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Benefit Chart of Medicare Supplement Plans Sold on or after January 1, 2010 Including

Revisions Effective January 1, 2020

This chart shows the benefits included in each of the standard Medicare supplement plans. Every company must make available Plans
‘A” & “B” and either “D” or “G”. Only applicants first eligible for Medicare before January 1, 2020 may purchase Plans C, F, and high
deductible F+. Some plans may not be available in your state. The Plans we sell are A, B, C, D, F, F+, G, G+, and N, these plans are

notated below with an asterisk.

Medicare first eligible

before 2020 only
c* F1
Medicare Part A
coinsurance and hospital v v v v v v v v v v
coverage (up to an
additional 365 days after
Medicare benefits are used
up)
Medicare Part B 0 0
coinsurance or copayment v v v v 50% 5% v v v v
copays
apply °

Blood (first three pints) v v v v 50% 75% v v v v
Part A hospice care 0 0 v v
coinsurance or copayment v v v v 50% 5% v v
Skilled nursing facility 0 0 v v v v
coinsurance v v 50% 5%
Medicare Part A deductible v v v 50% 75% 50% v v v
Medi Part B Deductibl

edicare Pa eductible v v
Medicare Part B excess v
charges
Foreign travel emergency
(up to plan limits) v v v . .
ZO;é(é%f-Pocket limitin $7,2202 |$3,6102




TPlans F and G also have a high deductible option which require first paying a plan deductible of $2,870
before the plan begins to pay. Once the plan deductible is met, the plan pays 100% of covered services for
the rest of the calendar year. High deductible plan G is only available on or after January 1, 2020 and does
not cover the Medicare Part B deductible. However, high deductible plans F and G count your payment of
the Medicare Part B deductible toward meeting the plan deductible.

2Plans K and L pay 100% of covered services for the rest of the calendar year once you meet the out-of-
pocket yearly limit.

3Plan N pays 100% of the Part B coinsurance, except for a co-payment of up to $20 for some office visits
and up to a $50 co-payment for emergency room visits that do not result in an inpatient admission.



Medicare Supplement
Plans A,B,C,D, F, F+, G, G+,and N
EFFECTIVE January 1, 2025
MONTHLY SUBSCRIPTION RATES

PLAN A $273.30/month
PLAN B $388.35/month
PLAN C $434.90/month
PLAND $426.92/month
PLAN F $513.25/month
PLAN F+ $ 78.43/month
PLAN G $428.99/month
PLAN G+ $75.42/month

PLAN N $499.51/month

PREMIUM INFORMATION

We at Univera Healthcare can only raise your premium if we raise the premium for all policies like yours in this state.



DISCLOSURES

Use this outline to compare benefits and premiums among policies.

READ YOUR POLICY VERY CAREFULLY

This is only an outline describing your policy’s most important features. The policy is your insurance contract. You must read the policy itself to
understand all of the rights and duties of both you and your insurance company.

RIGHT TO RETURN POLICY

If you find that you are not satisfied with your policy, you may return it to Univera Healthcare, Attn: Medicare Enroliment Processing,
P.O. Box 31790, Rochester, NY 14603-1790. If you send the policy back to us within 30 days after you receive it, we will treat the policy as if
it had never been issued and return all of your payments.

POLICY REPLACEMENT

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

NOTICE
This policy may not fully cover all of your medical costs.
Neither Univera Healthcare nor its agents are connected with Medicare.

Univera Healthcare is not connected with Medicare. This outline of coverage does not give all the details of Medicare coverage. Contact your
local Social Security Office or consult Medicare and You for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT

Review the application carefully before you sign it. Be certain that all information has been properly recorded.



PLAN A

MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and

have not received skilled care in any other facility for 60 days in a row.

including a doctor’s certification of terminal
illness

copayment/
coinsurance for
out-patient drugs and
inpatient respite care

coinsurance

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies
First 60 days All but $1,676 $0 $1,676 (Part A deductible)
61'thru 90" day All but $419 a day $419 a day $0
91stday and after: All but $838 a day $838 a day $0
- While using 60 lifetime reserve days
- Once lifetime reserve days are used: .
o Additional 365 days (lifetime) $0 100% of Medicare $0
eligible expenses
o Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at least
3 days and entered a Medicare-approved
facility within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21stthru 100t day All but $209.50 a day $0 Up to $209.50 a day
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s requirements, All but very limited Medicare copayment/ $0




PLAN A

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $257 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $257 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0
Generally 80%

$0
Generally 20%

$257 (Part B deductible)
$0

PART B EXCESS CHARGES
(Above Medicare Approved Amounts)

$0

$0

All costs

BLOOD
First 3 pints
Next $257 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0
$0
80%

All costs
$0
20%

$0
$257 (Part B deductible)
$0

CLINICAL LABORATORY SERVICES - TESTS
FOR DIAGNOSTIC SERVICES

100%

$0

$0

PARTS A &

B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED SERVICES

e Medically necessary skilled care services and
medical supplies

e Durable medical equipment
First $257 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

100%

$0
80%

$0

$0
20%

$0

$257 (Part B deductible)
$0




PLAN B

MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

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

including a doctor’s certification of terminal
illness

copayment/

coinsurance for out- patient
drugs and inpatient respite
care

coinsurance

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies
First 60 days All but $1,676 $1,676 (Part A deductible) | $0
61stthru 90" day All but $419 a day $419 a day $0
91stday and after: All but $838 a day $838 a day $0
- While using 60 lifetime reserve days
- Once lifetime reserve days are used:
o Additional 365 days (lifetime) $0 100% of Medicare eligible $0
expenses
o Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at least3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21t thru 100" day All but $209.50 a day $0 Up to $209.50 a day
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s requirements, All but very limited Medicare copayment/ $0




PLAN B

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $257 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,
First $257 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0
Generally 80%

$0
Generally 20%

$257 (Part B deductible)
$0

PART B EXCESS CHARGES $0 $0 All costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $257 of Medicare Approved Amounts* $0 $0 $257 (Part B deductible)
Remainder of Medicare Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES - TESTS | 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A &B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
e Medically necessary skilled care services and | 100% $0 $0
medical supplies
e Durable medical equipment
First $257 of Medicare Approved Amounts* $0 $0 $257 (Part B deductible)
Remainder of Medicare Approved Amounts | 80% 20% $0




PLANC
MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

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

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $1,676 $1,676 (Part A deductible) | $0
61stthru 90t day All but $419 a day $419 a day $0
91stday and after: All but $838 a day $838 a day $0

- While using 60 lifetime reserve days
- Once lifetime reserve days are used:

o Additional 365 days (lifetime) $0 100% of Medicare eligible | g0
expenses
o Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare’s requirements,
including having been in a hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital

First 20 days All approved amounts $0 $0
21stthru 100" day All but $209.50 a day Up to $209.50 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0
You must meet Medicare’s requirements, copayment/coinsurance for | coinsurance
including a doctor’s certification of terminal out-patient drugs and

illness inpatient respite care




PLANC

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $257 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,
First $257 of Medicare Approved Amounts* $0 $257 (Part B deductible) $0
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0
PART B EXCESS CHARGES $0 $0 All costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $257 of Medicare Approved Amounts* $0 $257 (Part B deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES — 100% $0 $0
TESTS FOR DIAGNOSTIC SERVICES
PARTS A & B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
e Medically necessary skilled care servicesand | 100% $0 $0
medical supplies
e Durable medical equipment
First $257 of Medicare Approved Amounts* | $0 $257 (Part B deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $0




OTHER BENEFITS - NOT COVERED BY MEDICARE

PLANC

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL-

NOT COVERED BY MEDICARE

Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year
Remainder of charges

$0
$0

$0

80% to a lifetime maximum

benefit of $50,000

$250
20% and amounts over the
$50,000 lifetime maximum




PLAND

MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

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

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $1,676 $1,676 (Part A deductible) $0
61stthru 90" day All but $419 a day $419 a day $0
91stday and after: All but $838 a day $838 a day $0
- While using 60 lifetime reserve days
- Once lifetime reserve days are used:
o Additional 365 days (lifetime) $0 100% of Medicare eligible | g
expenses
o Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21stthru 100t day All but $209.50 a day Up to $209.50 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0

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

copayment/coinsurance for
out-patient drugs and
inpatient respite care

coinsurance




PLAND

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $257 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $257 of Medicare Approved Amounts*

Remainder of Medicare Approved Amounts

$0

Gen

erally 80%

$0

Generally 20%

$257 (Part B deductible)
$0

PART B EXCESS CHARGES
(Above Medicare Approved Amounts)

$0

$0

All costs

BLOOD
First 3 pints
Next $257 of Medicare Approved
Amounts* Remainder of Medicare
Approved Amounts

$0
$0
80%

All costs
$0
20%

$0
$257 (Part B deductible)
$0

CLINICAL LABORATORY SERVICES -
TESTS FOR DIAGNOSTIC SERVICES

100%

$0

$0

PARTS A &B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED SERVICES

e Medically necessary skilled care services and
medical supplies

e Durable medical equipment
First $257 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

100%

$0
80%

$0

$0
20%

$0

$257 (Part B deductible)
$0




OTHER BENEFITS - NOT COVERED BY MEDICARE

PLAND

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL-

NOT COVERED BY MEDICARE

Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year
Remainder of charges

$0
$0

$0

80% to a lifetime maximum

benefit of $50,000

$250
20% and amounts over the
$50,000 lifetime maximum




PLAN F
MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

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

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $1,676 $1,676 (Part A deductible) | $0
61stthru 90" day All but $419 a day $419 a day $0
91stday and after: All but $838 a day $838 a day $0

- While using 60 lifetime reserve days
- Once lifetime reserve days are used:

o Additional 365 days (lifetime) $0 100% of Medicare eligible | g
expenses
o Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare’s requirements,
including having been in a hospital for at least3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital

First 20 days All approved amounts $0 $0
21stthru 100t day All but $209.50 a day Up to $209.50 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0
You must meet Medicare’s requirements, copayment/coinsurance for | coinsurance
including a doctor’s certification of terminal out-patient drugs and

illness inpatient respite care




MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

PLAN F

*Once you have been billed $257 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $257 of Medicare Approved Amounts*

Remainder of Medicare Approved Amounts

$0

Generally 80%

$257 (Part B deductible)

Generally 20%

$0
$0

PART B EXCESS CHARGES
(Above Medicare Approved Amounts)

$0

100%

$0

BLOOD
First 3 pints
Next $257 of Medicare Approved
Amounts* Remainder of Medicare
Approved Amounts

$0
$0
80%

All costs
$257 (Part B deductible)
20%

$0
$0
$0

CLINICAL LABORATORY SERVICES - TESTS
FOR DIAGNOSTIC SERVICES

100%

$0

$0

PARTS A &B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED SERVICES

e Medically necessary skilled care services and
medical supplies

e Durable medical equipment
First $257 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

100%

$0
80%

$0

$257 (Part B deductible)
20%

$0

$0
$0




PLAN F
OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

FOREIGN TRAVEL-

NOT COVERED BY MEDICARE

Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime maximum | 20% and amounts over the
benefit of $50,000 $50,000 lifetime maximum




HIGH DEDUCTIBLE PLAN F
MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in a row.
** This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $2,870 deductible. Benefits from
the high deductible Plan F will not begin until out-of-pocket expenses are $2,870. Out-of-pocket expenses for this deductible are
expenses that would ordinarily be paid by the policy. This includes the Medicare deductibles for Part A and Part B, but does not
include the plan’s separate foreign travel emergency deductible.

Semiprivate room and board, general nursing
and miscellaneous services and supplies

AFTER YOU PAY $2,870
> DI IN ADDITION TO $2,870
SERVICES MEDICARE PAYS DEDUCT;,?;% PLAN DEDUCTIBLE,* YOU PAY
HOSPITALIZATION*

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

copayment/coinsurance for
out-patient drugs and
inpatient respite care

coinsurance

First 60 days All but $1,676 $1,676 (Part A deductible) | $0
615tthru 90" day All but $419 a day $419 a day $0
91stday and after: All but $838 a day $838 a day $0
- While using 60 lifetime reserve days
- Once lifetime reserve days are used:
o Additional 365 days (lifetime) $0 100% of Medicare eligible | $0
expenses
o Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21stthru 100t day All but $209.50 a day Up to $209.50 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0




HIGH DEDUCTIBLE PLAN F
MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $257 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part B
deductible will have been met for the calendar year.

** This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $2,870 deductible. Benefits from the
high deductible Plan F will not begin until out-of-pocket expenses are $2,870. Out-of-pocket expenses for this deductible are
expenses that would ordinarily be paid by the policy. This includes the Medicare deductibles for Part A and Part B, but does not
include the plan’s separate foreign travel emergency deductible.

AFTER YOU PAY $2,870
SERVICES MEDICARE PAYS DEDUCTIBLE,* PLAN
PAYS

IN ADDITION TO $2,870
DEDUCTIBLE,* YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $257 of Medicare Approved Amounts* $0 $257 (Part B deductible) $0
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0
PART B EXCESS CHARGES $0 100% $0
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $257 of Medicare approved amounts* $0 $257 (Part B deductible) $0
Remainder of Medicare approved amounts 80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0

TESTS FOR DIAGNOSTIC SERVICES




HIGH DEDUCTIBLE PLAN F

PARTS A&B

SERVICES

MEDICARE PAYS

AFTER YOU PAY $2,870
DEDUCTIBLE,* PLAN

IN ADDITION TO $2,870
DEDUCTIBLE,* YOU PAY

PAYS
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
e Medically necessary skilled care services 100% $0 $0
and medical supplies
e Durable medical equipment
First $257 of Medicare Approved Amounts* | $0 $257 (Part B deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $0
OTHER BENEFITS - NOT COVERED BY MEDICARE
AFTER YOU PAY $2,870
o1 IN ADDITION TO $2,870
SERVICES MEDICARE PAYS DEDUCT;?.\I;% PLAN DEDUCTIBLE,* YOU PAY
FOREIGN TRAVEL-
NOT COVERED BY MEDICARE
Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA
First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime maximum | 20% and amounts over the

benefit of $50,000

$50,000 lifetime maximum




PLAN G
MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

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

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $1,676 $1,676 (Part A deductible) | $0
61stthru 90" day All but $419 a day $419 a day $0
91stday and after: All but $838 a day $838 a day $0

- While using 60 lifetime reserve days
- Once lifetime reserve days are used:

o Additional 365 days (lifetime) $0 100% of Medicare eligible | $0
expenses
o Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare’s requirements,
including having been in a hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital

First 20 days All approved amounts $0 $0
21stthru 100" day All but $209.50 a day Up to $209.50 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0
You must meet Medicare’s requirements, copayment/coinsurance for | coinsurance
including a doctor’s certification of terminal out-patient drugs and

illness inpatient respite care




PLAN G
MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $257 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part
B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $257 of Medicare Approved Amounts*

Remainder of Medicare Approved Amounts

$0

Generally 80%

$0

Generally 20%

$257 (Part B deductible)

$0

PART B EXCESS CHARGES
(Above Medicare Approved Amounts)

$0

100%

$0

BLOOD
First 3 pints
Next $257 of Medicare Approved
Amounts* Remainder of Medicare
Approved Amounts

$0
$0
80%

All costs
$0
20%

$0
$257 (Part B deductible)
$0

CLINICAL LABORATORY SERVICES - TESTS
FOR DIAGNOSTIC SERVICES

100%

$0

$0

PARTS A &B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED SERVICES

e Medically necessary skilled care services and
medical supplies

e Durable medical equipment
First $257 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

100%

$0
80%

$0

$0
20%

$0

$257 (Part B deductible)
$0




PLAN G
OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

FOREIGN TRAVEL-

NOT COVERED BY MEDICARE

Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime maximum | 20% and amounts over the
benefit of $50,000 $50,000 lifetime maximum




HIGH DEDUCTIBLE PLAN G
MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

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

** This high deductible plan pays the same benefits as Plan G after you have paid a calendar year $2,870 deductible. Benefits from
the high deductible Plan G will not begin until out-of-pocket expenses are $2,870. Out-of-pocket expenses for this deductible include
expenses for the Medicare Part B deductible, and expenses that would ordinarily be paid by the policy. This does not include the
plan’s separate foreign travel emergency deductible.

AFTER YOU PAY
SERVICES MEDICARE PAYS $2,870 DEDUCTIBLE,** Il;égg g.ll.-ll-lB?_hé I,? Y‘T(,)zl,JBIZgY
PLAN PAYS ’
HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies
First 60 days All but $1,676 $1,676 (Part A deductible) | $0
61stthru 90" day All but $419 a day $419 aday $0
91stday and after: All but $838 a day $838 aday $0
- While using 60 lifetime reserve days
- Once lifetime reserve days are used:
o Additional 365 days (lifetime) $0 100% of Medicare eligible | $0
e expenses
o Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at least 3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital
First 20 days All approved amounts $0 $0
21stthru 100t day All but $209.50 a day Up to $209.50 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0
You must meet Medicare’s requirements, copayment/coinsurance for | coinsurance
including a doctor’s certification of terminal out-patient drugs and
illness inpatient respite care




HIGH DEDUCTIBLE PLAN G

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $257 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part B

deductible will have been met for the calendar year.

** This high deductible plan pays the same benefits as Plan G after one has paid a calendar year $2,870 deductible. Benefits from
the high deductible Plan G will not begin until out-of-pocket expenses are $2,870. Out-of-pocket expenses for this deductible
include expenses for the Medicare Part B deductible, and expenses that would ordinarily be paid by the policy. This does not

include the plan’s separate foreign travel emergency deductible.

AFTER YOU PAY
$2,870 DEDUCTIBLE,**
PLAN PAYS

SERVICES MEDICARE PAYS

IN ADDITION TO $2,870
DEDUCTIBLE,* YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $257 of Medicare Approved Amounts* $0 $0

Remainder of Medicare Approved Amounts

Generally 80%

Generally 20%

$257 (Part B deductible)
$0

PART B EXCESS CHARGES $0 100% $0
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $257 of Medicare approved $0 $0 $257 (Part B deductible)
amounts® Remainder of Medicare 80% 20% $0
approved amounts
CLINICAL LABORATORY SERVICES - 100% $0 $0

TESTS FOR DIAGNOSTIC SERVICES




HIGH DEDUCTIBLE PLAN G

PARTS A &B

SERVICES

MEDICARE PAYS

AFTER YOU PAY
$2,870 DEDUCTIBLE,**
PLAN PAYS

IN ADDITION TO $2,870
DEDUCTIBLE,* YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED SERVICES

e Medically necessary skilled care services
and medical supplies

e Durable medicalequipment
First $257 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

100%

$0
80%

$0

$0
20%

$0

$257 (Part B deductible)
$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

AFTER YOU PAY
$2,870 DEDUCTIBLE,**
PLAN PAYS

IN ADDITION TO $2,870
DEDUCTIBLE,* YOU PAY

FOREIGN TRAVEL-
NOT COVERED BY MEDICARE
Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year

Remainder of charges

$0
$0

$0
80% to a lifetime maximum
benefit of $50,000

$250
20% and amounts over the
$50,000 lifetime maximum




MEDICARE SUPPLEMENT PLAN N
MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

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

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing and
miscellaneous services and supplies

First 60 days All but $1,676 $1,676 (Part A deductible) | $0
61stthru 90t day All but $419 a day $419 a day $0
91stday and after: All but $838 a day $838 a day $0

-While using 60 lifetime reserve days
-Once lifetime reserve days are used:

o Additional 365 days (lifetime) $0 100% of Medicare eligible | $0
expenses
o Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare’s requirements,
including having been in a hospital for at least3
days and entered a Medicare-approved facility
within 30 days after leaving the hospital

First 20 days All approved amounts $0 $0
21%'thru 100" day All but $209.50 a day Up to $209.50 a day $0
101stday and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s requirements, All but very limited Medicare copayment/ $0
including a doctor’s certification of terminal iliness | copayment/coinsurance coinsurance

for out-patient drugs and
inpatient respite care




MEDICARE SUPPLEMENT PLAN N
MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $257 of Medicare approved amounts for covered services (which are noted with an asterisk), your Part B
deductible will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and
outpatient medical and surgical services
and supplies, physical and speech therapy,
diagnostic tests, durable medical
equipment.
First $257 of Medicare Approved Amounts* $0 $0 $257 (Part B deductible)
Remainder of Medicare Approved Amounts Generally 80% Balance, other than up to | Up to $20 per office visit and
$20 per office visitand up | up to $50 per emergency
to $50 per emergency room visit. The copayment of
room visit. The up to $50 is waived if the
copayment of up to $50 is | insured is admitted to any
waived if the insured is hospital and the emergency
admitted to any hospital visit is covered as a Medicare
and the emergency visitis | Part A expense.
covered as a Medicare
Part A expense.
PART B EXCESS CHARGES $0 $0 All costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All costs $0
Next $257 of Medicare Approved Amounts* | $0 $0 $257 (Part B deductible)
Remainder of Medicare Approved Amounts | 80% 20% $0
CLINICAL LABORATORY SERVICES — 100% $0 $0
TESTS FOR DIAGNOSTIC SERVICES




MEDICARE SUPPLEMENT PLAN N
MEDICARE PARTS A &B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTHCARE

MEDICARE APPROVED SERVICES

e Medically necessary skilled care services
and medical supplies

e Durable medical equipment
First $257 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

100%

$0
80%

$0

$0
20%

$0

$257 (Part B deductible)
$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL-

NOT COVERED BY MEDICARE

Medically necessary emergency care services
beginning during the first 60 days of each trip
outside the USA

First $250 each calendar year
Remainder of charges

$0
$0

$0
80% to a lifetime

maximum benefit of
$50,000

$250
20% and amounts over the
$50,000 lifetime maximum




Notice of Nondiscrimination

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of
race, color, national origin, age, disability, sexual orientation, gender identity, or sex
(consistent with the scope of sex discrimination as described at 45CFR section 92.10(a)(2)) The
Health Plan does not exclude people or treat them differently because of race, color, national
origin, age, disability, sexual orientation, gender identity, or sex.

The Health Plan:

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

o Qualified sign language interpreters

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

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

o Information written in other languages

If you need these services, please refer to the enclosed document for ways to reach us.

If you believe that the Health Plan has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, sexual orientation, gender identity,
or sex; you can file a grievance with the Health Plan's Section 1557 Coordinator at:

Advocacy Department

Attn: Civil Rights Coordinator PO Box

4717

Syracuse, NY 13221

Email: Advocacy.Department@UniveraHealthcare.com
Telephone number:1-800-614-6575 TTY

number: 1-800-662-1220

Fax: 1-315-671-6656

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

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

U.S. Department of Health and Human Services 200

Independence Avenue, SW

Room 509F, HHH Building Washington, D.C.

20201

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

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

This notice is available at Univera Healthcare's website: www.Univerahealthcare.com

UN-3707 Revised: 10/31/2024
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ATTENTION: If you speak English, free language assistance services are available to
you. Appropriate auxiliary aids and services to provide information in accessible
formats are also available free of charge. To access these services, please call us at
1-877-626-9298 (TTY: 1-800-662-1220).

ATENCION: Si habla espafiol, tiene disponible servicios gratuitos de asistencia
linguistica. También hay disponible de manera gratuita ayudas y servicios auxiliares
adecuados para proporcionar informacion en formatos accesibles. Para acceder a
estos servicios, llamenos al 1-877-626-9298 (TTY: 1-800-662-1220).

claaall g cilae bl Wayl 545 oll dalis dplaadl 33l saclie ciladd (8 Ay el Canai € 13 ol
Juai¥) oa i ccilaaall oda ) Jgea sl Ulas Leal) J g 1) Qe iy e glaall s gl dpiiiall 3ae Lusall
1-877-626-9298 & )1 e W

(1-800-662-1220 : ooaill _iilll)

VEE: WERIER TG, AT DUR SR O S B G S Bh. BT BLR G s it e
) T MRS, DL SR AU RN BRI S, REEHT
1-877-626-9298 (TTY: 1-800-662-1220) .

ATTENTION : Si vous parlez frangais, des services d’assistance linguistique gratuits
sont a votre disposition. Des aides et des services supplémentaires appropriés pour
fournir des informations dans des formats accessibles sont aussi disponibles
gratuitement. Pour accéder a ces services, veuillez nous appeler au 1 877 626 9298
(TTY [ATS] : 1 800 662 1220).

W YT N 7 QEAC-TO FAT (FEA, OIReA TN Ce5 Ol ROl
TR AN AT BHAS | ST (ST FIWICHT O AICENT Gy BHY. SRR
SRS <8 R 08 8 foqaruesTy 8o e o | AR (ST foe Wt ST 41"
O, O R (P WNC-TS 1-877-626-9298 (TTY: 1-800-662-1220) N (oF Fel H
N |

BHUMAHWE: Ecnn Bbl roBopuTe Ha pycckom s3bike, Bam goctynHel 6ecnnatHble
YCIyrn s3bIKOBOM nogaepXku. Takke 6ecnnaTtHO OCTYMNHbI COOTBETCTBYHOLLMNE
BCNomoraTesnbHble CpeacTBa U yCryrn no npefocTaBneHno nHopmMaumm B
NOCTYMHbIX popmaTax. YTobbl BOCNONBL30BaTLCHA 3TUMU yCryramu, NO3BOHUTE HaM MO
Homepy 1-877-626-9298 (TTY: 1-800-662-1220).

S GIERL: dUTs AUTd Siedg-d HH, To9:3[esh HINT T8TadT Yaes duied! dlai
SUT B JAH SIAETH HBHR & TR SUgad Jead YeTadese I Jags U
ST SUAs B | Il YaTe® U TR, HIAT §THIATS 1-877-626-9298

(TTY: 1-800-662-1220) AT - TG |

YBATIA: Akwo Bu roBopuTe yKkpaiHCbKoo, Bam gocTynHi 6e3KolwToBHI NOCHyr MOBHOI
nigTpuMkK. BignoBigHi fonomixkHi 3acobu Ta nocnyru ana HagaHHs iHbopmaldii B
NOCTYNHUX hopmaTax TakoX HagarTbca 6e3kowToBHO. o6 ckopuctatmuca uumm
nocnyramu, 3atenedoHynTe Ham 3a HomepoM: 1-877-626-9298 (TTY [Tenemadn):
1-800-662-1220).
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FIIRO-GAAR AH: Haddii aad ku hadashid Soomaali, adeeggyada caawimaada
luugadda oo bilaashka ah ayaad helaysaa. Agabka caawimaada naafada iyo
adeeggyo ku habboon oo lagu bixinaayo macluumaadka qaabab la helo karo ayaa
sidoo kale lagu heli karaa bilaa lacag. Si loo helo adeegyadaan, fadlan naga soo wac
1-877-626-9298 (TTY: 1-800-662-1220).

O’JCDPO’)ODO c?@ 00(7)13’300(\) OOLI -")= nﬁ) (08) (7)0)11610)11(7)=d= -")= 0D 101100 V1
33(73(.\)39?@1?0 0)1?@1? 3913)(.\)1 0D O1O1LOD ? (JD() CD 3° 0D 101100 1

33'LCDCT.)(9I'.'> ()] (Do 39?(.\)1?81? 39130 CD1ODCDPLDPG?01CDP§P(.\D1 CD'I(DG'L§ 0D Q101100
G'LCD(DPG’BIG?O OCD°®1 (7) 01(9

1-877-626-9298 (TTY 1 800 662 1220)
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Qﬁoeér.aooceeﬂom Q5295 ™ 6600 1-877-626-9298 (TTY- 1-800-662-1220)

0%
|_ °

(l9§gG{:?@ &I) 3 (3] 1]

CHU : Néu qu vindi tiéng Viét, chang tdi cé dich vu hé tro' ngén ng mién phi danh

cho qu vi. Cac dich vu va hd tro bd sung thich hop dé cung cép thong tin & cac dinh

dang dé tiép can ciing dwoc cung cap mién phi. P& str dung cac dich vu nay, vui ldng
goi cho chung t6i theo sd 1-877-626-9298 (TTY: 1-800-662-1220).

ATANSYON: Si ou pale Kreyol Ayisyen, sévis asistans lang gratis disponib pou ou.
Ed ak sévis oksilyé apwopriye pou bay enfdomasyon nan fdma aksesib yo disponib
tou gratis. Pou jwenn aksé nan sévis sa yo, tanpri rele nou nan 1-877-626-9298
(TTY: 1-800-662-1220).

) S anl e yied B L ) 801 ) SeaS lard i€ (s Cuna 533 Gl 40 K e
Ol o3 (o pisd 5 2 sdaa el ) (Sl ) pea Jusae e i ) Cla glae oy g i ) Sledd 5 i
0 Juala Gulai W o jlad ol U cCaalas

(TTY: 1-800-662-1220) 1-877-626-9298

TAHADHARI: Ikiwa unazungumza Kiswahili, huduma za usaidizi wa lugha bila malipo
zinapatikana kwa ajili yako. Misaada ya ziada inayofaa na huduma za kutoa habari
katika miundo inayofikika zinapatikana pia bila malipo lli kupata huduma hizi, tafadhali
tupigie simu kwa 1-877-626-9298 (TTY: 1-800-662-1220).
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