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This booklet gives you a summary of drug and health services
covered by Medicare PPO Blue SaverRx (PPO), Medicare PPO

Blue ValueRx (PPO), and Medicare PPO Blue PlusRx (PPO),
and what you pay.

This information is not a complete description of benefits.
Call 1-800-200-4255 (TTY: 711) for more information.

To get a complete list of services covered by Blue Cross
Blue Shield of Massachusetts, call our Member Service
department and ask for the “Evidence of Coverage.”
You can also access the “Evidence of Coverage”
online at our website, bluecrossma.com/medicare.


http://bluecrossma.com/medicare

SUMMARY OF BENEFITS

January 1, 2023 - December 31, 2023

CHOOSE HOW YOU GET YOUR MEDICARE BENEFITS

You can choose to:

» Get your Medicare benefits through
Original Medicare (fee-for-service Medicare).
Original Medicare is run directly by the
Federal government.

TIPS FOR COMPARING YOUR MEDICARE CHOICES

» This Summary of Benefits booklet gives you
an overview of what Medicare PPO Blue
SaverRx (PPO), Medicare PPO Blue ValueRx
(PPO), and Medicare PPO Blue PlusRx (PPO)
cover, and what you pay.

* To compare our plan with other Medicare
health plans’ representatives, ask the
other plans for their Summary of Benefits
booklets. Or, use the Medicare Plan Finder
on medicare.gov.

SECTIONS IN THIS BOOKLET

* Things to Know About Medicare PPO Blue
SaverRx (PPO), Medicare PPO Blue ValueRx
(PPO), and Medicare PPO Blue PlusRx (PPO)

* Monthly Premium, Deductible, and Limits on
How Much You Pay for Covered Services

* Get your Medicare benefits by joining
a Medicare health plan (such as Medicare
PPO Blue SaverRx (PPO), Medicare PPO
Blue ValueRx (PPO), or Medicare PPO
Blue PlusRx (PPO)).

* To learn 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.

» Covered Medical and Hospital Benefits

* Prescription Drug Benefits

This document is available in other formats such as Braille and large print. This document may be available in a non-English
language. For additional information, call Member Service at the number shown in the next section.
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THINGS TO KNOW ABOUT OUR PLANS

Medicare PPO Blue SaverRx (PPO), Medicare PPO Blue ValueRx (PPO),
Medicare PPO Blue PlusRx (PPO)

Contact Information and Hours of Operation

Members

October 1-March 31 April 1-September 30

1-800-200-4255 (TTY: 711) 1-800-200-4255 (TTY: 711)

8:00 a.m. to 8:00 p.m., 7 days a week 8:00 a.m. to 8:00 p.m., 5 days a week, Monday—Friday

If you call after business hours, you may leave a message that includes your name, phone number, and the time you
called, and a representative will return your call no later than one business day after you leave a message. Member
Service also has free language interpreter services available for non-English speakers.

Non-Members

October 1-March 31 April 1-September 30
1-800-678-2265 (TTY: 711) 1-800-678-2265 (TTY: 711)
8:00 a.m. to 8:00 p.m., 7 days a week 8:00 a.m. to 8:00 p.m., 5 days a week, Monday—Friday

Our website: bluecrossma.com/medicare

WHO CAN JOIN? WHICH DOCTORS, HOSPITALS,
To join Medicare PPO Blue SaverRx (PPO), AND PHARMAGIES CAN I USE?

Medicare PPO Blue ValueRx (PPO), or
Medicare PPO Blue PlusRx (PPO), you must
be eligible for Medicare Part A, be enrolled in
Medicare Part B, and live in our service area.
You must continue to pay your Medicare
Part B premium.

Medicare PPO Blue SaverRx (PPO), Medicare
PPO Blue ValueRx (PPO), and Medicare PPO
Blue PlusRx (PPO) have a network of doctors,
hospitals, pharmacies, and other providers.
If you use the providers in our network, you
may pay less for your covered services.

Our service area includes the foIIowing But if you want to, you can also use providers
counties in Massachusetts: Barnstable, that are not in our network.

Bristol, Essex, Franklin, Hampden, Hampshire,
Middlesex, Norfolk, Plymouth, Suffolk,
and Worcester.

bluecrossma.com/medicare-options 2
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Depending on your plan, you may pay

more if you use providers that are not in our
network. Out-of-network/non-contracted
providers are under no obligation to treat
Medicare PPO Blue SaverRx (PPO), Medicare
PPO Blue ValueRx (PPO), and Medicare PPO Blue
PlusRx (PPO) members, except in emergency
situations. For a decision about whether we will
cover an out-of-network service, we encourage
you or your provider to ask us for a pre-service
organization determination before you receive
the service. Please call our Member Service
number or see your Evidence of Coverage for
more information, including the cost sharing
that applies to out-of-network services.

* You must generally use network
pharmacies to fill your prescriptions
for covered Part D drugs.

¢ You can view our plan’s provider directory
at bluecrossma.com/medicare.

¢ You can view our plan’s pharmacy directory
at bluecrossma.com/medicare.

* Or, call us and we will send you a copy of
the provider and pharmacy directories. The
pharmacy network, and/or provider network
may change at any time. You will receive
notice when necessary.

WHAT DO WE COVER?

We cover everything that Original Medicare
covers—and more.

* Our plan members get all of the benefits
covered by Original Medicare. For some of
these benefits, you may pay more in our
plan than you would in Original Medicare.
For others, you may pay less.

» Our plan members also get more than
what is covered by Original Medicare.
Some of the extra benefits are outlined
in this booklet.
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* Plans may offer supplemental benefits
in addition to Part C benefits and
Part D benefits.

We cover Part D drugs. In addition, we cover
Part B drugs such as chemotherapy and some
drugs administered by your provider.

* You can view the complete plan formulary
(list of Part D prescription drugs) and
any restrictions at bluecrossma.com/
medicare-options.

* Or, call us and we will send you a copy of the
formulary. The formulary may change at any
time. You will receive notice when necessary.

HOW WILL | DETERMINE
MY DRUG COSTS?

Our plan groups 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. Later in this
document, we discuss the benefit stages that
occur after you meet your deductible: Initial
Coverage, Coverage Gap, and Catastrophic
Coverage.

You won't pay more than $35 for a one-month
supply of each insulin product covered by

our plan, no matter what cost-sharing tier it's
on, even if you haven't paid your deductible
(if applicable).

Our plan covers most Part D vaccines at no
cost to you, even if you haven’t paid your
deductible (if applicable). Call us if you would
like more information.


http://bluecrossma.com/medicare
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SUMMARY OF BENEFITS:

January 1, 2023 - December 31, 2023

Monthly
Plan Premium

Deductibles

Medicare PPO Blue Medicare PPO Blue Medicare PPO Blue
SaverRx (PPO) ValueRx (PPO) PlusRx (PPO)

Barnstable, Bristol, Barnstable, Bristol, Barnstable, Bristol,

Essex, Franklin, Hampden, Essex, Franklin, Hampden,  Essex, Franklin, Hampden,
Hampshire, Middlesex, Hampshire, Middlesex, Hampshire, Middlesex,
Norfolk, Plymouth, Suffolk Norfolk, Plymouth, Suffolk ~ Norfolk, Plymouth, Suffolk
counties: $0 per month counties: $75, per month counties: $254, per month
Worcester County: Worcester County: Worcester County:

$0 per month $85, per month $254, per month

You must continue to pay your Medicare Part B premium.

Medical:

These plans do not have a medical deductible.

Prescription Drugs:

Maximum
Out-of-Pocket
Responsibility

(does not include costs
related to prescription
drugs)

$0 per year $0 per year $200 per year

for Tiers 3,4, 5
Your yearly limit(s) Your yearly limit(s) Your yearly limit(s)
in this plan: in this plan: in this plan:
$5,600 for services you $4,900 for services $3,400 for services
receive from in-network you receive from you receive from
providers. in-network providers. in-network providers.
$8,950 for services you $4,900 for services you $5,100 for services you

receive from any provider. receive from any provider. receive from any provider.

If you reach the limit on out-of-pocket costs, you keep getting covered hospital
and medical services and we will pay the full cost for the rest of the year.

Please note that you will still need to pay your Medicare Part B premium, your plan
premium, and any cost sharing for your Part D prescription drugs.

bluecrossma.com/medicare-options 4



Inpatient
Hospital Coverage
(Per Admission Benefit)

Medicare PPO Blue

SaverRx (PPO)

Our plan covers an
unlimited number

of days for an inpatient
hospital stay.

In-Network:
$390 copay per day
for days 1 through 5

You pay nothing per day
for days 6 through 90

You pay nothing per day
for days 91 and beyond

Out-of-Network:
$440 copay per day
for days 1 through 5

You pay nothing per day
for days 6 through 90

You pay nothing per day
for days 91 and beyond

Medicare PPO Blue
ValueRx (PP0)

Our plan covers an
unlimited number of
days for an inpatient
hospital stay.

In-Network:
$325 copay per day
for days 1 through 5

You pay nothing per day
for days 6 through 90

You pay nothing per day
for days 91 and beyond
Out-of-Network:

$350 copay per day

for days 1 through 5

You pay nothing per day
for days 6 through 90

You pay nothing per day
or days 91 and beyond

Medicare PPO Blue
PlusRx (PPO)

Our plan covers an
unlimited number of
days for an inpatient
hospital stay.

In-Network:
$125 copay per day
for days 1 through 5

You pay nothing per day
for days 6 through 90

You pay nothing per day
for days 91 and beyond

Out-of-Network:
20% of the cost per stay

Authorization rules may apply.

Outpatient
Hospital Coverage

In-Network:
$325/visit

Out-of-Network:
45% of the total cost

In-Network:
$250/visit

Out-of-Network:
40% of the total cost

In-Network:
$150/visit

Out-of-Network:
20% of the total cost

Authorization rules may apply.

Ambulatory Surgery Center

In-Network:
$275/visit

Out-of-Network:
45% of the total cost

In-Network:
$250/visit

Out-of-Network:
40% of the total cost

In-Network:
$150/visit

Out-of-Network:
20% of the total cost

Authorization rules may apply.

Doctor’s Office Visits: (including telehealth visits)

Primary Care Provider:

In-Network:
$0 copay

Out-of-Network:
$25 copay

In-Network:
$0 copay

Out-of-Network:
$20 copay

In-Network:
$0 copay

Out-of-Network:
$45 copay
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Medicare PPO Blue Medicare PPO Blue Medicare PPO Blue

SaverRx (PPO) ValueRx (PP0) PlusRx (PPO)
In-Network: In-Network: In-Network:
$45 copay* $40 copay* $35 copay*
L Out-of-Network: Out-of-Network: Out-of-Network:
Specialist: $55 copay $50 copay $45 copay

*You pay nothing for Medicare-covered specialist services performed in the home
furnished by a network provider.

You pay nothing You pay nothing In-Network:
You pay nothing
Out-of-Network:
$45 copay or 20% of
the cost, depending on
the service

Our plans cover many preventive services, including:

 Abdominal aortic aneurysm screening » Medical nutrition therapy services
* Alcohol use counseling « Obesity screening and counseling
* Bone mass measurement « Prostate cancer screenings (PSA)
» Breast cancer screening « Sexually transmitted infections
(mammogram) screening and counseling
» Cardiovascular disease (behavioral « Tobacco-use cessation counseling
Preventive Care therapy) (counseling for people with no sign

« Cardiovascular screenings of tobacco-related disease)

« Cervical and vaginal cancer screening ’ Welcpme to Medicare” preventive visi
(one-time)
» Colorectal cancer screenings
(colonoscopy, fecal occult blood test,
flexible sigmoidoscopy)** « Any additional preventive services
approved by Medicare during the contract

year will be covered.

* Yearly “Wellness” visit

* Depression screening

* Diabetes screenings
I ng You pay $0 for a supplemental annual

* Flu shots, pneumococcal shots, Hepatitis  physical exam. Includes a detailed

B shots (limitations may apply) medical/family history and a head to toe
« HIV screening assessment with hands-on examination
) of all body systems to assess overall
* Lung cancer screening general health.

(low-dose computed tomography (LDCT))

Authorization rules may apply.

**If any other medical condition including polyp or other tissue is found and removed during the procedure this would be
considered minimally invasive surgery. Refer to the Outpatient Surgery category for appropriate member cost share.

bluecrossma.com/medicare-options 6



Medicare PPO Blue Medicare PPO Blue Medicare PPO Blue

SaverRx (PPO) ValueRx (PPO) PlusRx (PPO)
$90 copay $90 copay $75 copay

Emergency Care Your copay is waived if you are admitted to the hospital within 24 hours or held overnight
for observation.

In-Network: $0-$45 copay*  In-Network: $0-$40 copay*  In-Network: $0-$35 copay*

Urgently Needed Services ~ Out-of-Network: $55 copay ~ Out-of-Network: $50 copay  Out-of-Network: $45 copay
(including telehealth visits)

*You pay nothing for Medicare-covered specialist services performed in the home
furnished by a network provider.

Diagnostic Services/Labs/Imaging

In-Network: In-Network: In-Network:
$365 copay per day $250 copay per day $150 copay per day
per category per category per category
Diagnostic Radiology Out-of-Network: Out-of-Network: Out-of-Network:
(such as MRIs, CT scans):  ¢375 copay per day $325 copay per day 40% of the cost per day
per category per category per category

Authorization rules may apply.

In-Network: In-Network: In-Network:

$0 copay per day* $0 copay per day* $10 copay per day*
Diagnostic Tests Out-of-Network: Out-of-Network: Out-of-Network:
and Procedures 45% of the cost 40% of the cost 20% of the cost

*You pay nothing for covered services performed at home by a network provider.
Authorization rules may apply.

In-Network: In-Network: In-Network:
$0 copay per day* $0 copay per day* $10 copay per day*
. Out-of-Network: Out-of-Network: Out-of-Network:
Lab Services: 45% of the cost 40% of the cost 20% of the cost

*You pay nothing for Medicare-covered services performed at home by a network provider
Authorization rules may apply.

In-Network: In-Network: In-Network:

$10 copay per day $10 copay per day $10 copay per day
Outpatient X-rays: Out-of-Network: Out-of-Network: Out-of-Network:

45% of the cost 40% of the cost 20% of the cost

Authorization rules may apply.

In-Network: In-Network: In-Network:

$60 copay per visit You pay nothing You pay nothing
Therapeutic Radiology Out-of-Network: Out-of-Network: Out-of-Network:
Services: 45% of the cost 40% of the cost 20% of the cost

Authorization rules may apply.
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Hearing Services

Medicare PPO Blue
PlusRx (PPO)

Medicare PPO Blue
ValueRx (PP0)

Medicare PPO Blue

SaverRx (PPO)

Routine Exam: In-Network: In-Network: In-Network:

up to 1 every $0 copay $0 copay $0 copay

12 months) Out-of-Network: Out-of-Network: Out-of-Network:
$45 copay $45 copay $45 copay
In-Network: In-Network: In-Network:

Non-Routine Exam:

$0-$45 copay

Out-of-Network:
$25-$55 copay

$0-$40 copay

Out-of-Network:
$20-$50 copay

$0-$35 copay

Out-of-Network:
$45 copay

Hearing Aids:

Dental Services

$699-$999 copay
per hearing aid per year

$699-$999 copay
per hearing aid per year

$699-$999 copay
per hearing aid per year

You must use a TruHearing™ network provider for all routine hearing exams and the
purchase of covered hearing aids. There is no coverage for out-of-network providers.

Limited Medicare-Covered
Dental Services:

Dental services—Non-
Medicare Covered

In-Network: In-Network: In-Network:

$45 copay. You pay $40 copay. $35 copay
Out-of-Network: Out-of-Network: Out-of-Network:
$55 copay. You pay a $50 copay. You pay $45 copay.

Non-Medicare Covered Dental Services:

In-Network: In-Network: In-Network:
$0 copay for covered $0 copay for covered You pay $0 copay.
preventive services preventive services Out-of-network:

You pay a $45 copay.

50% coinsurance for
covered comprehensive
Services

Out-of-Network:
$50 copay for covered
preventive services

50% coinsurance for
covered comprehensive
services

50% coinsurance for
covered comprehensive
services

Out-of-Network:
$60 copay for covered
preventive services

50% coinsurance for
covered comprehensive
services

Coverage for preventive
services only. Maximum of
two visits each calendar
year. See Evidence of
Coverage for more details.

$1,000 maximum per calendar year for preventive and
comprehensive services combined. See Evidence of
Coverage for more details.
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Vision Services

Medicare PPO Blue
SaverRx (PPO)

Medicare PPO Blue
ValueRx (PP0)

Medicare PPO Blue
PlusRx (PPO)

Medicare-Covered Eye
Exam:

In-Network:
$0-$45 copay

Out-of-Network:
$25-$55 copay

In-Network:
$0-$40 copay

Out-of-Network:
$20-$50 copay

In-Network:
$0-$35 copay

Out-of-Network:
$45 copay

Eyewear After Cataract
Surgery: (for Medicare-
covered standard eyewear)

In and Out-of-Network:
$0 copay

In and Out-of-Network:
$0 copay

In and Out-of-Network:
$0 copay

Routine Eye Exam:
(up to 1 per 12 months)

In-Network:
$0 copay

Out-of-Network:
$45 copay

In-Network:
$0 copay

Out-of-Network:
$45 copay

In-Network:
$0 copay

Out-of-Network:
$45 copay

You must use an EyeMed network provider for covered in-network services.

Eyewear: (For Covered
Eyewear, you pay any
balance in excess of the
$200 limit.)

Mental Health Services

In and Out-of-Network:
Our plan pays up to
$200 every 24 months
for eyewear

In and Out-of-Network:
Our plan pays up to
$200 every 24 months
for eyewear

In and Out-of-Network:
Our plan pays up to
$200 every 24 months
for eyewear

You must use an EyeMed® network provider for covered in-network services.

Inpatient Visit:
(per admission)

In-Network:
$300 copay per day
for days 1 through 5

You pay nothing per day
for days 6 through 90

You pay nothing per day
for days 91 and beyond
Out-of-Network:

$400 copay per day
for days 1 through 5

You pay nothing per day
for days 6 through 90

You pay nothing per day
for days 91 and beyond

In-Network:
$275 copay per day
for days 1 through 5

You pay nothing per day
for days 6 through 90

You pay nothing per day
for days 91 and beyond

Out-of-Network:
$325 copay per day
for days 1 through 5

You pay nothing per day
for days 6 through 90

You pay nothing per day
for days 91 and beyond

In-Network:
$125 copay per day
for days 1 through 5

You pay nothing per day
for days 6 through 90

You pay nothing per day
for days 91 and beyond

Out-of-Network:
20% of the cost per stay

Authorization rules may apply per admission.
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Medicare PPO Blue Medicare PPO Blue Medicare PPO Blue
SaverRx (PPO) ValueRx (PP0) PlusRx (PPO)
In-Network: In-Network: In-Network:
$30 copay $30 copay $25 copay
Outpatient Group Out-of-Network: Out-of-Network: Out-of-Network:
Therapy Visit: $40 copay $40 copay 20% of the cost
Authorization rules may apply.
In-Network: In-Network: In-Network:
$30 copay* $30 copay* $25 copay*
Outpatient 'f‘f"‘"dual Out-of-Network: Out-of-Network: Out-of-Network:
Therapy Visit: $40 copay $40 copay 20% of the cost

(including telehealth visits)

Additional Services

*You pay nothing for Medicare-covered services performed at home by a network provider.

Authorization rules may apply.

Skilled
Nursing Facility
(SNF)

Our plan covers up to
100 days in a SNF.

In-Network:
You pay nothing per day for
days 1 through 20

$170 copay per day for
days 21 through 44

You pay nothing per day for
days 45 through 100

Out-of-Network:
20% of the cost per stay

Our plan covers up to
100 days in a SNF.

In-Network:
You pay nothing per day for
days 1 through 20

$160 copay per day for
days 21 through 44

You pay nothing per day for
days 45 through 100

Out-of-Network:
20% of the cost per stay

Our plan covers up to
100 days in a SNF.

In-Network:
You pay nothing per day for
days 1 through 20

$100 copay per day for
days 21 through 44

You pay nothing per day for
days 45 through 100

Out-of-Network:
20% of the cost per stay

Authorization rules may apply.

In-Network: In-Network: In-Network:
St T $40 copay $20 copay $15 copay
Out-of-Network: Out-of-Network: Out-of-Network:
45% of the cost 40% of the cost 20% of the cost
In-Network: In-Network: In-Network:
$275 copay per trip $225 copay per trip $100 copay per trip
Out-of-Network: Out-of-Network: Out-of-Network:
Ambulance $275 copay per trip $225 copay per trip $100 copay per trip
If you are admitted to the hospital, you do not have to pay for the ambulance services.
Authorization rules may apply.
Transportation Not covered Not covered Not covered

(Including chair vans)
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Medicare PPO Blue Medicare PPO Blue

ValueRx (PPO)

Medicare PPO Blue
PlusRx (PPO)

SaverRx (PPO)

In and Out-of-Network:
10% co-insurance

In and Out-of-Network:
20% co-insurance

In and Out-of-Network:

Medicare Part B Drugs 20% co-insurance

(Including chemotherapy)

Authorization rules may apply. Select Part B drugs are subject to step therapy restrictions.

Foot exams and treatment Foot exams and treatment Foot exams and treatment

if you have diabetes-related if you have diabetes-related if you have diabetes-related

nerve damage and/or meet  nerve damage and/or meet  nerve damage and/or meet
Foot Care certain conditions: certain conditions: certain conditions:

(Podiatry services) In-Network: In-Network: In-Network:
$0-$45 copay $0-$40 copay $0-$35 copay

Out-of-Network: Out-of-Network: Out-of-Network:
$25-$55 copay $20-$50 copay $45 copay

Diabetes Supplies and Services*

In-Network: In-Network: In-Network:

_ You pay nothing You pay nothing You pay nothing
alabf[te_s Sunplies: Out-of-Network: Out-of-Network: Out-of-Network:
bl Sl e You pay nothing You pay nothing 20% of the cost

Authorization rules may apply.
Diabetes In-Network: In-Network: In-Network:
Self-Management You pay nothing You pay nothing You pay nothing
Training: Out-of-Network: Out-of-Network: Out-of-Network:
You pay nothing You pay nothing 20% of the cost
In-Network: In-Network: In-Network:
Therapeutic Shoes You pay nothing You pay nothing You pay nothing
or Inserts: Out-of-Network: Out-of-Network: Out-of-Network:
You pay nothing You pay nothing 20% of the cost

*There is no co-insurance or copayment for the One Touch® blood glucose test strips and blood glucose monitors purchased at
participating retail and mail service pharmacies; otherwise you pay all costs. Test strips and blood glucose monitors are also
available at DME suppliers with no co-insurance or copayment. There is no co-insurance or copayment for members eligible
for covered therapeutic molded shoes and inserts, diabetes self-management training preventive benefit,
or fasting plasma glucose tests.
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Medicare PPO Blue Medicare PPO Blue Medicare PPO Blue

SaverRx (PPO) ValueRx (PP0) PlusRx (PPO)

In-Network: In-Network: In-Network:
Durable 20% of the cost 20% of the cost 10% of the cost
geudilcr?llent Out-of-Network: Out-of-Network: Out-of-Network:
(veh eeel chairs 20% of the cost 20% of the cost 20% of the cost

oxygen, etc.)

Authorization rules may apply.

Prosthetic Devices (braces, artificial limbs, etc.)

In-Network: In-Network: In-Network:
. . 20% of the cost 20% of the cost 10% of the cost

Prosthetic Devices:
Out-of-Network: Out-of-Network: Out-of-Network:
20% of the cost 20% of the cost 20% of the cost
In-Network: In-Network: In-Network:

0, 0, 0,

Related Medical Supplies: 20% of the cost 20% of the cost 10% of the cost
Out-of-Network: Out-of-Network: Out-of-Network:
20% of the cost 20% of the cost 20% of the cost
In-network: Not covered. Not covered.
Our plan pays up to $65
per quarter (up to $260

per year) changes, towards
over-the-counter health &
wellness products.

Out-of-network:

The in-network provider
must be used for the OTC
items benefit.

Over-the-counter
items (0TC)

CVS will manage the OTC benefit. See the OTC catalog for a list of eligible items. Be sure
to use your benefits amount before the end of each quarter (March, June, September,
December). Remaining benefit does not roll over. Purchase OTC items by mail, phone,
or in participating CVS retail stores. You can find the catalog at cvs.com/otchs/bchsma.
If you have questions or to order by phone, please call 1-888-628-2770 (TTY:711)
Monday — Friday 9:00 a.m. to 8:00 p.m. ET.

Wellness Programs (See back of this booklet for more details)

Fitness: $150 per calendar year

Weight Loss:

$150 per calendar year $250 per calendar year

$150 per calendar year $150 per calendar year $150 per calendar year
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WELLNESS PROGRAMS

Medicare PPO Blue SaverRx (PPO), Medicare PPO Blue ValueRx (PPO),

Medicare PPO Blue PlusRx (PPO)

Take Control of Your Health With Our Fitness and Weight-Loss Benefits

WHAT IS THE FITNESS BENEFIT?

Enroll in a qualified health club or fitness
facility and receive up to $250 per calendar
year toward your club membership fees
and exercise classes.

WHAT PROGRAMS QUALIFY?

¢ Virtual/online fithess memberships,
subscriptions, programs, or classes that
provide cardiovascular and strength
training using a digital platform

Home Fitness Equipment like stationary
bikes, weights, exercise bands, treadmills,
fitness machines.

Home Fitness Equipment WILL NOT
cover wearable fitness trackers or
items that are considered “Recreational
Equipment” or “Sports Equipment”
examples include kayaks, inline skates,
bicycles, ice skates, trampolines, fitness
clothing, sneakers

Health clubs with a variety of cardiovascular
and strength-training exercise equipment,
e.g., traditional health clubs, YMCAs, YWCAs,
and community fitness centers or facilities
that only have a pool.

Fitness classes at participating Councils on
Aging (COA) facilities; fitness studios with
instructor-led groups such as yoga, Pilates,
Zumba®, kickboxing, CrossFit”, and indoor
cycling/spinning and other exercise classes.

Programs that DO NOT qualify: Martial arts
centers; gymnastics facilities; country clubs;
tennis, aerobic; social clubs; and sports
teams/leagues. You cannot receive the
Fitness Benefit for personal training, lessons,
coaching, or clothing.
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WHAT IS THE WEIGHT-LOSS BENEFIT?

Enroll in a qualified weight-loss program and
receive up to $150 per calendar year toward
your program fees. Employer group benefits
may vary.

WHAT KINDS OF PROGRAMS QUALIFY?

* Traditional WW (formerly known as Weight
Watchers”) meetings, WW Online and At
Work programs, hospital-based and other
non-hospital-based weight-loss programs
that combine healthy eating, exercise, and
coaching sessions.

* Programs that DO NOT qualify: Individual
nutrition counseling sessions, pre-packaged
meals, books, videos, scales, or other items
and supplies.

REWARDING YOU FOR
HEALTHY CHOICES

GET REIMBURSED UP TO $300
PER YEAR WHEN YOU ENROLL
IN QUALIFIED FITNESS AND
WEIGHT-LOSS PROGRAMS.

$150-250

FITNESS REIMBURSEMENT

3150

WEIGHT-LOSS REIMBURSEMENT



PRESCRIPTION DRUG BENEFITS

Medicare PPO Blue Medicare PPO Blue Medicare PPO Blue
SaverRx (PPO) ValueRx (PPO) PlusRX (PPO)
Deductible $0 per year $0 per year $200 per year for
Tiers 3,4, 5

After you pay your yearly deductible, you pay the following until your total yearly drug
costs reach $4,660. 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 service pharmacies.

Initial Coverage

Tier 1 = Preferred Generic Tier 5 = Specialty Tier

Tier 2 = Generic Note: Cost sharing may differ relative to the

Tier 3 = Preferred Brand pharmacy’s status as preferred or standard,

Tier 4 = Non-Preferred Drug mail service, Long-Term Care (LTC) or home infusion,

and 30-day or 90-day supply.

Medicare PPO Blue Medicare PPO Blue Medicare PPO Blue
SaverRx (PPO) ValueRx (PP0) PlusRx (PPO)

Preferred Retail Cost Sharing

30-day 60-day 90-day 30-day 60-day 90-day 30-day 60-day 90-day

Drug Tier

supply supply supply supply supply supply supply supply supply
Tier 1 $0 $0 $0 $0 $0 $0 $0 $0 $0
(Preferred Generic) copay copay copay copay copay copay copay copay  copay
Tier 2 $10 $20 $30 $6 $12 $18 $5 $10 $15
(Generic) copay copay copay copay copay copay copay  copay  copay
Tier 3 $42 $84 $126 $42 $84 $126 $42 $84 $126
(Preferred Brand) copay copay copay copay copay copay copay copay  copay
Select Insulin $35 $70 $105 $35 $70 $105 $35 $70 $105
Tier 4 $95 $190 $285 $95 $190 $285 $95 $190 $285
(Non-Preferred Drug) copay copay copay copay copay copay copay copay  copay
Tier 5 30% N/A N/A 28% N/A N/A 29% N/A N/A
(Specialty Tier) of the of the of the

cost cost cost

bluecrossma.com/medicare-options 14



Medicare PPO Blue Medicare PPO Blue Medicare PPO Blue
SaverRx (PPO) ValueRx (PP0) PlusRx (PPO)

Standard Retail Cost Sharing

30-day 60-day 90-day 30-day 60-day 90-day 30-day 60-day 90-day

Drug Tier

supply ~ supply supply supply supply supply supply supply supply
Tier 1 $10 $20 $30 $8 $16 $24 $6 $12 $18
(Preferred Generic) copay copay copay copay copay copay copay copay  copay
Tier 2 $20 $40 $60 $12 $24 $36 $10 $20 $30
(Generic) copay copay copay copay copay copay copay copay  copay
Tier 3 $47 $94 $141  $47 $94 $141  $47 $94 $141
(Preferred Brand) copay copay copay copay copay copay copay copay  copay
Select Insulin $35 $70 $105  $35 $70 $105  $35 $70 $105
Tier 4 $100 $200 $300 $100 $200 $300 $100 $200 $300
(Non-Preferred Drug) copay copay copay copay copay copay copay copay  copay
Tier 5 30% N/A N/A 28% N/A N/A 29% N/A N/A
e of the of the of the
(Specialty Tier) cost cost cost

Mail Service Cost Sharing

30-day 60-day 90-day 30-day 60-day 90-day 30-day 60-day 90-day

Drug Tier

supply supply supply supply supply supply supply supply supply
Tier 1 $0 $0 $0 $0 $0 $0 $0 $0 $0
(Preferred Generic) copay copay copay copay copay copay copay copay  copay
Tier 2 $10 $20 $20 $6 $12 $12 $5 $10 $10
(Generic) copay copay copay copay copay copay copay  copay  copay
Tier 3 $42 $84 $84 $42 $84 $84 $42 $84 $84
(Preferred Brand) copay copay copay copay copay copay copay copay  copay
Select Insulin $35 $70 $70 $35 $70 $70 $35 $70 $70
Tier 4 $95 $190 $190 $95 $190 $190 $95 $190 $190
(Non-Preferred Drug) copay copay copay copay copay copay copay copay  copay
Tier 5 30% N/A N/A 28% N/A N/A 29% N/A N/A

: - of the of the of the

(Specialty Tier) cost cost cost

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

You may get drugs from an out-of-network pharmacy, but may pay more than you pay
at an in-network pharmacy.
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Medicare PPO Blue Medicare PPO Blue Medicare PPO Blue
SaverRx (PPO) ValueRx (PP0) PlusRx (PPO)

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
Coverage Gap and what you have paid) reaches $4,660.

After you enter the coverage gap, you pay 25% of the plan’s cost for covered brand name
drugs and 25% of the plan’s cost for covered generic drugs until your costs total $7,400,
which is the end of the coverage gap. Not everyone will enter the coverage gap.

After your yearly out-of-pocket drug costs (including drugs purchased through

your retail pharmacy and through mail service) reach $7,400, you pay the greater of:
5% of the cost, or $4.15 copay for generic (including brand drugs treated as generic)
and a $10.35 copayment for all other drugs.

Catastrophic Coverage

‘ ' bluecrossma.com/medicare-options 16



PRE-ENROLLMENT GHECKLIST

Before making an enrollment decision, it's important that you fully
understand our benefits and rules. We've put together the checklist
below to help you. If you have any questions, you can call and speak
to a customer service representative.

Understanding the Benefits

Review the full list of benefits found in the Evidence of Coverage (EOC), especially for those services
I:l for which you routinely see a doctor. Visit bluecrossma.com/medicare or call 1-800-678-2265

(TTY: 711) April 1 through September 30, 8:00 a.m. to 8:00 p.m. ET, Monday through Friday.

October 1 through March 31, 8:00 a.m. to 8:00 p.m. ET, seven days a week to view a copy of the EOC.

|:| 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.

Review the pharmacy directory to make sure the pharmacy you use for any prescription medicines
|:| is in the network. If the pharmacy is not listed, you will likely have to select a new pharmacy for
your prescriptions.

|:| Review the formulary to make sure your drugs are covered.

Understanding Important Rules

|:| 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/co-insurance may change on January 1, 2024.

Our plan allows you to see providers outside of our network (non-contracted providers). However, while we will

|:| pay for covered services provided by a non-contracted provider, the provider must agree to treat you. Except in
an emergency or urgent situations, non-contracted providers may deny care. In addition, you will pay a higher
copay for services received by non-contracted providers.

CALL US: 1-800-678-2265 (TTY: 711)

April 1 through September 30, 8:00 a.m. to 8:00 p.m. ET, Monday through Friday.
October 1through March 31, 8:00 a.m. to 8:00 p.m. ET, seven days a week.

Independent Licensees of the Blue Cross and Blue Shield Association.
H2230_22190_M
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http://bluecrossma.com/medicare

Contact Information and Hours of Operation

October 1—March 31 April 1-September 30
1-800-200-4255 (TTY: 711) 1-800-200-4255 (TTY: 711)
8:00 a.m. to 8:00 p.m., 7 days a week 8:00 a.m. to0 8:00 p.m., 5 days a week,

Monday—Friday

If you call after business hours, you may leave a message that includes your name, phone number, and the time you
called, and a representative will return your call no later than one business day after you leave a message. Member
Service also has free language interpreter services available for non-English speakers.

Non-Members

October 1—-March 31 April 1-September 30
1-800-678-2265 (TTY: 711) 1-800-678-2265 (TTY: 711)
8:00 a.m. to 8:00 p.m., 7 days a week 8:00 a.m. t0 8:00 p.m., 5 days a week,

Monday—Friday

Our website: bluecrossma.com/medicare

bluecrossma.com/medicare-options 18
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NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, sex, sexual orientation, or gender identity. It does not exclude
people or treat them differently because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.

BLUE CROSS BLUE SHIELD OF MASSACHUSETTS PROVIDES:

¢ Free 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 or other formats).

¢ Free language services to people whose primary language is not English, such as
qualified interpreters and information written in other languages.

If you need these services, contact the Medicare Advantage Appeals and Grievance Manager.

If you believe that Blue Cross Blue Shield of Massachusetts 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 the Medicare Advantage Appeals and Grievance Manager
by mail at P.O. Box 55007, Boston, MA 02205; phone at 1-800-200-4255 (TTY: 711) from

April 1 through September 30, 30, 8:00 a.m. to 8:00 p.m., Monday through Friday, or October 1
through March 31, 8:00 a.m. to 8:00 p.m., seven days a week; fax at 617-246-8506; or email at
MedicareAdvantageRXAppeals@bcbsma.com. You can file a grievance in person, by mail,
fax, email, or you can call 1-800-200-4255 (TTY: 711).

If you need help filing a grievance, the Medicare Advantage Appeals and Grievance Manager
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 online at ocrportal.hhs.gov; by mail at U.S. Department of Health and Human

Services, 200 Independence Avenue, SW Room 509F, HHH Building Washington, DC 20201;
by phone at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

bluecrossma.com/medicare-options
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* ' TRANSLATION RESOURCES
MASSACHUSETTS

Form Approved OMB# 0938-1421

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-800-200-4255.
Someone who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar
con un intérprete, por favor llame al 1-800-200-4255. Alguien que hable espafiol le
podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: HAT5E0t e SRIVEIFARSS, IR ZOC T e W) PRPa iy (T BE [m), AR
T EE RN S5, B R 1-800-200-4255, AN T ARRREFRIE, Xz IR R
255,

Chinese Cantonese: &% By FE s 8 ba vl BEAF A BEhT, &Ittt o B ieE IR,
s %, s 1-800-200-4255, FfllGé b ey A B SR A0t i, 55 &
M7,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa
1-800-200-4255. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog.
Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes
vos questions relatives a notre régime de santé ou d'assurance-médicaments. Pour
accéder au service d'interprétation, il vous suffit de nous appeler au 1-800-200-4255.
Un interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Ching tdi c6 dich vu thdng dich mién phi dé tra 16i cidc cau hoi vé chudng
stic khde va chudng trinh thuéc men. Néu qui vi can thong dich vién xin goi y
1-800-200-4255 sé cé nhan vién ndi ti€ng Viét giup d& qui vi. Bay la dich vu miéen phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-
200-4255. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: Al 95 By e oFF o #st did Fal =gz 75 59 Au| =&
Ag3al AFUTE S AH| =5 o] &5t 713} 1-800-200-4255 H o = o] 3] T4 Al L.
ol & sk 9@ AE mok = ASIUT o] AujaE FRE &gy Th

Blue Cross Blue Shield of Massachusetts is an Independent Licensee Form CMS-10802
of the Blue Cross and Blue Shield Association (Expires 12/31/25)
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Russian: Ecnu y Bac BO3HUKHYT BOMNPOCbl OTHOCUTENbHO CTPaxoBOro uam
MeAMKAMEHTHOro njaaHa, Bbl MOXeETe BOCMNOJ1b30BaTbCs HalWIMMK 6ecniaTHbIMKM yCnyraMu
nepeBoAYMKOB. YTO6bl BOCMOMb30BATLCS YC/yramMm nepesogymka, No3BOHMTE HaM Mo
TenedoHy 1-800-200-4255. Bam oKkaxeT NMoOMOLb COTPYAHUK, KOTOPbIA rOBOPUT MO-
pycckn. laHHasa ycnyra 6ecnnaTtHas.

Jpanll Ll 4350 Jgaa ol danally 3l Al (5l e DU dladl) () ) aa i) Clexs 208 Wil : Arabic
dpall Soathy e paddi o s, 1-800-200-4255 e Ly Juaiy) (g sm clile Gl (5 )5 an yie e
ilae fesd o3y _olielea,

Hindi: BHR TR 1 a1 1 A1 & SR 7 310 febeft Hi 081 & e <7 & forg gaR oy g
U JaTd IUT §. Th gHTIAT UTed - & folg, S99 86 1-800-200-4255 R HIH &Y. g
Hfad Sl fe=<! SierdT § MUt Age o Gohdl §. I8 Uh I 94T 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il
numero 1-800-200-4255. Un nostro incaricato che parla Italianovi fornira I'assistenza
necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de salde ou de medicacao. Para
obter um intérprete, contacte-nos através do numero 1-800-200-4255. Ird encontrar
alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen seévis entépret gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepreét, jis rele nou nan
1-800-200-4255. Yon moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze
w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby
skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer
1-800-200-4255. Ta ustuga jest bezptatna.

Japanese: 4t DL EFEORER & K AL TTHET 7 S ICBEY 5 ZHEICBEZ T 2o 12, I
BIOSBIRY —E 2Anb ) 2T 28 nwx 3, WK% Mo 21203, 1-800-200-4255 (= 57E
R, HREZFTAZE I YIRWZLET, ZHEBERDOY— 2T,

Blue Cross Blue Shield of Massachusetts is an HMO and PPO plan with a Medicare contract.
Enrollment in Blue Cross and Blue Shield depends upon contract renewal.

Blue Cross Blue Shield of Massachusetts complies with applicable federal
civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, sex, sexual orientation, or gender identity.

® Registered Marks of the Blue Cross and Blue Shield Association.
© 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross
and Blue Shield of Massachusetts HMO Blue, Inc.

Form CMS-10802 (Expires 12/31/25) YOO014_23166_C 002336563 | 55-14908B (9/23)



NOTES







Medicare Plan Sales
@ 1-800-678-2265 (TTY: 711)
April 1 through September 30, 8:00 a.m. to 8:00 p.m. ET,
FOR MORE Monday through Friday.

INFORMATION OR HELP October 1 through March 31, 8:00 a.m. to 8:00 p.m. ET,

seven days a week.
bluecrossma.com/medicare

WITH ENROLLMENT

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

Blue Cross Blue Shield of Massachusetts complies with applicable federal
civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos
de asistencia linguistica. Llame al 1-800-200-4255 (TTY: 711).

ATENCAO: Se fala portugués, encontram-se disponiveis servicos
linguisticos, gratis. Ligue para 1-800-200-4255 (TTY: 711).

®Registered Marks of the Blue Cross and Blue Shield Association. ® Registered Marks and
TM Trademarks are the property of their respective owners. 2023 Blue Cross and Blue Shield
of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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