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ORIGINAL MEDICARE

PEACE OF MIND WITH MEDICARE COVERAGE

Original Medicare, known as Medicare Part A and Part B, helps cover many medical expenses, but it doesn't cover
everything. That's why many people choose additional coverage to help fill the gaps left by their Original Medicare.
We, as your local partner, can walk you through your options and guide you to the plan that fits you best.

WHAT IS ORIGINAL MEDICARE?

Medicare is the federal health insurance program for those aged 65 and older, under 65 with certain health
conditions or disabilities, or with End-Stage Renal Disease (ESRD). There are two different parts of Original
Medicare: Medicare Part A, known as hospital insurance, and Medicare Part B, known as medical insurance.

- If you're receiving Social Security retirement income before turning 65, you'll automatically be enrolled in
Medicare Part A & Part B.

- For many, the Medicare Part A monthly premium is $0. If you or your spouse paid Medicare taxes long
enough while working, generally at least 10 years (40 quarters), you qualify for premium-free Part A
coverage. If you don't qualify for premium-free Part A, you will need to pay a monthly premium, which can be
found in the “Medicare Costs” section at Medicare.gov.

- If you're eligible for Medicare Part A, with or without a cost, you can also enroll in Medicare Part B. A monthly
premium is required for Medicare Part B. Most will pay the standard premium amount, but if your modified
gross income is above a certain amount, you may pay more. The Medicare Part B premium can be deducted
directly out of your Social Security benefit payment.

+ Timing for Medicare Part B enrollment varies based on individual circumstances. However, in most cases, if
you don't sign up for Medicare Part B when you're first eligible, you'll pay a late enrollment penalty.

You can enroll in Medicare Part A and Part B by contacting Social Security at SSA.gov/Medicare or
(800) 772-1213, TTY: (800) 325-0778. You can also set up an appointment at your local Social Security Office.

MEDICARE PART B - Medical Insurance

Part B helps cover these costs:
+ Physician services

MEDICARE PART A - Hospital Insurance

In general, Part A helps cover costs for:

- Inpatient hospital care

- Care in skilled nursing facilities (SNF) and critical
access hospitals

+ Hospice care

+ Home healthcare

- Hospital outpatient services (medical care or
treatment that does not require an overnight
stay in a hospital or medical facility)

- Laboratory & diagnostic services

You're still responsible for: + Durable medical equipment (DME)

+ Part A and Part B deductibles
- About 20% of your medical costs after paying
your deductible

- Home health services
- Ambulance services
- Preventive services

- Prescription drug costs (not included in

Original Medicare) For more information on your Original Medicare

benefits, visit Medicare.gov or call (800) 633-4227.

MEDICARE SUPPLEMENT PLAN BASICS

Medicare Supplement insurance plans, also known as Medigap plans, help cover the out-of-pocket costs that
Original Medicare does not, such as deductibles, coinsurance, and copayments. While benefits are
standardized, these plans offer added financial protection and greater peace of mind. Medicare Supplement
plans can be a smart option for Vermonters who value the freedom to see any provider that accepts Medicare,

whether locally or throughout the U.S.

Our Vermont Blue 65" plans are for those who are already enrolled in Original Medicare and looking for a
Medicare Supplement plan to provide additional coverage.

ADDING OUR VERMONT BLUE 65COVERAGE

We offer the following Medicare Supplement plans
through Vermont Blue 65. Each plan has a monthly
premium, and you'll need to pay this cost in addition

to your Medicare Part B premium to Social Security.

- PlanA - PlanG
- Plan C* + High Deductible Plan G
+ PlanD + PlanN

Plan F*

*Individuals eligible for Medicare before
January 1, 2020 may purchase Plan C or Plan F.

BENEFITS INCLUDE:

+ Access to any provider or healthcare facility in the
U.S. that accepts Medicare

+ No referrals to see a specialist or other providers
- Coverage that travels with you across the U.S.

+ Flexibility to enroll anytime outside your Medigap
Open Enrollment Period or without a guaranteed
enrollment right.

+ Peace of mind knowing you have additional

coverage for out-of-pocket costs for your healthcare

needs that are left unpaid by Original Medicare.

WE'RE HERE TO HELP
If you have any questions, please contact us
Monday - Friday, 8 a.m. to 4:30 p.m.
Phone: (800) 255-4550 (TTY/TDD: 711),
option 4
Email: consumersupport@bcbsvt.com
[ Visit us online: bluecrossvt.org/vtblue65

IMPORTANT RESOURCES

Medicare

Visit: Medicare.gov

Call: (800) 633-4227

TTY Users: (877) 486-2048

Social Security Administration (SSA)

To sign up for Medicare, apply for the Extra Help
program if you have limited income or resources, or
talk about retirement income benefits

Visit: SSA.gov

Call: (800) 772-1213

TTY Users: (800) 325-0778

Vermont Association of Area Agencies on Aging
Providing advocacy and education for those nearing
Medicare age.

Visit: Vermontéa.org to find your local agency
Call: (800) 642-5119


http://Medicare.gov
http://SSA.gov/Medicare
http://medicare.gov
mailto:consumersupport@bcbsvt.com
https://bluecrossvt.org/vtblue65
http://Medicare.gov
http://SSA.gov
http://Vermont4a.org

PLANS & PREMIUMS

BENEFIT CHART OF OUR MEDICARE SUPPLEMENT PLANS SOLD ON OR AFTER JANUARY 1, 2027

All Medicare Supplement plans are standardized, and each insurance carrier must make Plan A available.

With Vermont Blueé5, we offer the following Medicare Supplement plans: A, C*, D, F*, G, High Deductible G,
and N.

To be eligible for a Medicare Supplement policy, you must be enrolled in Original Medicare (Part A and Part B).

A v means 100% of the benefit is paid by the plan.

Plan A PlanD Plan G

2027 Monthly Premiums

All Individuals $298.68 $411.37 $412.19
Medicare Part A

coinsurance and hospital

coverage (up to an additional v v v
365 days after Medicare

benefits are used up)

Medicare Part B

coinsurance or copayment v v v
Blood (first three pints) v v v
Part A hospice care

coinsurance or copayment v v v
Skilled nursing facility

coinsurance v v
Medicare Part A deductible v v
Medicare Part B deductible

Medicare Part B v
excess charges

Foreign travel emergency 80% 80%
(up to plan limits) ° °

Read your Certificate of Coverage very carefully.

You must read the Certificate of Coverage itself to understand all the rights and duties of both you and your
health plan. Notice: This plan may not fully cover all your medical costs.

This chart does not give all the details of Medicare coverage. Contact your local Social Security office or review
the government publication “Medicare & You” for more details.

Right to Return Policy
If you find that you are not satisfied with your plan, you may cancel it. If canceled within the first 30 days, we
will treat the contract as if it had never been issued and return all your payments.

Medicare Basic Benefits include:
- Hospitalization - Part A coinsurance plus coverage for 365 additional days after Medicare benefits end

- Medical Expenses - Part B coinsurance (generally 20% of Medicare-approved expenses) or copayments for
hospital outpatient services

- Blood - First three pints of blood each year

+ Hospice - Part A coinsurance

High Deductible Plan G Plan N Plan C' Plan F'
$249.43 $379.32 $437.40 $438.19
v’ v v v
v v v v

Copayments apply?

v’ v v v
v’ v v v
v’ v v v
v’ v v v

v v
v’ v
80%* 80% 80% 80%

1 Individuals eligible for Medicare before January 1, 2020 may purchase Plan C or Plan F.

2 Plan N pays 100% of the Medicare Part B coinsurance, except for a copayment of up to $20 for some office visits and up to a
$50 copayment for emergency room visits that do not result in an inpatient admission after paying the Medicare Part B
deductible for the calendar year.

* High Deductible Plan G requires first paying the plan deductible of $3,050 before the plan begins to pay. Once the plan’s
deductible is met, the plan pays 100% of covered services for the rest of the calendar year. High Deductible Plan G does not
cover the Medicare Part B deductible. However, High Deductible Plan G counts your payment of the Medicare Part B
deductible toward meeting the plan deductible.

This material is a solicitation of insurance. Blue Cross and Blue Shield of Vermont is an independent licensee of the Blue Cross and Blue Shield

Association. Blue Cross and Blue Shield of Vermont is not connected with or endorsed by the U.S. government or the federal Medicare program.

All Medicare Supplement plans are insured by Blue Cross and Blue Shield of Vermont. Insured by the Blue Cross and Blue Shield of Vermont

Medicare Supplement plan series: Plan A (280.54), Plan C (280.55), Plan D (280.474), Plan F (280.391), Plan G (280.506), High Deductible Plan G
(280.614), Plan N (280-593).



GMEDICARE PART D PRESCRIPTION HOW TO ENROLL IN ADDITIONAL

DRUG COVERAGE

A Medicare Supplement plan does not include
prescription drug coverage, but is available to
purchase separately. A Medicare Prescription Drug
Plan (Part D) helps cover the cost of prescription
drugs — generic and brand-name — and is a perfect
complement to a Medicare Supplement plan.

You can choose a Medicare prescription drug plan
through a private insurance company approved by
Medicare. Part D plans can vary in drug coverage
and costs, such as monthly premiums, deductibles,
and copayments.

OUR MEDICARE PART D PLAN OPTIONS

Blue Cross and Blue Shield of Vermont, in a joint
venture with three other New England Blue plans,
contracts with the Federal government to offer
Medicare prescription drug coverage, called

Blue MedicareRx*™. We have two plans available to
choose from, which provide drug coverage to
supplement your Original Medicare. To learn more
about Blue MedicareRx plans, Medicare Part D,
eligibility rules, and enrollment options, visit
RxMedicarePlans.com. You may also call the

Blue MedicareRx team at (888) 496-4178 (TTY: 711),
24 hours a day, 7 days a week.

Blue Cross and Blue Shield of Vermont, in a joint venture with three
other New England Blue plans, contracts with the Federal Government
to offer Medicare prescription drug coverage, called Blue MedicareRx
(PDP). Blue MedicareRx is a Prescription Drug Plan with a Medicare
contract. Blue MedicareRx Value Plus (PDP) and Blue MedicareRx
Premier (PDP) are two Medicare Prescription Drug Plans available to
service residents of Connecticut, Massachusetts, Rhode Island, and
Vermont. Coverage is available to residents of the service area.

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

$2893_2640_C

GET FINANCIAL HELP WITH YOUR
PRESCRIPTION DRUG COSTS

People with limited income and resources may
qualify for financial help to pay for their Medicare
Part D prescription drug coverage premiums and

out-of-pocket costs, such as deductibles, coinsurance,

and copayments. To qualify for financial help, your
income and resources must be below the amount
defined each year.

To learn more about financial help that may be
available to you:

- Call Vermont's Senior Helpline through Vermont
Association of Area Agencies on Aging at
(800) 642-5119.

+ Visit the Prescription Assistance page for
Department of Vermont Health Access at
dvha.vermont.gov/members/
prescription-assistance.

- Contact the Social Security Administration.

AVOIDING PART D LATE
ENROLLMENT PENALTY

The Part D late enrollment penalty applies if you
enroll in a Part D plan after your Medicare Initial
Enrollment Period (IEP) ends. This lifetime
penalty increases your monthly Part D premium.
You can avoid this additional cost and penalty if
you have creditable drug coverage (coverage
similar in value to Part D) or qualify for Medicare's
Extra Help Program. While Part D is optional, it's
recommended that you enroll when first eligible.

If you do experience a late enrollment penalty,
CMS determines this amount and communicates
that you and your Part D plan. To learn more
about the Medicare Part D late enrollment
penalty, visit Medicare.gov.

MEDICARE COVERAGE

Having complete Medicare coverage means enrolling in a Medicare Supplement plan, like Vermont Blue 65,
and a Medicare Prescription Drug Plan (Part D). We understand this process can be complicated and are here
to help you navigate your choices to determine what makes sense for you.

” KNOWING WHEN TO ENROLL

- Initial Enrollment Period (IEP)
- You're eligible to enroll three months before
you turn 65, during your birthday month, or
three months after the month you turn 65.

- Please note, if your birthday falls on the first
of the month, your Medicare |IEP begins a
month earlier. For instance, if your birthday
is July 1, your Medicare IEP begins March 1.

- Annual Enrollment Period (AEP)

- This enrollment period allows you to make
changes to your Medicare Part D
prescription drug plan. This enrollment
period occurs yearly from October 15
through December 7.

* You have flexibility to enroll anytime outside
your Medigap Open Enrollment Period or
without a guaranteed issue enrollment right.

CONTACT US

If you have guestions, please contact us.
We're available Monday - Friday, 8 a.m. to 4:30 p.m.

Phone: (800) 255-4550 (TTY/TDD: 711), option 4
Email: consumersupport@bcbsvt.com

L[] Visit us online at bluecrossvt.org/vtblue65

g HOW TO APPLY

We offer a few convenient ways for you to
apply for Vermont Blue 65.

- Apply by phone. Call us at (800) 255-4550
(TTY/TDD: 711), option 4.

- Apply online. Visit bluecrossvt.org/vtblue65
to complete our online application.

- Apply by mail. Simply follow these steps to
apply by mail:
- Complete and sign the application, indicating
your desired coverage

- Place the signed application and a check
made payable to Blue Cross and Blue Shield
of Vermont for the first month's payment of
your desired coverage

- Drop it in the mail to us at:
Blue Cross and Blue Shield of Vermont
P. 0. Box 186
Montpelier, VT 05601-0186

To apply for one of our Blue MedicareRx
Prescription Drug Plans, visit
RxMedicarePlans.com, or call the Blue
MedicareRX team at (888) 496-4178 (TTY: 711)


http://Medicare.gov
https://www.bluecrossvt.org/vtblue65
https://bluecrossvt.org/vtblue65
https://www.rxmedicareplans.com/
http://bluecrossvt.org/Medicare
https://dvha.vermont.gov/members/ prescription-assistance
https://dvha.vermont.gov/members/ prescription-assistance
http://Medicare.gov

Disclaimers

General Exclusions

A Medicare Supplement plan provides coverage designed to
coordinate with your federal Medicare coverage. To fully understand
a Medicare Supplement plan, you should read it alongside the
Medicare Handbook, Medicare and You. We will provide Benefits
asifyou are enrolled in both Part A and Part B of Original
Medicare and as if Medicare has paid its portion. You can find the
Medicare and You handbook by visiting Medicare.gov/Medicare-
and-you. Once you enroll, you will receive a Certificate of Coverage.
Please read both carefully as they govern your specific benefits.

How We Protect Your Privacy

The law requires us to maintain the privacy of your health
information by using or disclosing it only with your authorization
or as otherwise allowed by law. You may find information about
our privacy practices at bluecrossvt.org/privacypolicies.

NOTICE: Discrimination is Against the Law

BlueCross® and BlueShield” of Vermont (Blue Cross VT) and its
affiliate The Vermont Health Plan (TVHP) comply with applicable
federal and state civil rights laws and do not discriminate, exclude
people or treat them differently on the basis of race, color, national
origin, age, disability, gender identity or sex, ethnicity, sexual
orientation, or HIV-status.

Blue Cross VT provides free aids and services to people with
disabilities to communicate effectively with us. We provide, for
example, qualified sign language interpreters and written
information in other formats (e.g., large print, audio or accessible
electronic format).

Blue Cross VT provides free language services to people who speak
or sign languages other than English. We provide, for example,
qualified interpreters and information written in other languages.

If you need these services, contact the Civil Rights Coordinator at
civilrightscoordinator@bcbsvt.com.

If you believe that Blue Cross VT has failed to provide these
services or discriminated in another way based on race, color,
national origin, age, disability, gender identity or sex, ethnicity,
sexual orientation, or HIV-Status, you can file a grievance with:
Civil Rights Coordinator, P.0. Box 186, Montpelier, VT 05601-0186,
call (800) 247-2583 (TTY/TDD: 711), fax (802) 229-0511, or email
civilrightscoordinator@bcbsvt.com. You can file a grievance in
person, by mail, via fax, or by email. If you need help filing a
grievance, the 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
or 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, 800-537-7697 (TDD)

Complaint forms are available at
https://www.hhs.gov/ocr/complaints/index.html
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VERMONT BLUE 65™

OUTLINE OF
COVERAGE

for Plans A, D, G, High Deductible G, and N
and Plans C and F for applicants first eligible
for Medicare before January 1, 2020

If you have questions about our Medicare
Supplement plans, call our team at
(800) 255-4550 (TTY/TDD: 711).

I BlueCross.BlueShield.
Oy of Vermont

An Indenendent Licensee of the Blue Cross and Blue Shield Association.
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Premium Information

Use this Qutline to compare benefits and rates
among certificates. If you have already enrolled, use
this Outline to understand your coverage.

This Outline shows benefits and rates of coverage sold
for effective dates on or after January 1, 2027

Direct Enroll Monthly Rate

Plan A Individual: $298.68
Plan D Individual: $411.37
Plan G Individual: $412.19
High Deductible Plan G Individual: $249.43
Plan N Individual: $379.32
Plan C Individual**: $437.40
Plan F Individual**: $438.19

** Note: Plan C and Plan F are only available to applicants
who were first eligible for Medicare before January 1, 2020.

Vermont Blue 65 Outline of Coverage 280.504 (6/2026)

Disclosures

Premium Information

We, Blue Cross and Blue Shield of Vermont, can
only raise your premium if we raise the premium
for all policies like yours in this State.

Read Your Certificate Very Carefully

This is only an Outline, describing your certificate’s most important
features. The certificate is your insurance contract. You must

read the certificate itself to understand all the rights and duties

of both you and Blue Cross and Blue Shield of Vermont.

Right to Return Certificate

If you find that you are not satisfied with your certificate, you may
return it to Blue Cross and Blue Shield of Vermont, P.O. Box 186,
Montpelier, VT 05601-0186 or call (800) 255-4550 (TTY/TDD: 711).
If you send the certificate back to us within 30 days after

you receive it, we will treat the certificate as if it had never

been issued and return all of your payments.

Certificate Replacement

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

Notice
+ This certificate may nat fully cover all of your medical costs.

+ 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.

+ Blue Cross and Blue Shield of Vermont is
not connected with Medicare.

Complete Answers Are Very Important

When you fill out the application for the new coverage,
be sure to answer truthfully and completely all
questions about your medical and health history.

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

Outline of Coverage

Benefit Chart of Medicare Supplement Plans Sold

(for effective dates on or after January 1, 2027)

This chart shows the benefits included in each of the standard Medicare supplement plans. Blue Cross® and Blue Shield® of Vermont
offers Plans A, D, G, HD G, and N as well as Plans C and F for applicants first eligible for Medicare before January 1, 2020.

Note: A v'means 100% of the benefit is paid.

Medicare
first eligible
before January 1,
Plans Available to All Applicants 2020 only
Benefits D | G K L M Ne c F
Medicare Part A co-insurance
and ho_sp|tal coverage (up to v | v v v v v v v
an additional 365 days after
Medicare benefits are used up)
. . v
I(\)/Iregéczremllanrtt B coinsurance v v 50% 75% v copays v v
Py apply’
Blood (first three pints) v v 50% 75% 4 4 v 4
Part A hospice care v | v 50% 75% v v v v
coinsurance or copayment
Sk_illed nursing facility v | v 50% 759 v v v v
coinsurance
Medicare Part A deductible v | v 50% 75% 50% v v v
Medicare Part B deductible 4 4
Medicare Part B excess charges 4 v
Foreign travel emergency 80% | 80% 80% | 80% 80% | 80%
(up to plan limits)
Out-of-pocket limit in 20272 $8,360° $4,1807

Plans F and G also have a high deductible option which require first paying a plan deductible of $3,050 (2027) 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 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.

3Plan N pays 100% of the Medicare Part B coinsurance after you meet your Medicare Part B deductible. After
you pay your full Medicare Part B deductible, you may pay up to a $20 copayment for each office visit and up
to a $50 copayment for an emergency room visit if it does not result in an inpatient admission.

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.



PLAN A

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

The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing and miscellaneous services and supplies.
- First 60 days All but $1736 $0 Part A$ ]dlzzzctible]
- b1st through 90th day All but $434 a day $434 a day $0
e Mo sy :
- Oncg _lifetime reserve days are used: %0 1OQ% of Medicare §0++
additional 365 days eligible expenses
- 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 three days
and entered a Medicare-approved facility within 30 days after leaving the hospital.
- First 20 days All approved amounts $0 $0
- 21st through 100th day All but $217 a day $0 Up to $217 a day
- 101st day and after $0 $0 All costs
BLOOD
First three pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited
You must meet_Medic_are's copayment/coinsurance Medicare copayment/ %0
requirements, including a doctor’s fqr outpatient drugs and coinsurance
certification of terminal illness. inpatient respite care

* 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.

** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever

amount Medicare would have paid up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the

hospital is prohibited from billing you for the balance based on any difference between its billed charges and the amount Medicare

would have paid.

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

The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027.

PLAN A

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 and durable medical equipment
First $283 of Medicare-approved amounts* $0 $0 (Part B$dz§§uctible]
Remainder of Medicare-approved amounts Generally 80% Generally 20% $0
PART B EXCESS CHARGES §0 §0 Al costs
(above Medicare-approved amounts)
BLOOD
First three pints $0 All costs $0
Next $283 of Medicare-approved amounts* $0 $0 $263 .
(Part B deductible)
Remainder of Medicare-approved amounts 80% 20% $0
CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0
MEDICARE PARTSA & B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
Medicare-approved services
e ; i
DQRABLE MED!CAL EQUIPMENT: §0 0 $283 |
- First $283 of Medicare-approved amounts* (Part B deductible)
- Remainder of Medicare-approved amounts 80% 20% $0

*Once you have been billed $283 of Medicare-approved amounts for covered services (which are noted with an asterisk), your
Medicare Part B deductible will have been met for the calendar year.




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

The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027.

PLAN D

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*

Semiprivate room and board, general nursing and miscellaneous services and supplies
- First 60 days $1,736

Y Al 7t (Part A deductible) i
- b1st through 90th day All but $434 a day $434 a day $0
e Moasiay | sussi ;
- Once lifetir_n_e reserve days are %0 10_0% of Medicare §0e+
used: additional 365 days eligible expenses

- 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 three days

and entered a Medicare-approved facility within 30 days after leaving the hospital.
- First 20 days All approved amounts $0 $0
- 21st through 100th day All but $217 a day Up to $217 a day $0
- 101st day and after $0 $0 All costs
BLOOD

First three pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very limited Medicare copayment/ $0
You must meet Medicare’s copayment/coinsurance coinsurance

requirements, including a doctor’s for outpatient drugs and

certification of terminal illness. Inpatient respite care

* 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.

** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever

amount Medicare would have paid up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the

hospital is prohibited from billing you for the balance based on any difference between its billed charges and the amount Medicare

would have paid.

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

The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027.

PLAN D

of $50,000

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 and durable medical equipment
First $283 of Medicare-approved amounts* $0 $0 Part B$dz§juctible)
Remainder of Medicare-approved amounts Generally 80% Generally 20% $0
Part B excess charges (above Medicare-approved amounts) $0 $0 All costs
BLOOD
First three pints $0 All costs $0
Next $283 of Medicare-approved amounts* $0 $0 263 _
(Part B deductible)
Remainder of Medicare-approved amounts 80% 20% $0
CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0
MEDICARE PARTSA & B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
Medicare-approved services
s . .
DpRABLE MED!CAL EQUIPMENT: $0 0 $283 |
- First $283 of Medicare-approved amounts* (Part B deductible)
- Remainder of Medicare-approved amounts 80% 20% $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 $0 $0 $250
80% to a lifetime 20% and amounts
Remainder of charges $0 maximum benefit over the $50,000

lifetime maximum

*Once you have been billed $283 of Medicare-approved amounts for covered services (which are noted with an asterisk), your
Medicare Part B deductible will have been met for the calendar year.




PLAN G PLAN G

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR
The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027. The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027.
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION* MEDICAL EXPENSES
SEMIPRIVATE ROOM AND BOARD, GENERAL NURSING AND MISCELLANEOUS SERVICES AND SUPPLIES 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 and durable medical equipment
- First 60 days Al but $1736 $1,736 80
I (Part A deductible) First $283 of Medicare-approved amounts* $0 $0 deiﬁggb[lli nfggzsbzzgthet]
- b1st through 90th day All but $434 a day $434 a day $0
I Remainder of Medicare-approved amounts Generally 80% Generally 20% $0
- 91st day and after, while using Al but $868 2 da $868 a da %0
60 lifetime reserve days y y PART B EXCESS CHARGES $0 100% $0
- Once lifetime reserve days are 0 100% of Medicare §0++ (above Medicare-approved amounts)**
used: additional 365 days eligible expenses BLOOD
- Beyond the additional 365 days $0 $0 All costs First three pints $0 All costs $0
SKILLED NURSING FACILITY CARE* : . $283 (Unless Part B
You must meet Medicare’s requirements, including having been in a hospital for at least three days Next $283 of Medicare-approved amounts 0 0 deductible has been met)
and entered a Medicare-approved facility within 30 days after leaving the hospital. Remainder of Medicare-approved amounts 80% 20% $0
- First 20 days All approved amounts $U $U CLINICAL LABORATORY SERVICES
- 21st through 100th day All but $217 a day Up to $217 a day $0 Tests for diagnostic services 100% $0 $0
- 101st day and after $0 $0 All costs
BLOOD MEDICARE PARTSA & B
First three pints $0 3 pints $0 SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
Additional amounts 100% $0 $0 HOME HEALTH CARE Medicare-approved services
HOSPICE CARE All but very limited Medicare copayment/ $0 Medically necessary skilled care 100% %0 %0
You must meet Medicare's copayment/coinsurance coinsurance services and medical supplies
requirements, including a doctor’s for outpatient drugs and Durable medical equipment: . " $283 (Unless Part B
certification of terminal illness. Inpatient respite care - First $283 of Medicare-approved amounts* deductible has been met)
* 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 - Remainder of Medicare-approved amounts 80% 20% $0
hospital and have not received skilled care in any other facility for 60 days in a row.
P ! ! ! OTHER BENEFITS—NOT COVERED BY MEDICARE
** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

amount Medicare would have paid up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the
hospital is prohibited from billing you for the balance based on any difference between its billed charges and the amount Medicare
would have paid.

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

%0 80% to a lifetime maximum | 20% and amounts over the

Remainder of charges benefit of $50,000 $50,000 lifetime maximum

*Once you have been billed $283 of Medicare-approved amounts for covered services (which are noted with an asterisk), your
Medicare Part B deductible will have been met for the calendar year.

** Plan G covers Part B excess charges, or the difference when the amount a doctor or other health care provider is legally permitted
to charge is higher than the Medicare-approved amount. Vermont law generally prohibits a physician from charging more than the
Medicare-approved amount. However, there are exceptions and this prohibition may not apply if you receive services out of state.



HIGH DEDUCTIBLE PLAN G HIGH DEDUCTIBLE PLAN G

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR
The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027. The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027.
AFTER YOU PAY IN ADDITION TO AFTER YOU PAY IN ADDITION TO
SERVICES MEDICARE PAYS $3,050 DEDUCTIBLE**, | $3,050 DEDUCTIBLE**, SERVICES MEDICARE PAYS $3,050 DEDUCTIBLE**, | $3,050 DEDUCTIBLE**,
PLAN PAYS YOU PAY PLAN PAYS YOU PAY
HOSPITALIZATION* MEDICAL EXPENSES
SEMIPRIVATE ROOM AND BOARD, GENERAL NURSING AND MISCELLANEOUS SERVICES AND SUPPLIES inor out of the hospital and outpatient hospital treatment, such as physician's services, inpatient and outpatient medical
~ First 60 days $1736 and surgical services and supplies, physical and speech therapy, diagnostic tests and durable medical equipment
All but $1736 o $0
(Part A deductible) First $283 of Medicare-approved amounts* $0 $0 deiﬁggb[l% nr:zzsbzzgmBet]
- b1st through 90th day All but $434 a day $434 a day $0
_ 91st dav and after while usin Remainder of Medicare-approved amounts Generally 80% Generally 20% $0
0y : 9 AlL but $868 a day $868 a day $0
60 lifetime reserve days PART B EXCESS CHARGES %0 100% %0
- Once lifetime reserve days are 0 100% of Medicare §over (above Medicare-approved amounts]***
used: additional 365 days eligible expenses BLOOD
- Beyond the additional 365 days $0 $0 All costs First three pints $0 All costs $0
SKILLED NURSING FACILITY CARE* . . $283 (Unless Part B
You must meet Medicare’s requirements, including having been in a hospital for at least three days Next $283 of Medicare-approved amonts %0 0 deductible has been met)
and entered a Medicare-approved facility within 30 days after leaving the hospital. Remainder of Medicare-approved amounts 80% 20% $0
- First 20 days All approved amounts $U $U CLINICAL LABORATORY SERVICES
- 21st through 100th day All but $217 a day Up to $217 a day $0 Tests for diagnostic services 100% $0 %0
- 101st day and after $0 $0 All costs . . . . . .
BLOOD *Once you have been billed $283 of Medicare-approved amounts for covered services (which are noted with an asterisk), your
Medicare Part B deductible will have been met for the calendar year.
First three pints $0 3 pints $0
Additional amounts 100% %0 %0 ** Before High Deductible Plan G pays the same benefits as Plan G, you must pay your annual $3,050 deductible. The expenses you pay
— : for the Medicare Part A deductible, and Medicare Part B deductible and coinsurance count toward the $3,050 deductible until it is
HOSPICE CARE o Al but v;ry_hmlted Medicare copayment/ $0 met. For example, if your Medicare Part B deductible is met but the annual deductible is not, you continue paying the Medicare Part B
You must meet Medicare's . fsrpszrzgenctoéﬁursaggg colnsurance coinsurance until you meet the $3,050 deductible. After the $3,050 deductible is met, this plan pays 100% of the member cost share
reqtq%rer?_ents% anludm{g_a goctor's inpatiint respitegcare for all Medicare covered services for the rest of the year. Please note the deductible for Foreign Travel is separate and does not count
certiication ot terminat FNess. toward the annual deductible.

* 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, Plan G covers Part B excess charges, or the difference when the amount a doctor or other health care provider is legally permitted

to charge is higher than the Medicare-approved amount. Vermont law generally prohibits a physician from charging more than the
** Before High Deductible Plan G pays the same benefits as Plan G, you must pay your annual $3,050 deductible. The expenses you pay Medicare-approved amount. However, there are exceptions and this prohibition may not apply if you receive services out of state.
for the Medicare Part A deductible, and Medicare Part B deductible and coinsurance count toward the $3,050 deductible until it is
met. For example, if your Medicare Part B deductible is met but the annual deductible is not, you continue paying the Medicare Part B
coinsurance until you meet the $3,050 deductible. After the $3,050 deductible is met, this plan pays 100% of the member cost share
for all Medicare covered services for the rest of the year. Please note the deductible for Foreign Travel is separate and does not count
toward the annual deductible.

*** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever
amount Medicare would have paid up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the
hospital is prohibited from billing you for the balance based on any difference between its billed charges and the amount Medicare
would have paid.



HIGH DEDUCTIBLE PLAN G

MEDICARE (PARTS A & B)—MEDICAL SERVICES—PER CALENDAR YEAR

MEDICARE PARTSA & B
The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027.
AFTER YOU PAY IN ADDITION TO
SERVICES MEDICARE PAYS $3,050 DEDUCTIBLE**, = $3,050 DEDUCTIBLE**,
PLAN PAYS YOU PAY

HOME HEALTH CARE Medicare-approved services

Medically necessary skilled care
services and medical supplies

Durable medical equipment: %0 0 $283 (Unless Part B
- First $283 of Medicare-approved amounts* deductible has been met)

100% $0 $0

- Remainder of Medicare-approved amounts 80% 20% $0
OTHER BENEFITS—NOT COVERED BY MEDICARE
AFTER YOU PAY IN ADDITION TO
SERVICES MEDICARE PAYS $3,050 DEDUCTIBLE**, | $3,050 DEDUCTIBLE**,
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
g benefit of $50,000 $50,000 lifetime maximum

*Once you have been billed $283 of Medicare-approved amounts for covered services (which are noted with an asterisk), your
Medicare Part B deductible will have been met for the calendar year.

** Before High Deductible Plan G pays the same benefits as Plan G, you must pay your annual $3,050 deductible. The expenses you pay
for the Medicare Part A deductible, and Medicare Part B deductible and coinsurance count toward the $3,050 deductible until it is
met. For example, if your Medicare Part B deductible is met but the annual deductible is not, you continue paying the Medicare Part B
coinsurance until you meet the $3,050 deductible. After the $3,050 deductible is met, this plan pays 100% of the member cost share
for all Medicare covered services for the rest of the year. Please note the deductible for Foreign Travel is separate and does not count
toward the annual deductible.

This page is intentionally left blank.



PLAN N PLAN N

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR
The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027. The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027.
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION* MEDICAL EXPENSES
SEMIPRIVATE ROOM AND BOARD, GENERAL NURSING AND MISCELLANEOUS SERVICES AND SUPPLIES 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 and durable medical equipment
- First 60 days Al but $1736 $1736 %0
‘ (Part A deductible) : . . $283
First $283 of Medicare-approved amounts $0 $0 .
b1t through 90th day AlL but $434 a day $434 a day %0 (Part B deductible)
_ o i Remainder of Medicare-approved amounts Generally 80% Generally 20% **
91st.day and after, while using All but $868 a day $868 a day %0
60 lifetime reserve days PART B EXCESS CHARGES $0 $0 All cost
. costs
- Once lifetime reserve days are " 100% of Medicare s+ (above Medicare-approved amounts)**
used: additional 365 days eligible expenses BLOOD
- Beyond the additional 365 days $0 $0 All costs First three pints $0 All costs $0
SKILLED NURSING FACILITY CARE* _ $283
You must meet Medicare's requirements, including having been in a hospital for at least three days Next $283 of Medicare-approved amounts* $0 0 (Part B deductible)
and entered a Medicare-approved facility within 30 days after leaving the hospital. : :
: Remainder of Medicare-approved amounts 80% 20% $0
- First 20 days All approved amounts $0 $0
CLINICAL LABORATORY SERVICES
- 21st through 100th day All but $217 a day Up to $217 a day $0 : : :
Tests for diagnostic services 100% $0 $0
- 101st day and after $0 $0 All costs
BLOOD MEDICARE PARTSA & B
First three pints $0 3 pints $0 SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
Additional amounts 100% $0 $0 HOME HEALTH CARE Medicare-approved services
HOSPICE CARE All but very limited Medicare copayment/ $0 Medically necessary skilled care T . "
You must meet Medicare’s copaymen_t/ coinsurance coinsurance services and medical supplies ?
requirements, including a doctor's for outpatient drugs and Durable medical equipment $283
ificati inali Inpatient respite care ' .
certification of terminal illness. p p ~ First $283 of Medicare-approved amounts* 0 %0 (Part B deductible)
* 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 - Remainder of Medicare-approved amounts 80% 20% $0
hospital and have not received skilled care in any other facility for 60 days in a row.
| | | | | | | OTHER BENEFITS—NOT COVERED BY MEDICARE
** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever
amount Medicare would have paid up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
hospital is prohibited from billing you for the balance based on any difference between its billed charges and the amount Medicare FOREIGN TRAVEL (Not Covered By Medicare)
would have paid. 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
g benefit of $50,000 $50,000 lifetime maximum

* Once you have been billed $283 of Medicare-approved amounts for covered services (which are noted with an asterisk), your
Medicare Part B deductible will have been met for the calendar year.

** After you pay your full Medicare Part B deductible, you may pay up to a $20 copayment for each office visit and up to a $50 copayment
for an emergency room visit if it does not result in an inpatient admission.



PLAN C PLAN C

for applicants first eligible for Medicare before January 1, 2020 for applicants first eligible for Medicare before January 1, 2020
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR
The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027. The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027.
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION* MEDICAL EXPENSES
Semiprivate room and board, general nursing and miscellaneous services and supplies 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 and durable medical equipment
. $1736
- First 60 days All but $1736 o $0 . . . :
(Part A deductible) First $283 of Medicare-approved amounts $0 $283 (Part B deductible) $0
- b1st through 90th day All but $434 a day $434 a day $0 Remainder of Medicare-approved amounts Generally 80% Generally 20% $0
- 91st day and after, while using PART B EXCESS CHARGES
L All but $868 a da 868 a da 0
60 lifetime reserve days b y $ y $ (above Medicare-approved iamounts $0 $0 All costs
- Once lifetime reserve days are %0 100% of Medicare §0++ BLOOD
used: additional 365 days eligible expenses - }
oo e adiional 365 m - m First three pints $0 Al costs $0
- Beyond the additiona ays costs
i . . Next $283 of Medicare-approved amounts* $0 $283 (Part B deductible) $0
SKILLED NURSING FACILITY CARE* : :
o . . . . . . Remainder of Medicare-approved amounts 80% 20% $0
You must meet Medicare's requirements, including having been in a hospital for at least three days
and entered a Medicare-approved facility within 30 days after leaving the hospital. CLINICAL LABORATORY SERVICES
- First 20 days All approved amounts $0 $0 Tests for diagnostic services 100% $0 $0
- 21st through 100th day All but $217 a day Up to $217 a day $0 MEDICARE PARTS A & B
- 101st day and after $0 $0 All costs
BLOOD SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
: : : HOME HEALTH CARE
First three pints $0 3 pints $0 Medicare-approved services
i 0,
Additional amounts 100% $0 $0 Medically necessary skilled care 100% %0 %0
HOSPICE CARE All but very limited services and medical supplies ’
You must meet Medicare's copayment/coinsurance Medicare copayment/ - . _
_ : 0 Durable medical equipment: .
requirements, including a doctor’s for outpatient drugs and coinsurance $ ~ First $283 of Me d?caEe-approve d amounts* $0 $283 (Part B deductible) $0
certification of terminal illness. inpatient respite care
- Remainder of Medicare-approved amounts 80% 20% $0
* 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. OTHER BENEFITS—NOT COVERED BY MEDICARE
** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
amount Medicare would have paid up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the FOREIGN TRAVEL (Not Covered By Medicare)
hospital is prohibited from billing you for the balance based on any difference between its billed charges and the amount Medicare Medically necessary emergency care services beginning during the first 60 days of each trip outside the USA
would have paid. First $250 each calendar year $0 $0 $250
. . 20% and amounts
- 80% to a lifetime maximum
Remainder of charges $0 beneftt of $50.000 over the $5Q.DUU
lifetime maximum

*Once you have been billed $283 of Medicare-approved amounts for covered services (which are noted with an asterisk), your
Medicare Part B deductible will have been met for the calendar year.



PLAN F PLAN F

for applicants first eligible for Medicare before January 1, 2020 for applicants first eligible for Medicare before January 1, 2020
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR
The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027. The Medicare Part A and Part B benefit amounts shown on this page are 2026 amounts and subject to change January 1, 2027.
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION* MEDICAL EXPENSES
Semiprivate room and board, general nursing and miscellaneous services and supplies in or out of the hospital and outpatient hospital treatment, such as physician's services, inpatient and outpatient medical
- First 60 days All but $1736 $1.736 (Part A deductible) $0 and surgical services and supplies, physical and speech therapy, diagnostic tests and durable medical equipment
- 61st through 90th day AlL but $434 a day $434 a day $0 First $283 of Medicare-approved amounts* $0 $283 (Part B deductible) $0
- ile usi Remainder of Medicare-approved amounts Generally 80% Generally 20% 0
91st.da.y and after, while using All but $868 a day $868 a day %0 PP y oU% y 0% $
60 lifetime reserve days PART B EXCESS CHARGES
- Once lifetime reserve days are %0 100% of Medicare §ov+ (above Medicare-approved amounts)** e Al costs 2
used: additional 365 days eligible expenses BLOOD
- Beyond the additional 365 days $0 $0 All costs TR %0 Al costs $0
SKILLED NURSING FACILI.TY CARF* . . . . Next $283 of Medicare-approved amounts* $0 $283 (Part B deductible) $0
You must meet Medicare’s requirements, including having been in a hospital for at least three days : : . .
and entered a Medicare-approved facility within 30 days after leaving the hospital. Remainder of Medicare-approved amounts 80% 20% 0
- First 20 days All approved amounts $0 $0 CLINICAL LABORATORY SERVICES
- 21st through 100th day Al but $217 a day Upto $217 a day $0 Tests for diagnostic services 100% $0 $0
- 101st day and after $0 $0 All costs MEDICARE PARTSA & B
BLOOD SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
First three pints $0 3 pints $0 HOME HEALTH CARE
Additional amounts 100% $0 $0 Medicare-approved services
HOSPICE CARE Allbut very limited . Medically necessary skilled care 100% %0 40
You must meet Medicare's copayment/coinsurance Medicare copayment/ $0 services and medical supplies ’
requirements, including a doctor’s for outpatient drugs and coinsurance , , _
certification of terminal illness. inpatient respite care Dgrable medical egwpment. $0 $283 (Part B deductible) $0
- First $283 of Medicare-approved amounts*
* 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 - Remainder of Medicare-approved amounts 80% 20% $0

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

OTHER BENEFITS—NOT COVERED BY MEDICARE

** Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever

amount Medicare would have paid up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
hospital is prohibited from billing you for the balance based on any difference between its billed charges and the amount Medicare FOREIGN TRAVEL (Not Covered By Medicare)
would have paid. 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
. . 20% and amounts
0,
Remainder of charges $0 80% toa lifetime maximum | -~y $50,000

benefit of $50,000

lifetime maximum

*Once you have been billed $283 of Medicare-approved amounts for covered services (which are noted with an asterisk), your
Medicare Part B deductible will have been met for the calendar year.

**Plan F covers Part B excess charges, or the difference when the amount a doctor or other health care provider is legally permitted
to charge is higher than the Medicare-approved amount. Vermont law generally prohibits a physician from charging more than the
Medicare-approved amount. However, there are exceptions and this prohibition may not apply if you receive services out of state.



This page intentionally left blank.

This page intentionally left blank.



) BlueCross.BlueShield.
of Vermont

An Indenendent Licensee of the Blue Cross and Blue Shield Association.

Blue Cross and Blue Shield of Vermont
P.0O. Box 186

Montpelier, VT 05601-0186

(800) 255-4550 (TTY/TDD: 711)

Placeholder for updated disclaimer Notice



BlueCross.BlueShield.
® 00 0 | * - of Vermont

blUECFOSSVt.OFQ/thlU865 An Independent Licensee of the Blue Cross and Blue Shield Association.

284.308 (09/2026)



http://bluecrossvt.org/Medicare

