24 hours a day, 7 days a week.

Blue MedicareRx Value Plus and Blue MedicareRx Premier Phone Numbers and Website

* If you are a member of our plans, call toll-free 1-888-620-1748 (T'TY/TDD: 711)
+ Ifyou are not a member of our plans, call toll-free 1-800-505-2583 (T'TY/TDD: 711)

*  Our website: http://www.rxmedicareplans.com

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 http://www.medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day,
7 days a week. T'TY users should call 1-877-486-2048.

'This document is available in other formats such as Braille and large print. For additional information, call us at 1-800-505-2583.



Who can join?

To join Blue MedicareRx Value Plus or Blue MedicareRx
Premier, you must be entitled to Medicare Part A, and/or be
enrolled in Medicare Part B, be a U.S. citizen or be lawfully present

in the United States and live in our service area.

Our service area includes the following: Central New England
(Connecticut, Massachusetts, Rhode Island, and Vermont).

Which drugs are covered?

You can see the complete plan formulary (list of Part D

prescription drugs) and any restrictions on our website (http://www.
rxmedicareplans.com). Or, call us and we will send you a copy of the
formulary.

How will | determine my drug costs?

Our plans group each medication into one of five “tiers.” You will
need to use your formulary to locate what tier your drug is on to
determine how much it will cost you. The amount you pay depends
on the drug’s tier and what stage of the benefit you have reached.
'There are four benefit stages in your Medicare prescription drug
coverage: Deductible Stage, Initial Coverage Stage, Coverage Gap
Stage, and Catastrophic Coverage Stage. For more information
about formulary tiers and stages of the benefit, please see the plan’s
tormulary and the Evidence of Coverage on our website at www.
rxmedicareplans.com, or contact Customer Care.

Which pharmacies can | use?

We have a network of pharmacies and you must generally use these
pharmacies to fill your prescriptions for covered Part D drugs.

Some of our network pharmacies have preferred cost-sharing.
You may pay less if you use these pharmacies.

You can see our plans’ pharmacy directories at our website
(http://www.rxmedicareplans.com). Or, call us and we will send
you a copy of the pharmacy directory.



Summary of Benefits
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Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services

Stage 1: Annual Deductible

Blue MedicareRx Value Plus (PDP) Blue MedicareRx Premier (PDP)

How much is the

monthly premium? $38.20 per month $122.60 per month

$235.00 per year for Part D prescription drugs
except for drugs listed on Tier 1 and Tier 2 which 'This plan does not have a deductible.
are excluded from the deductible.

How much is the
deductible?




Stage 2: Initial Coverage Stage

Initial Coverage

Blue MedicareRx Value Plus (PDP)

After you pay your yearly deductible, you pay the
tollowing 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 get your drugs at network retail pharmacies
and mail order pharmacies.

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

You may get drugs from an out-of-network pharmacy,
but may pay more than you pay at an in-network
pharmacy.

Blue MedicareRx Premier (PDP)

You pay the following 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 get your drugs at network retail pharmacies
and mail order pharmacies.

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

You may get drugs from an out-of-network pharmacy,
but may pay more than you pay at an in-network

pharmacy.




Stage 2: Initial Coverage Stage (cont.)
Preferred Retail Cost-Sharing

Blue MedicareRx Value Plus (PDP) Blue MedicareRx Premier (PDP)
One-month supply ‘Three-month supply One-month supply ‘Three-month supply

Tier 1 $2 $6 $1 ¢

(Preferred Generic) copay copay copay copay
Tier 2 47 421 &7 621

(Generic) copay copay copay copay
Tier 3 $35 $105 $30 $90

(Preferred Brand) copay copay copay copay
Tier 4 40% of 40% of $70 $210
(Non-Preferred Drug) the cost the cost copay copay
(Specialty Tier) the cost N/A the cost N/A




Stage 2: Initial Coverage Stage (cont.)
Standard Retail Cost-Sharing

Blue MedicareRx Value Plus (PDP) Blue MedicareRx Premier (PDP)
One-month supply ‘Three-month supply One-month supply ‘Three-month supply

Tier 1 $7 $21 $6 $18
(Preferred Generic) copay copay copay copay
Tier 2 $19 $57 $12 $36
(Generic) copay copay copay copay
Tier 3 $45 $135 $40 $120
(Preferred Brand) copay copay copay copay
Tier 4 50% of 50% of $80 $240
(Non-Preferred Drug) the cost the cost copay copay
Tier 5 28% of 33% of




Stage 2: Initial Coverage Stage (cont.)
Mail Order Cost-Sharing

Blue MedicareRx Value Plus (PDP)

Blue MedicareRx Premier (PDP)

One-month supply ‘Three-month supply One-month supply ‘Three-month supply

Tier 1 $2 $2 $1 $1
(Preferred Generic) copay copay copay copay
Tier 2 $7 $14 $7 o
(Generic) copay copay copay copay
Tier 3 $35 $70 $30 $60
(Preferred Brand) copay copay copay copay
Tier 4 40% of 40% of $70 $140
(Non_preferred Drug) the cost the cost copay copay
Tier 5 28% of 33% of

(Specialty Tier) the cost N/A the cost N/A




Stage 3: Coverage Gap Stage

Coverage
Gap

Blue MedicareRx Value Plus (PDP)

Most Medicare drug plans have a coverage gap (also
called the “donut hole”). This means that there’s a
temporary change in what you will pay for your drugs.
'The coverage gap begins after the total yearly drug cost
(including what our plan has paid and what you have
paid) reaches $3,750.

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.

Blue MedicareRx Premier (PDP)

Most Medicare drug plans have a coverage gap (also
called the “donut hole”). This means that there’s a
temporary change in what you will pay for your drugs.
'The coverage gap begins after the total yearly drug cost
(including what our plan has paid and what you have

paid) reaches $3,750.

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.

Under this plan, you may pay even less for the brand and
generic drugs on the formulary. Your cost varies by tier.
You will need to use your formulary to locate your drug’s
tier. See the chart that follows to find out how much it
will cost you.

Preferred Retail Cost-Sharing

Blue MedicareRx Value Plus (PDP)

One-month supply

Three-month supply

Blue MedicareRx Premier (PDP)

One-month supply Three-month supply

Tier 1 After you enter the coverage gap, you pay 35% of the $1 $3

(Preferred Generic) plan’s cost for covered brand name drugs and 44% of copay copay
] the plan’s cost for covered generic drugs until your

Tier 2 costs total $5,000, which is the end of the coverage $7 $21

(Generic) gap. Not everyone will enter the coverage gap. copay copay




Stage 3: Coverage Gap Stage (cont.)
Standard Retail Cost-Sharing

Blue MedicareRx Value Plus (PDP)

One-month supply ‘Three-month supply

Blue MedicareRx Premier (PDP)

One-month supply

‘Three-month supply

Tier 1
(Preferred Generic)

After you enter the coverage gap, you pay 35% of the

plan’s cost for covered brand name drugs and 44% of

Tier 2
(Generic)

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.

$6 $18
copay copay

$12 $36
copay copay

Mail Order Cost-Sharing

Blue MedicareRx Value Plus (PDP)

One-month supply ‘Three-month supply

Blue MedicareRx Premier (PDP)

One-month supply

'Three-month supply

Tier 1
(Preferred Generic)

Tier 2
(Generic)

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.

$1 $1
copay copay

$7 $14
copay copay
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Stage 4: Catastrophic Coverage Stage

Catastrophic
Coverage

Blue MedicareRx Value Plus (PDP) Blue MedicareRx Premier (PDP)

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

* 5% of the cost,

* or $3.35 copay for generic (including brand drugs treated as generic) and a $8.35 copay for all other drugs.




Blue MedicareRx*™ (PDP) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. Blue MedicareRx does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.
Blue MedicareRx:
¢ Provides free aids and services to people with disabilities to communicate effectively with us, such as:

- Qualified sign language interpreters

- 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:

- Qualified interpreters

- Information written in other languages
If you need these services, call the number on the back of your Member 1D Card. T'TY/TDD users should call 711.

If you believe that Blue MedicareRx 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:

Blue MedicareRx (PDP)

Grievance Department Coordinator
P.O. Box 53991

Phoenix, AZ 85072-3991

Phone: 1-866-884-9478
Fax: 1-866-217-3353

You can file a grievance in person, by mail, or fax. If you need help filing a grievance, Blue MedicareRx Grievance Department 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.jst, 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 (T DD)

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

ATTENTION: If you speak English, language
assistance services, free of charge, are available to you.
Call the number on the back of your Member ID Card.
TTY: 711.

ARABIC
Me gt 3w le U Sara i 1dy Db g Iianidli 3 ok 13 s
'ét..'ah\d (WA= &.\ Y e Y el e dal Ko,
11 a5 S pand) do dalas

CHINESE

AN RSP ST, WS S 2 AE S B IR
%, WIRITERESRGME L HEIESE, (TTY:
711) »

FRENCH

ATTENTION : Si vous parlez frangais, des services
gratuits d’interprétation sont a votre disposition.
Veuillez appeler le numéro figurant au verso de votre
Carte de membre. TTY: 711.

FRENCH CREOLE

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed
pou lang ki disponib gratis pou ou. Rele nimewo ki sou
do Kat ID Manm ou an. TTY: 711.

GREEK

[MPOZOXH: Av pihdte eEAAnViKA, vdpyetl Stbeoyun
VINPEGIO YAMGGIKNG VTOGTHPIENG, 1| OTTOln TOPEYETOL
dwpeav. Karéote tov apBud oto micw pépog g
Kaptag péAovg (ApOpog yia dtopo pe TpofAnoTo
axong/opMag: 711).

HINDI
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KOREAN
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BJE FUOESU BTYIIEIFIC A TTY: 711+

POLISH

UWAGA: Dla os6b méwigcych po polsku dostepna jest
bezptatna pomoc jezykowa. Zadzwon pod numer podany
na odwrocie Twojej Cztonkowskiej karty ident. Tel. tekst.:
711.

PORTUGUESE
ATENCAO: Se fala portugués, estdo disponiveis servigos
gratuitos de assisténcia linguistica na sua lingua. Telefone

para o nimero no verso do seu Cartdo de Identificagdo de
Membro. TTY: 711.

RUSSIAN

BHMMAHMUE: Ecnu Bbl rOBOpUTE Ha PYCCKOM SI3bIKE, BAM
OyayT OecIulaTHO MPEIOCTaBICHbI YCIYTH IIePEeBOIUHKA.
3BoHMTE 10 TesneoHy, yKa3aHHOMY Ha 000poTe Bamiei
UIeHTU(UKAIMOHHON KapThl ydacTHHUKa. Tenetaim: 711.

SPANISH

ATENCION: Si usted habla espafiol, tenemos servicios de
asistencia lingiiistica disponibles para usted sin costo
alguno. Llame al nimero que aparece al reverso de su
tarjeta de membresia. TTY: 711.



orar ?E[ iij%gcﬁﬁfr JqIF> T2eT [D FTE F Pgo

EREESCRR
TI0 AT T 9T Ffd F:0S| TTY:
711.

ITALIAN

ATTENZIONE: Se lei parla italiano, sono disponibili
servizi gratuiti di assistenza linguistica nella sua lingua.
Chiami il numero che si trova sul retro della sua tessera
(Member ID Card). TTY: 711.

S2893 1709

TAGALOG

Pansinin: Kung nagsasalita ka ng Tagalog, mga serbisyo
ng tulong sa wika, nang walang bayad, ay magagamit sa
iyo. Tawagan ang numero sa likod ng iyong ID card ng
Miyembro. TTY: 711.

VIETNAMESE

LUU Y: Néu quy vi n6i tiéng Viét, thi ¢6 sin cac dich vu
hd trg ngdn ngit mién phi danh cho quy vi. Hay goi toi sd
¢ mat sau Thé ID Thanh Vién cta quy vi. TTY: 711.



'This information is not a complete description of benefits. Contact the plan for more information.
Limitations, copay, and restrictions may apply.

Benefits, premium, deductible, and/or copayments/coinsurance may change on January 1 of each year.
'The formulary and/or pharmacy network may change at any time. You will receive notice when necessary.

You must continue to pay your Medicare Part B premium.

Blue Cross & Blue Shield of Rhode Island is an independent licensee of the Blue Cross and Blue Shield Association.
Anthem Insurance Companies, Inc., Blue Cross and Blue Shield of Massachusetts, Inc., Blue Cross & Blue Shield of Rhode Island,

and Blue Cross and Blue Shield of Vermont are the legal entities which have contracted as a joint enterprise with the Centers for
Medicare & Medicaid Services (CMS) and are the risk-bearing entities for Blue MedicareRx (PDP) plans. The joint enterprise is a
Medicare-approved Part D Sponsor. Enrollment in Blue MedicareRx (PDP) depends on contract renewal.

®The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.

Blue Cross
® ® of Rhode Island

SB-8588-17.7747





