2025 SUMMARY OF BENEFITS

&
Blue Ad\énta

A Medicare Approved PPO

Blue Advantage® (PPO) — Choice, Complete & Premier

MEDICARE ADVANTAGE PLANS WITH PRESCRIPTION DRUG COVERAGE

January 1, 2025—December 31, 2025

This is a summary of drug and health services covered by Blue Advantage (PPO). This booklet gives you a summary of
what we cover and what you pay. For a complete list of every covered service or a list of every limitation or exclusion, call
us at the phone number on the back cover of this booklet to request an Evidence of Coverage (EOC). You may also email
bcbsalmedicare@bcbsal.org or view the information at BCBSALMedicare.com/Documents.

This document is available in other formats such as braille, large print or audio. This document may be available in a
non-English language.

HO104_SBCCP25_M 09/22/2024


http://BCBSALMedicare.com/Documents
mailto:bcbsalmedicare@bcbsal.org

Table of Contents

In this Summary of Benefits, you will learn:

What YOU Should KNOW .......eeiiiiieiee ettt 1
Blue Advantage (PPO) Premiums ....ccooooiiiiieiiiieeee e eeeeee e s s e e e e e e e e e e eeeeeens 2
BENEFIT INFORMATION ...ttt e e 3
Covered Medical and Hospital BENefits .......cccccciiiiiiiiiiiiiiiiiciecceeeee s 4
Hearing, Dental & Vision BENEfitS ....cooooeiiiiiiiiiiiicieee e e e 9
Mental Health Services/Telehealth Visits and Other Benefits ........cccccooiiiiiieennnnns 11
Additional BenEfitS......cooiiiiiiiiee e 13
PRESCRIPTION DRUG BENEFITS .........ccoooiiiiiie e 17
Deductibles & COst Sharing .....ccoeeiiiiiiiiiiec s 17
Preferred Retail Cost-Sharing & Home Delivery Pharmacy Service.......................... 18
Standard Retail CoSt-Sharing .......uuuueeuuiiiieee e e e e 19
More Benefits With YOUr Plan...........ooo e 21
Notice of NoNdisSCrHMINAtION ........oooiiiiiiii e 22
(O7e] g1 ¢= Lo A R (= (== o T = PP 25
Pre-Enrollment ChecCkKIiSt ... e 26

D cYe] [0 1S U (=T TR 27



What Should You Know About Blue Advantage (PPO)

Who can join?

To join Blue Advantage (PPO) Choice, Complete or Premier,
you must:

e Be entitled to Medicare Part A and enrolled in Medicare Part B

e Livein our service area. Our service area includes counties in
Alabama. To search for your county, refer to the chart on the
following page.

Which doctors, hospitals, and pharmacies
can | use?

This Medicare Advantage plan has a network of doctors, hospitals,
pharmacies and other providers. You can use in-network and out-
of-network providers. Typically, you will pay more for out-of-network
services. You can see our plan’s provider directory and pharmacy
directory at our website BCBSALMedicare.com/FindaDoctor.

Will | need referrals?

Blue Advantage (PPO) doesn’t require a referral from a primary care
physician to see a specialist. There may be some providers that
require a recommendation or treatment plan from your doctor in
order to see you.

What drugs are covered?

You can see our plan’s formulary (list of Part D prescription drugs) at
our website BCBSALMedicare.com/FindaDrug. You can also call
us to mail you the formulary or we can look up your drugs for you.

Please be aware:

e Prior authorization for certain Part B drugs is required for in-
network providers. Step Therapy may also apply. Please visit
BCBSALMedicare.com/PartBDrugs or contact Member
Services.

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

How can | learn about Original Medicare?

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 Medicare.gov or get a copy by calling
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a
week. TTY users should call 1-877-486-2048.


http://BCBSALMedicare.com/FindaDoctor
http://BCBSALMedicare.com/FindaDrug
http://BCBSALMedicare.com/PartBDrugs
http://www.medicare.gov

Monthly Plan Premiums for Blue Advantage (PPO) —
Choice, Complete & Premier

Our service area includes the Alabama counties in the chart below. Premiums vary by plan and county in which you permanently reside.
You must continue to pay your Medicare Part B premium.

Choice Complete Premier

Autauga, Barbour, Blount, Bullock, Butler, Calhoun, Chambers, $0 $29.50 $153
Cherokee, Choctaw, Clarke, Clay, Cleburne, Coffee, Colbert,
Conecuh, Coosa, Covington, Crenshaw, Cullman, Dale, Dallas,
DeKalb, EImore, Escambia, Etowah, Fayette, Franklin, Geneva,
Greene, Hale, Henry, Houston, Jackson, Lamar, Lauderdale,
Lawrence, Lee, Limestone, Lowndes, Macon, Madison, Marengo,
Marion, Marshall, Monroe, Montgomery, Morgan, Perry, Pickens,
Pike, Randolph, Russell, St. Clair, Sumter, Talladega, Tallapoosa,
Tuscaloosa, Washington, Wilcox, and Winston counties




Benefit Information

There are services throughout this document that may require prior authorization before you receive them from network providers. If you
do not get a prior authorization when required, you may have a reduction in benefits, even though you received services from a network
provider. Please contact Member Services or refer to the Evidence of Coverage (EOC) for more information about services that may require
prior authorization from the plan.

Choice Complete Premier
Deductible $0 Medical Deductible
Maximum The most you could pay is The most you could pay is The most you could pay is

Out-of-Pocket
Responsibility

(does not include
prescription drugs)

Once you reach the
maximum out-of-pocket,
our plan pays 100%

of covered medical
services. Your premium
and prescription drug
costs don’t count
toward your Maximum
Out-of-Pocket.

$5,500 for services you receive
from in-network providers.

The most you could pay is
$7,900 for out-of-network
providers. Your limit for services
received from in-network
providers will also count toward
this limit.

$5,100 for services you receive
from in-network providers.

The most you could pay is
$7,500 for out-of-network
providers. Your limit for services
received from in-network
providers will also count toward
this limit.

$2,900 for services you receive
from in-network providers.

The most you could pay is
$5,100 for out-of-network
providers. Your limit for services
received from in-network
providers will also count toward
this limit.




Inpatient
Hospital
Coverage

(Unlimited number
of days)

Choice

Your In-Network Costs:
$290 copay per day
fordays 1 -7

$0 copay per day for days 8 — 90
$0 copay for days 91 and after

Your Out-of-Network Costs:
50% coinsurance

Complete

Your In-Network Costs:
$290 copay per day
fordays 1 -7

$0 copay per day for days 8 — 90
$0 copay for days 91 and after

Your Out-of-Network Costs:
50% coinsurance

Premier

Your In-Network Costs:
$175 copay per day
fordays 1 -5

$0 copay per day for days 6 — 90
$0 copay for days 91 and after

Your Out-of-Network Costs:
50% coinsurance

Inpatient Mental
Health Coverage

(The limit does not
apply to psychiatric
services in a general
hospital.)

Your In-Network Costs:
$290 copay per day
fordays1-7

$0 copay per day for days 8 — 90

$0 copay for each additional day
up to 190 day lifetime limit for
inpatient psychiatric hospital.

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$290 copay per day
fordays1-7

$0 copay per day for days 8 — 90

$0 copay for each additional day
up to 190 day lifetime limit for
inpatient psychiatric hospital.

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$175 copay per day
fordays1-5

$0 copay per day for days 6 — 90

$0 copay for each additional day
up to 190 day lifetime limit for
inpatient psychiatric hospital.

Your Out-of-Network Costs:
50% coinsurance

The copays for inpatient hospital and skilled nursing facility (SNF) benefits are based on benefit periods. A benefit period begins the
day you’re admitted as an inpatient and ends when you haven’t received any inpatient care (or skilled care in a SNF) for 60 days in a
row. If you go into a hospital or a SNF after one benefit period has ended, a new benefit period begins. You must pay the inpatient

hospital copay for each benefit period. There’s no limit to the number of benefit periods.




Outpatient
Hospital
Coverage

Including Outpatient
Surgery and
Observation Services

Choice

Your In-Network Costs:
$0 - $265 copay

Your Out-of-Network Costs:

50% coinsurance

Complete

Your In-Network Costs:
$0 - $265 copay

Your Out-of-Network Costs:

50% coinsurance

Premier

Your In-Network Costs:
$0 - $150 copay

Your Out-of-Network Costs:
50% coinsurance

Ambulatory
Surgical Center
Services

Your In-Network Costs:
$0 - $265 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$0 - $265 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$0 - $150 copay

Your Out-of-Network Costs:
50% coinsurance

Doctor Visits

The plans cover
telehealth services
including those for
primary care and
specialist physician
services and behavioral
health providers.

No referrals required
to see an in-network
specialist.

Your In-Network Costs:
Primary Care: $0 copay
Specialist: $35 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
Primary Care: $5 copay
Specialist: $35 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
Primary Care: $0 copay
Specialist: $20 copay

Your Out-of-Network Costs:
50% coinsurance




Preventive Care

NOTE: Preventive Care
screenings are subject
to limitations. Please
consult with your doctor
prior to scheduling

any preventive care
screening.

Choice Complete Premier

Your In-Network Costs: $0 copay
Your Out-of-Network Costs: 50% coinsurance

Abdominal aortic aneurysm screening

Alcohol misuse counseling

Annual Wellness visit

Bone mass measurement

Breast cancer screening (mammograms)

Cardiovascular disease risk reduction visit (therapy for cardiovascular disease)
Cardiovascular disease testing

Cervical and vaginal cancer screening

Colorectal cancer screenings (colonoscopy, fecal occult blood test, flexible sigmoidoscopy)
NOTE: Coinsurance/copayments/deductibles may apply for Medicare-covered items or Kits required
to prepare for the colorectal cancer screening exam.

Depression screening

Diabetes screening

HIV screening

Lung cancer screening

Medical nutrition therapy

Obesity screening and counseling

Prostate cancer screenings (PSA)

Sexually transmitted infections screening and counseling

Tobacco use cessation counseling (counseling for people with no sign of tobacco-related disease)
Vaccines, including flu shots, hepatitis B and pneumonia shots

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




Emergency Care

Choice

Complete

Premier

Medicare-Covered Emergency Care
This copay is waived if you are admitted to the hospital within 24 hours of an emergency room visit.

Your In-Network Costs:
$125 copay

Your In-Network Costs:
$125 copay

Your In-Network Costs:
$120 copay

Worldwide Emergency Care Services
$50,000 annual coverage for medical services provided outside the United States that would be
classified as emergency or urgently needed services had they been covered in the United States. The
coverage includes ambulance services. In-network copays will apply. (For Emergency and Urgently
Needed Services benefits, see the chart on this page. For Ambulance benefits, see page 12 of this
book.) For more information, call Member Services or refer to your Evidence of Coverage (EOC).

Urgently Needed
Services

NOTE: Out-of-network
providers may be
covered at the same
cost-sharing when in-
network providers are
temporarily unavailable.

Your In-Network Costs:

$0 copay for Medicare-covered
urgently needed Primary Care
Physician visits

$35 copay for Medicare-covered
urgently needed Specialists
visits

Your In-Network Costs:

$5 copay for Medicare-covered
urgently needed Primary Care
Physician visits

$35 copay for Medicare-covered
urgently needed Specialists
visits

Your In-Network Costs:

$0 copay for Medicare-covered
urgently needed Primary Care
Physician visits

$20 copay for Medicare-covered
urgently needed Specialists visits

Diagnostic
Services/Labs/
Imaging

Diagnostic radiology services (such as MRIs, CT scans)

Your In-Network Costs:
$125 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$95 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$25 copay

Your Out-of-Network Costs:
50% coinsurance




Diagnostic
Services/ Labs/
Imaging
(continued)

Choice

Complete

Premier

Diagnostic tests and procedures

Your In-Network Costs:
You pay nothing

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
You pay nothing

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
You pay nothing

Your Out-of-Network Costs:
50% coinsurance

Lab services

Your In-Network Costs:
You pay nothing

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
You pay nothing

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
You pay nothing

Your Out-of-Network Costs:
50% coinsurance

Outpatient X-rays

Your In-Network Costs:
$20 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$15 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$5 copay

Your Out-of-Network Costs:
50% coinsurance

Therapeutic radiology services (such as radiation treatment for cancer)

Your In-Network Costs:
$80 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$60 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$50 copay

Your Out-of-Network Costs:
50% coinsurance




Hearing Services

Choice

Complete

Premier

Medicare-covered diagnostic hearing exam

Your In-Network Costs:
$10 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$10 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$10 copay

Your Out-of-Network Costs:
50% coinsurance

Annual routine hearing exam’

Your In-Network or
Out-of-Network Costs:
You pay nothing

Your In-Network or
Out-of-Network Costs:
You pay nothing

Your In-Network or
Out-of-Network Costs:
You pay nothing

Hearing Aids (one per ear, per year)'

$499 copay per aid for TruHearing Standard

$699 copay per aid for TruHearing Advanced

$999 copay per aid for TruHearing Premium

'For Choice, Complete and Premier, a TruHearing Provider must be used for in-network and out-of-network hearing aid benefit
and the annual Routine Hearing Exam. Please call 1-844-255-7140 (TTY 711) to locate a TruHearing provider and to schedule an

appointment.




Dental Services

e Oral exams

¢ Prophylaxis (cleaning)
e Fluoride treatment

e Dental X-rays

e Extractions

e Fillings

For a list of dental
providers, visit our website
BCBSALMedicare.com/
FindaDoctor.

Choice

Complete

Premier

Medicare-covered dental benefits

Your In-Network Costs:
$40 copay

Your Out-of-Network Costs:
50% coinsurance

Dental Allowance:
$375 allowance (preventive
only)

Benefits for extractions,
fillings and other
comprehensive services are

NOT included with this plan.

Your In-Network Costs:
$40 copay

Your Out-of-Network Costs:
50% coinsurance

Dental Allowance:

$1,000 allowance toward
Preventive and Comprehensive
dental benefits annually

Your In-Network Costs:
$25 copay

Your Out-of-Network Costs:
50% coinsurance

Dental Allowance:

$1,300 allowance toward
Preventive and Comprehensive
dental benefits annually

The majority of Comprehensive Services are covered. Please

call Member Services for any questions relating to your dental

coverage.

Vision Services

One routine eye exam is
covered once per year. A
refraction is included in the
routine eye exam, but not
the diabetic retinopathy
screening.

Note: See limitations for
the purchase of eyewear in
the Evidence of Coverage
(EOC).

Annual routine eye exam

Your In-Network Costs:
$0 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$0 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$0 copay

Your Out-of-Network Costs:
50% coinsurance

$100 allowance toward non-Medicare-covered prescription eyewear (glasses, lenses, frames, or

contact lenses) per calendar year

Medicare-covered eye exam

Your In-Network Costs:
$35 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$35 copay

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
$20 copay

Your Out-of-Network Costs:
50% coinsurance
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Vision Services
(continued)

Choice

Complete

Premier

Eyeglasses or contact lenses after cataract surgery

Your In-Network Costs:
$0 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$0 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$0 copay

Your Out-of-Network Costs:
50% coinsurance

Mental Health
Services

Outpatient group therapy /
individual therapy visit

Your In-Network Costs:
$35 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$35 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$20 copay

Your Out-of-Network Costs:
50% coinsurance

Skilled Nursing
Facility (SNF)

Our plan covers up to
100 days in a SNF.

Your In-Network Costs:
$10 copay per day
for days 1 - 20

$214 copay per day
for days 21 - 100

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$0 copay per day
for days 1 - 20

$214 copay per day
for days 21 - 100

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$0 copay per day
for days 1 - 20

$100 copay per day
for days 21 - 55

$0 copay per day
for days 56 - 100

Your Out-of-Network Costs:
50% coinsurance

The copays for inpatient hospital and skilled nursing facility (SNF) benefits are based on benefit periods. A benefit period begins the
day you’re admitted as an inpatient and ends when you haven’t received any inpatient care (or skilled care in a SNF) for 60 days in a
row. If you go into a hospital or a SNF after one benefit period has ended, a new benefit period begins. You must pay the inpatient
hospital copay for each benefit period. There’s no limit to the number of benefit periods.

11




Physical,
Occupational,
Speech Therapy

A pre-certification by the
physician is required after
the combined 20th therapy
visit.

Choice

Your In-Network Costs:
$30 copay

Your Out-of-Network Costs:
50% coinsurance

Complete

Your In-Network Costs:
$30 copay

Your Out-of-Network Costs:
50% coinsurance

Premier
Your In-Network Costs:

$20 copay

Your Out-of-Network Costs:
50% coinsurance

Ambulance

$405 copay (per one-way trip)

$405 copay (per one-way trip)

$175 copay (per one-way trip)

Transportation

Not covered

Medicare Part B
Drugs

Including chemotherapy
and other Part B drugs

Your In-Network Costs:
20% coinsurance

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
20% coinsurance

Your Out-of-Network Costs:
50% coinsurance

Your In-Network Costs:
20% coinsurance

Your Out-of-Network Costs:
50% coinsurance

Part B Insulin Drugs

In- and Out-of-network: No more than a $35 copay for a one-month supply.

NOTE: Prior authorization for certain Part B drugs is required for in-network providers. Step Therapy may also apply. Please visit

BCBSALMedicare.com/PartBDrugs or contact Member Services at 1-888-234-8266 (TTY 711).

12
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Additional Benefits Information

Medicare-Covered
Foot Care (Podiatry)

Choice

Your In-Network Costs:
$35 copay

Your Out-of-Network Costs:

50% coinsurance

Complete

Your In-Network Costs:
$20 copay

Your Out-of-Network Costs:

50% coinsurance

Premier

Your In-Network Costs:
$20 copay

Your Out-of-Network Costs:
50% coinsurance

Home Health

Your In-Network Costs:
You pay nothing

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
You pay nothing

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
You pay nothing

Your Out-of-Network Costs:
50% coinsurance

Hospice

Your In-Network Costs:
You pay nothing for a
Medicare-certified hospice

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
You pay nothing for a
Medicare-certified hospice

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
You pay nothing for a
Medicare-certified hospice

Your Out-of-Network Costs:
50% coinsurance

Durable Medical
Equipment

Your In-Network Costs:
22% coinsurance

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
23% coinsurance

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
22% coinsurance

Your Out-of-Network Costs:
50% coinsurance

13




Choice

Outpatient Rehabilitation

Complete

Premier

Cardiac Rehabilitation

Your In-Network Costs:
$20 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$20 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$20 copay

Your Out-of-Network Costs:
50% coinsurance

Pulmonary Rehabilitation

Your In-Network Costs:
$15 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$15 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$15 copay

Your Out-of-Network Costs:
50% coinsurance

Supervised Exercise
Therapy (SET)

Your In-Network Costs:
$10 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$10 copay

Your Out-of-Network Costs:

50% coinsurance

Your In-Network Costs:
$10 copay

Your Out-of-Network Costs:
50% coinsurance

Over-the-Counter
Allowance (Premier
only)

Over-the-Counter (OTC)
items are health and
wellness products that do
not need a prescription.

This benefit covers certain
approved non-prescription
over-the-counter drugs and
health-related items.

You do NOT have this benefit.

You do NOT have this benefit.

$50 Quarterly allowance

NOTE: The allowance is available at the beginning of each quarter of the plan year
(January, April, July, and October) on the FlexCard mailed to you.

Any unused quarterly allowance amount will not carry over to the next quarter.

14




Choice Complete Premier

Fitness Allowance
(Choice & Premier
only)

This benefits allows
memberships at a gym or
health club.

For complete benefit
information and additional
details, please call FlexCard
Member Services at
1-800-962-1964 (TTY 711).

$90 Quarterly allowance You do NOT have this benefit. $90 Quarterly allowance

NOTE: The allowance is available at the beginning of each quarter of the plan year (January, April,
July, and October) on the FlexCard mailed to you.

Any unused quarterly allowance amount will not carry over to the next quarter.

15




Choice Complete Premier

Diabetes Management

Insulin

For Part B and Part D Benefits In- and Out-of-network: No more than a $35 copay for a
one-month supply no matter what tier it’s on, even if you haven’t paid your deductible.

Diabetes Monitoring
Supplies

Your In-Network Costs: You pay nothing
Your Out-of-Network Costs: 50% coinsurance

NOTE: Ascensia (Contour) and LifeScan (OneTouch) products must be used for diabetic test strips
and blood glucose meters to obtain the $0 cost-sharing at our in-network pharmacy or through

our home delivery pharmacies. All other brands are non-covered. Diabetic test strips are limited

to 204 strips every 30 days. If you obtain the diabetic supplies (blood glucose meters and blood
glucose test strips) through one of our Durable Medical Equipment (DME) suppliers, you will pay the
standard DME benefit for diabetic supplies.

Continuous Glucose Monitoring (CGM) products obtained through the pharmacy are limited to
Medicare-covered Dexcom branded products (currently the Dexcom G6, Dexcom G7 when used
with a Dexcom Receiver) and Abbott branded products (currently the Freestyle Libre and Freestyle
Libre 2 products, and Freestyle Libre 3 used with a Freestyle Libre receiver) products. Prior
Approval will be required for any other CGM brands. All receivers and transmitters will be subject
to quantity limits. 1 receiver per calendar year, 1 transmitter every 90 days, and sensor per product
labeling. If you obtain a CGM or supplies through one of our DME suppliers, standard DME benefits

apply.
For DME benefits, see page 13 in this booklet.

Diabetes Self-Management

Your In-Network Costs: You pay nothing
Your Out-of-Network Costs: 50% coinsurance

Diabetes Therapeutic Shoes
or Inserts

Your In-Network Costs: You pay nothing
Your Out-of-Network Costs: 50% coinsurance

16




Part D Prescription Drugs Benefit Information

Deductible Stage

Choice Complete Premier

$440 Drug Deductible $0 Drug Deductible $0 Drug Deductible
(For Tiers 3, 4 & 5)

Your plan requires prior authorization and has step therapy and quantity limit restrictions for certain drugs.
Please refer to your formulary to determine if your drugs are subject to any limitations.

For a complete listing of drugs and drug tiers, please visit BCBSALMedicare.com/FindaDrug

Initial Coverage Stage

You pay copays and/or coinsurance until your total yearly out-of-pocket drug costs reach $2,000. For Choice, you must pay your
deductible (for drugs on tiers 3, 4 & 5), copays and coinsurance until your total yearly drug costs reach $2,000. You may get your drugs at
network retail pharmacies and our home delivery pharmacy service.

The pharmacy network for our Complete and Premier plans include pharmacies that offer both preferring cost-sharing and standard
cost-sharing. You may go to either type of network pharmacy to receive your covered prescription drugs. However, your costs may

be less for your covered drugs if you use a pharmacy in our preferred network. Our Preferred Pharmacies for Complete and Premier
include Walmart, Walgreens, Publix, Kroger, Costco, Sam’s Club and many local independent pharmacies. Our Choice plan offers
standard cost-sharing only and has a pharmacy network that includes Walgreens, Publix, Kroger, Costco and many local independent
pharmacies.

The network pharmacies listed may change at any time. Blue Advantage members will receive notice when necessary.

For additional information about other pharmacies, physicians and providers in our network please contact Member Services at
1-888-234-8266 (TTY 711) or go to our website at BCBSALMedicare.com/FindaDoctor. For more information about our Home
Delivery Pharmacy Services, please call Walgreens Mail Service at 1-800-731-3588, Amazon Pharmacy at 1-855-793-5326 or
Express Scripts® Pharmacy at 1-833-715-0967.

Check if you qualify for help paying for prescription drugs. People with limited incomes may qualify for “Extra Help” from Medicare.
17


http://BCBSALMedicare.com/FindaDrug
http://BCBSALMedicare.com/FindaDoctor

Preferred Retail Cost-Sharing & Home Delivery
Pharmacy Service

Tier 1
Preferred
Generic?

Tier 2
Generic

Tier 3
Preferred
Brand

Tier 4 Non-
Preferred
Drug?®

Tier 5
Specialty?®

Tier 6
Select Care

Choice

30-day
supply

100-day
supply

This plan does not have Preferred Retalil
Cost-Sharing or Preferred Home Delivery
Pharmacy Services.

Complete Premier
30-day 100-day 30-day 100-day
supply supply supply supply
$4 copay $8 copay $0 copay $0 copay
$13 copay $26 copay $8 copay $16 copay
$40 copay $80 copay $40 copay $80 copay
38% 38% 33% 33%

coinsurance

coinsurance

coinsurance

coinsurance

33%
coinsurance

33%
coinsurance

33%
coinsurance

33%
coinsurance

$0 copay

$0 copay

Tier 6 does not apply to Blue

Advantage Premier

2For Preferred Home Delivery ONLY, Tier 1 drugs have a $0 copay for up to 30-day and up to 100-day supply.

STiers 4 and 5 have coinsurance applied and do not have a reduced cost-share for drugs purchased at a Preferred Retail Pharmacy
or with a Home Delivery Service.
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Standard Retail Cost-Sharing

Choice Complete Premier

30-day 100-day 30-day 100-day 30-day 100-day

supply supply supply supply supply supply
Tier 1
Preferred $0 copay $0 copay $11 copay $33 copay $7 copay $21 copay
Generic
Tier 2_ $13 copay $39 copay $20 copay $60 copay $15 copay $45 copay
Generic
Tier

er3 20% 20%
Preferred , , $47 copay $141 copay $47 copay $141 copay
coinsurance coinsurance
Brand
Tier 4 Non-
e © 40% 40% 43% 43% 38% 38%
Preferred . . . . : .
Drug coinsurance coinsurance coinsurance coinsurance coinsurance coinsurance
Tier 5 27% 27% 33% 33% 33% 33%
Specialty coinsurance coinsurance coinsurance coinsurance coinsurance coinsurance
Tier 6 Tier 6 does not apply to Blue Tier 6 does not apply to Blue
. $0 copay $0 copay )

Select Care Advantage Choice Advantage Premier

Some Tiers offer savings on 30-day and 100-day supply with Home Delivery. Call Member Services or refer to your EOC

for information.
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Insulins

Your out-of-pocket costs for insulins will be no more than
$35 for a one-month supply covered by your plan no matter
what cost-sharing tier it’s on, even if you haven’t paid your
deductible.

Long-Term Care

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. Cost-sharing may differ relative to
the pharmacy’s status as preferred or non-preferred, home
delivery pharmacy service, Long Term Care (LTC) or home
infusion, and 30-day or 100-day supply.

Catastrophic Coverage

After your yearly out-of-pocket drug costs (including drugs
purchased through your retail pharmacy and through our
home delivery pharmacy service) reach $2,000, you pay $0
for the rest of the calendar year.

For detailed information about your costs in these stages,
look at Chapter 6, Section 6, in the Evidence of Coverage
online at BCBSALMedicare.com/Documents.

The Medicare Prescription Payment Plan

The Medicare Prescription Payment Plan is a new payment
option to help you manage your out-of-pocket drug costs,
starting in 2025. This new payment option works with your
current drug coverage, and it can help you manage your
drug costs by spreading them across monthly payments
that vary throughout the year (January — December). This
payment option might help you manage your expenses,

but it doesn’t save you money or lower your drug costs.

To learn more about this payment option, please visit
Medicare.gov or contact Blue Advantage’s Medicare
Prescription Payment Plan Support Line at 1-833-696-2087
(TTY 711), 7 a.m. — 7 p.m. CST Monday-Friday. During AEP
(October 15 — December 7), 7 a.m. — 10 p.m. CST 7 days

a week.
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More Benefits with Your Plan

Blue Advantage Choice, Complete & Premier offer the supplemental benefits below, in addition to Part C and Part D benefits.

24-Hour Online Access

Claims, ID cards, health and wellness tools and much more can be
found at AlabamaBlue.com/myBlueCross.

AirMed International

If you’re hospitalized more than 150 miles from your home, AirMed
International will provide an air ambulance to bring you to your local
hospital. There is no cost to you for this service.

Emotional Support Helpline

1-833-848-1764 (TTY 711) Behavioral Health Services are available
to you. Lucet offers customized counseling to meet your needs. You
also have 24-hour access to caring confidential emotional support
during personal crises and disasters at no cost to you.
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Nurse Hotline

24-hour Health Information Line: 1-800-896-2724 (TTY 711)
$0 copay to talk one-on-one with a clinician
Available 24/7/365 for guidance and information

Post Discharge Meals (Does not apply to
Choice)

Up to 14 home delivered meals provided by the approved vendor
upon each inpatient hospital discharge with two of the following
diagnoses:

e COPD e Congestive Heart Failure ® Diabetes ® Rheumatoid
Arthritis ® Vascular Disease

The benefit mentioned above is part of a supplemental program for
the chronically ill. Not all members qualify.


http://AlabamaBlue.com/myBlueCross

Notice of Nondiscrimination

Discrimination is Against the Law

Blue Cross and Blue Shield of Alabama, an independent licensee of the Blue Cross and

Blue Shield Association, complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex (consistent with the
scope of sex discrimination described in 45 CFR § 92.101(a)(2)). We do not exclude people or
treat them less favorably because of race, color, national origin, age, disability, or sex.

Blue Cross and Blue Shield of Alabama:

e Provides reasonable modifications and free appropriate auxiliary aids and services to
people with disabilities to communicate effectively with us, such as qualified sign language
interpreters and written information in other formats (large print, audio, accessible
electronic formats, other formats)

e Provides free language assistance services to people whose primary language is not
English, such as qualified interpreters and information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language
assistance services, contact our 1557 Compliance Coordinator. If you believe that we have

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 in person or by mail, fax, or email
at: Blue Cross and Blue Shield of Alabama, Compliance Office, 450 Riverchase Parkway East,
Birmingham, Alabama 35244, Attn: 1557 Compliance Coordinator, 1-855-216-3144, 711 (TTY),
1-205-220-2984 (fax), 1557Grievance@bcbsal.org (email). If you need help filing a grievance, our
1557 Compliance 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.nhs.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.
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English: ATTENTION: 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. Call 1-855-216-3144 (TTY: 711) or call Customer Service.

Arabic: ool 13 o Gy U& B g Jd Gl er\@s UJ&}L";; Uec‘dtﬁg- ol Sigay l,suﬁ
Idaulgalen sldgaalen d)palcass 1daclmas Jegcas ) 1dag dspls s 3l smed 1 suasd Mdse! o700, 1auad
<ldy@e 1-855-216-3144 ((dols \douacs: 711) 1y 1dlagald wgaes 1dgadls,

Chinese: = WR& S81E > B AR BN TREES MEIRS - Tl X RZERRHEEZR
BN TEMARSS > UZIRB AN REIRM(E R < 1514FT 1-855-216-3144 (TTY AFIEK 711) B2
ZEFRSSER

French: A NOTER: Si vous parlez francais, des services d’assistance linguistique gratuits sont &
votre disposition. Des aides et des services auxiliaires appropriés pour fournir des informations dans
des formats accessibles sont également disponibles gratuitement. Appelez le 1 855 216 3144

(TTY : 711) ou contactez le service client.

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose
Sprachassistenzdienste zur Verfugung. Geeignete Hilfsmittel und Dienstleistungen zur
Bereitstellung von Informationen in zuganglichen Formaten sind ebenfalls kostenlos erhaltlich.
Rufen Sie +1 855 216 3144 (Durchwahl: 711) oder den Kundendienst an.

Guijarati: Hlet AU\ %l dM IRl lldl ), dl dHRLHIE =1[RL45 CLINL ASL AR GUde

69 .60t S1RH 2l HIs(cll Uelst 5dl HI2ed AR ASIA el A Ul dfell Yol Guaod €9,
1-855-216-3144 (TTY: 711) U Adl dRIES Adl U S1d 521,

Hindi: YT & : 3R MU Bl Sl § , a1 31U af U AR[ee HIVT Igradraqry. Syaey
§ | AT RRAA I IUATY PRIH & T U ITYHd Yg1aP A1 R G qY 4 ARAP
JUATY B | 1-855-216-3144 (TTY: 711) R HId DR T TRIEDH AT D] bl DR |

Japanese: Z &N HARGEZGE SN 25121, BRIDFETIAX Y M- AZZHELTED X
T, 77 N CIHRER 32720, Mg B R — A ERICIREL TED &
3, 1-855-216-3144 (TTY: 711) B LI, HAZ—H—VL RIZBEBETBREELIEZ W,
Korean: 2]: 3t=01=(5) tAIH 78 Qlof 2| MH|AE o] &5 4 AUt HE 7Hsd
FAlo 2 HARE A Zslr| 95 FHs B e} MulAE Bg & Al-ZHYch 1-855-216-3144
(TTY: 711 = AgfspAY 1174 AH| A0 FofshA| L.




Lao: 191{3(&: 19 113 1 210, MuUa mug2awl sa wuanws wiud oy, mugaswl s uas mu
damuu =g ulumusg:zue)2 Y ulus vwuu ' suwag wyylawvegigunalg lalagd'wear. n
1-855-216-3144 (TTY: 711) ui” limwrgdamua nan.

Portuguese: ATENCAQO: Se vocé falar portugués, servicos gratuitos de assisténcia linguistica
estao disponiveis para vocé. Também estao disponiveis gratuitamente ajudas e servigos
auxiliares adequados para fornecer informagdées em formatos acessiveis. Ligue para
1-855-216-3144 (TTY: 711) ou ligue para o Atendimento ao Cliente.

Russian: BHUIMAHWE. Ecnu Baw s3bIK pycCkui A3blK, K BanMM ycnyram 6ecnnaTHas sa3blkoBas
nomoLLb. COOTBETCTBYIOLLME BCNIOMOraTerbHble CpeaCcTBa U YCryrn No NpeaoCTaBieHNIo
nHdopMaLmmn B OCTYMNHbIX dpopMaTax Takxe npegoctaBnsaTca becnnartHo. [1o3BoHuTe no
TenedgoHy 1-855-216-3144 (TTY: 711) nunun obpatuteck B Cryx0y NoALEPKKM KITUEHTOB.

Spanish: ATENCION: Si usted habla espafiol, hay disponibles servicios gratuitos de asistencia
linguistica. También hay disponibles, de forma gratuita, ayudas y servicios auxiliares adecuados
para dar informacion en formatos accesibles. Llame al 1-855-216-3144 (TTY: 711) o llame a
Servicio al cliente.

Tagalog: ATTENTION: Kung nagsasalita ka ng Tagalog, available sa iyo ang mga libreng
serbisyo sa tulong sa wika. Available rin ang naaangkop na mga pantulong na tulong at serbisyo
nang walang bayad para magbigay ng impormasyon sa mga naa-access na format. Tumawag sa
1-855-216-3144 (TTY: 711) o tumawag sa Serbisyo sa Customer.

Turkish: DIKKAT Konusmaniz durumunda Tirkge, Ucretsiz dil yardimi hizmetlerinden
yararlanabilirsiniz. Erisilebilir formatlarda bilgi saglamak igin uygun yardimci araglar ve hizmetler
de Ucretsiz olarak sunulmaktadir. 1-855-216-3144 (TTY: 711) nolu telefonu veya Musteri
Hizmetlerini arayin.

Vietnamese: CHU Y: Néu quy vi noi tiéng viét thi dich vu hé tro ngon nglr mién phi c¢6 san cho quy
Vi. ChOQg tg“)i cling c6 cac ho trc_y,vé dich vu phu tro mién phi phu hop dé cung cap théng tin & dinh
dang dé tiép céan. Vui long goi s6 1-855-216-3144 (TTY: 711) hoac goi Dich Vu Khach Hang.

MKT215-2406
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Contact Reference

Contact name

Before you enroll

Phone number

1-888-873-4707 (TTY 711)

Website

BCBSALMedicare.com

After you enroll

1-888-234-8266 (TTY 711)

BCBSALMedicare.com

Your agent/broker (use this space to write
down your agent/broker’s phone number)

Find a network doctor, hospital or pharmacy

1-888-234-8266 (TTY 711)

BCBSALMedicare.com/
FindaDoctor

24-Hour Nurse Line

1-800-896-2724 (TTY 711)

Please call

Dental Services

1-888-234-8266 (TTY 711)

BCBSALMedicare.com

FlexCard Member Services

1-800-962-1964 (TTY 711)

Please call

Emotional Support Helpline

1-833-848-1764 (TTY 711)

Please call

Home Delivery Pharmacy Services

Walgreens Mail Service
1-800-731-3588

Amazon Pharmacy 1-855-793-5326

Express Scripts Pharmacy 1-833-715-0967

BCBSALMedicare.com/
PreferredPharmacies

Medicare 1-800-633-4227 Medicare.gov
TTY:1-877-486-2048
TruHearing 1-844-255-7140 (TTY 711) Please call

Worldwide Emergency/Urgent Coverage

1-888-234-8266 (TTY 711)

Vision Services

1-888-234-8266 (TTY 711)

BCBSALMedicare.com
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Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully
understand our benefits and rules.

If you have any questions, you can call and speak to Member
Services at 1-888-234-8266 or, for TTY users, 711, Monday -
Friday, 8 a.m. - 8 p.m. CST. From October 1 to March 31, the

hours of operation are Monday - Sunday, 8 a.m. - 8 p.m. CST.

You may be required to leave a message for calls made after hours,
weekends and holidays. Calls will be returned the next business day.

Understanding the Benefits

[0 The Evidence of Coverage (EOC) provides a complete list of all
coverage and services. It is important to review plan coverage,
costs and benefits before you enroll. Visit BCBSALMedicare.
com or call 1-888-234-8266 or, for TTY users, 711, to view a
copy of the EOC.

[0 Review the provider directory (or ask your doctor) to make sure
the doctors you see now are in the network. If they are not
listed, it means you will likely have to select a new doctor. Go
online to BCBSALMedicare.com/FindaDoctor to see if your
doctor is in network or call Member Services for a copy of our
Provider Directory.

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

a new pharmacy for your prescriptions. Go online to
BCBSALMedicare.com/PreferredPharmacies to see if your
pharmacy is in network or call Member Services for a copy of
our Pharmacy Directory.

Review the formulary to make sure your drugs are covered. Go
online to BCBSALMedicare.com/Documents to see if your
drug is covered or call Member Services for a copy of our
Drug Formulary.

Understanding Important Rules

LI In addition to your monthly plan premium, you must continue to

pay your Medicare Part B premium. This premium is normally
taken out of your Social Security check each month.

Benefits, premiums and/or copayments/coinsurance may
change on January 1, 2026.

Our plan allows you to see providers outside of the network
(non-contracted providers). Out-of-network/non-contracted
providers are under no obligation to treat Plan members,
except in emergency situations. Please call our customer
service number or see your Evidence of Coverage for more
information, including the cost-sharing that applies to out-of-
network services.


http://www.bcbsalmedicare.com/
http://www.bcbsalmedicare.com/
http://www.bcbsalmedicare.com/FindaDoctor
https://bcbsalmedicare.com/PreferredPharmacies
http://www.bcbsalmedicare.com/Documents

Disclosures

All content ©2024 TruHearing, Inc. All Rights Reserved. TruHearing®
is a registered trademark of TruHearing, Inc. All other trademarks,
product names, and company names are the property of their
respective owners. Savings and retail pricing based on a survey of
national average hearing aid prices compared to TruHearing pricing.
Savings may vary. Listed hearing aid prices are subject to change.
Confirm hearing aid pricing at your appointment with your provider.
Pricing of TruHearing-branded aids based on prices for comparable
aids. Follow-up provider visits included for one year following
hearing aid purchase. Free battery offer is not applicable to the
purchase of rechargeable hearing aid models. Three-year warranty
includes repairs and one-time loss and damage replacement.
Hearing aid repairs and replacements are subject to provider

and manufacturer fees. For questions regarding fees, contact a
TruHearing Hearing Consultant. TruHearing® is an independent
company offering exclusive hearing aid savings for Blue Cross and
Blue Shield of Alabama members.

Air medical transport services are provided through a contract with
AirMed International, LLC, is an independent company that does
not provide Blue Cross and Blue Shield of Alabama products. Blue
Cross is not responsible for any mistakes, errors or omissions that
AirMed, its employees or staff members make. Air medical services
terminate if coverage by your plan ends.

Benefits for Special Supplemental Benefit for the Chronically Il
Eligibility is determined by whether you have a chronic condition
associated with this benefit. Members must have two of the
following conditions to be eligible for this benefit: COPD, Diabetes,
Congestive Heart Failure, Vascular Disease or Rheumatoid Arthritis.
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Eligibility for this benefit cannot be guaranteed based solely on your
condition. All applicable eligibility requirements must be met before
the benefit is provided. For details, please contact us.

The Alabama FlexCard Mastercard® Prepaid Card is issued by
Stride Bank, N.A., Member FDIC, pursuant to license by Mastercard
International.

In some cases, Blue Advantage (PPO) networks are only available in
portions of participating states. As of August 2024, only two states
are not participating: Alaska and Wyoming.

Lucet is an independent company providing behavioral health
services to Blue Cross and Blue Shield of Alabama members.

Worldwide Emergency/Urgent Coverage refers to coverage of
services outside the United States and its territories. Under this
benefit, enrollees may obtain only services that would be classified
as emergency and urgently needed services had they been covered
in the United States. Members utilizing this benefit may remain
enrolled in this plan while temporarily outside the United States

or its territories for up to six months. This coverage also includes
ambulance services worldwide. In-network copays will apply for
each covered worldwide emergency/urgent service received.

Amazon Pharmacy and Express Scripts® Pharmacy are
independent companies providing mail-order medication delivery
services for Blue Cross and Blue Shield of Alabama members.

Walgreens, an independent company, provides mail-order
medication delivery services and specialty pharmacy services for
Blue Cross and Blue Shield of Alabama members.









For more information, please call us at the phone numbers below or visit us at BCBSALMedicare.com.
If you are not a member of this plan, call toll-free 1-888-873-4707. TTY users should call 711.

If you are a member of this plan, call toll-free 1-888-234-8266. TTY users should call 711.

Monday - Friday, 8 a.m. — 8 p.m. CST. From October 1 to March 31,
the hours of operation are Monday - Sunday, 8 a.m. - 8 p.m. CST.
You may be required to leave a message for calls made after hours, weekends and holidays.
Calls will be returned the next business day.

Blue Advantage is a PPO with a Medicare contract.
Enroliment in Blue Advantage (PPO) depends on contract renewal.

BlueCross BlueShield
of Alabama

Blue Advantage (PPO) is provided by Blue Cross and Blue Shield of Alabama,
an independent licensee of the Blue Cross and Blue Shield Association.
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