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SUMMARY OF BENEFITS

BlueAdvantage
Diamond Middle-West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY FOR

COVERED SERVICES

Monthly Plan $157 per month. $107 per month. $89 per month.

Premium In addition, you must keep | In addition, you must keep | In addition, you must keep
paying your Medicare Part | paying your Medicare Part | paying your Medicare Part
B premiums. B premiums. B premiums.

Deductible Medical Deductible: Medical Deductible: Medical Deductible:
No deductible No deductible No deductible

Prescription Drug
Deductible: $250 for Tiers
3-5.

Prescription Drug
Deductible: $250 for Tiers
3-5.

Prescription Drug
Deductible: $250 for Tiers
3-5.




Maximum Out-of-
Pocket
Responsibility

Your yearly limit(s) in this
plan:

o $2,975 for services
you receive from in-
network providers.

e $5,750 for services
you receive from in-
and out-of-network
providers
combined.

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

Please note: you will still
need to pay your monthly
premiums and cost-
sharing for your Part D
prescription drugs and any
other supplemental
benefits.

Your yearly limit(s) in this
plan:

e $4,150 for services
you receive from in-
network providers.

e $5,750 for services
you receive from in-
and out-of-network
providers
combined.

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

Please note: you will still
need to pay your monthly
premiums and cost-
sharing for your Part D
prescription drugs and any
other supplemental
benefits.

Your yearly limit(s) in this
plan:

o $3,850 for services
you receive from in-
network providers.

o $5,750 for services
you receive from in-
and out-of-network
providers
combined.

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

Please note: you will still
need to pay your monthly
premiums and cost-
sharing for your Part D
prescription drugs and any
other supplemental
benefits.




COVERED MEDICAL AND HOSPITAL BENEFITS

Health Benefits

BlueAdvantage
Diamond Middle-
West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

Inpatient Hospital
and Inpatient
Services in a
Psychiatric Hospital

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

Our Plan covers a
maximum of 190
days in a psychiatric

The 190-day limit
does not apply to
mental health services
provided in a
psychiatric unit of a
general hospital.

Prior authorization is
required.

hospital in a lifetime.

In-Network:

Days 1-4: $75 copay per
day

Additional days: $0 copay
per day

Out-of-Network:

50% of the Medicare-
allowed amount per stay

In-Network:

Days 1-5: $205 copay per
day

Additional days: $0 copay
per day

QOut-of-Network:

50% of the Medicare-
allowed amount per stay

In-Network:

Days 1-5: $210 copay per
day

Additional days: $0 copay
per day

Out-of-Network:

50% of the Medicare-
allowed amount per stay




Health Benefits

BlueAdvantage

Diamond Middle-
West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

Outpatient Surgical

Services

Prior authorization
may be required.

In-Network:

Ambulatory Surgical
Center: $125 copay

Outpatient hospital:
$175 copay

Out-of-Network:

Ambulatory Surgical
Center: 50% of the
Medicare-allowed amount

Outpatient hospital: 50%
of the Medicare-allowed
amount

In-Network:

Ambulatory Surgical
Center: $210 copay

Outpatient hospital:
$260 copay

Out-of-Network:

Ambulatory Surgical
Center: 50% of the
Medicare-allowed amount

Outpatient hospital: 50%
of the Medicare-allowed
amount

In-Network:

Ambulatory Surgical
Center: $210 copay

Outpatient hospital:
$260 copay

Out-of-Network:

Ambulatory Surgical
Center: 50% of the
Medicare-allowed amount

Outpatient hospital: 50%
of the Medicare-allowed
amount

Doctor Visits

In-Network:

Primary Care Provider
visit:

$0 copay

Specialist visit:

$20 copay

Out-of-Network:

Primary Care physician
visit:

50% of the Medicare-
allowed amount

Specialist visit:
50% of the Medicare-
allowed amount

In-Network:

Primary Care Provider
visit:

$0 copay

Specialist visit:

$25 copay

Out-of-Network:

Primary Care physician
visit:

50% of the Medicare-
allowed amount

Specialist visit:
50% of the Medicare-
allowed amount

In-Network:

Primary Care Provider
visit:

$0 copay

Specialist visit:

$25 copay

Out-of-Network:

Primary Care physician
visit:

50% of the Medicare-
allowed amount

Specialist visit:
50% of the Medicare-
allowed amount




Health Benefits

BlueAdvantage

Diamond Middle-
West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

Preventive Care

Our plan covers
many preventive
services, for example:

e Bone density
screenings

e Cardiovascular
disease
screenings

e Cervical &
vaginal cancer
screenings

e Colorectal
cancer
screenings

¢ Diabetes
screenings

¢ Glaucoma tests

e Mammogram
screenings

e Prostate cancer
screenings

e Vaccines:

> COVID-19

* Flu

> Hepatitis B

> Pneumococcal

Any additional
preventive services
approved by
Medicare during the
contract year will be
covered

In-Network:

$0 copay

Out-of-Network:

50% of the Medicare-
allowed amount

In-Network:

$0 copay

Out-of-Network:

50% of the Medicare-
allowed amount

In-Network:

$0 copay

Out-of-Network:

50% of the Medicare-
allowed amount

Emergency Care

Copay is waived if
you are admitted to
the hospital within 24
hours for the same
condition. All
emergency care is

Domestic:

$150 copay per visit
Worldwide:

$60 copay per visit

Domestic:
$150 copay per visit
Worldwide:

$85 copay per visit

Domestic:
$150 copay per visit
Worldwide:

$85 copay per visit




Health Benefits

BlueAdvantage

Diamond Middle-
West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

considered in

network.

Urgently Needed Domestic: Domestic: Domestic:

Services .. .. ..
$25 copay per visit $25 copay per visit $25 copay per visit

Copay is waived if . . .

you are admitted to Worldwide: Worldwide: Worldwide:

the hospital within 24 | §60 copay per visit $85 copay per visit $85 copay per visit

hours for the same

condition.

Diagnostic Services / | In-Network: In-Network: In-Network:

Labs/ Imaging Diagnostic tests and Diagnostic tests and Diagnostic tests and

Prior authorization procedures: procedures: procedures:

may be required. $0 copay at a Primary $0 copay at a Primary $0 copay at a Primary

Care Provider’s office

$20 copay at a Specialist’s
office

$30 copay at a Free-
Standing Facility

$100 copay at an
Outpatient Hospital

In-Network:
Lab services:

$0 copay at a Primary
Care Provider’s office

$0 copay at a Specialist’s
office

$0 copay at a Free-
Standing Facility

$30 copay at an Outpatient
Hospital

In-Network:
X-rays:

$0 copay at a Primary
Care Provider’s office

Care Provider’s office

$25 copay at a Specialist’s
office

$40 copay at a Free-
Standing Facility

$100 copay at an
Outpatient Hospital

In-Network:
Lab services:

$0 copay at a Primary
Care Provider’s office

$0 copay at a Specialist’s
office

$0 copay at a Free-
Standing Facility

$40 copay at an Outpatient
Hospital

In-Network:
X-rays:

$0 copay at a Primary
Care Provider’s office

Care Provider’s office

$25 copay at a Specialist’s
office

$40 copay at a Free-
Standing Facility

$100 copay at an
Outpatient Hospital

In-Network:
Lab services:

$0 copay at a Primary
Care Provider’s office

$0 copay at a Specialist’s
office

$0 copay at a Free-
Standing Facility

$40 copay at an Outpatient
Hospital

In-Network:
X-rays:

$0 copay at a Primary
Care Provider’s office




Health Benefits

BlueAdvantage

Diamond Middle-

West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

$20 copay at a Specialist’s

office

$30 copay at a Free-
Standing Facility

$40 copay at an Outpatient
Hospital

In-Network:

Advanced Imaging (such
as MRI, CT Scan):

$175 copay
In-Network:

Therapeutic Radiology
Services:

$30 copay

In-Network:

Coumadin Services:

$0 copay at a Primary
Care Provider’s office

$0 copay at a Specialist’s
office

$0 copay at a Free-
Standing Facility

$10 copay at an Outpatient
Hospital

In-Network:

Sleep Studies:
$10 copay for in-home

$40 copay at an Outpatient
Facility

Out-of-Network:

50% of the Medicare-
allowed amount

$25 copay at a Specialist’s

office

$40 copay at a Free-
Standing Facility

$50 copay at an Outpatient
Hospital

In-Network:

Advanced Imaging (such
as MRI, CT Scan):

$200 copay
In-Network:

Therapeutic Radiology
Services:

$40 copay

In-Network:

Coumadin Services:

$0 copay at a Primary
Care Provider’s office

$0 copay at a Specialist’s
office

$0 copay at a Free-
Standing Facility

$10 copay at an Outpatient
Hospital

In-Network:

Sleep Studies:
$10 copay for in-home

$40 copay at an Outpatient
Facility

Out-of-Network:

50% of the Medicare-
allowed amount

$25 copay at a Specialist’s

office

$40 copay at a Free-
Standing Facility

$50 copay at an Outpatient
Hospital

In-Network:

Advanced Imaging (such
as MRI, CT Scan):

$200 copay
In-Network:

Therapeutic Radiology
Services:

$40 copay

In-Network:

Coumadin Services:

$0 copay at a Primary
Care Provider’s office

$0 copay at a Specialist’s
office

$0 copay at a Free-
Standing Facility

$10 copay at an Outpatient
Hospital

In-Network:

Sleep Studies:
$10 copay for in-home

$40 copay at an Outpatient
Facility

Out-of-Network:

50% of the Medicare-
allowed amount




Health Benefits

BlueAdvantage

Diamond Middle-
West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

Hearing Services

Cost-sharing for
hearing aids does not
count toward the
maximum out-of-
pocket amounts.

In-Network:

Medicare-covered exam to
diagnose and treat hearing
and balance issues: $10

copay

Routine hearing exam
(1 per year): $0 copay at
TruHearing® provider

Hearing Aid: copay
depends on model

$99 copay (Standard)
$299 copay (Advanced)
$599 copay (Premium)

Limited to one per ear, per
year. Benefit is limited to
TruHearing Standard,
Advanced and Premium
hearing aids, which come
in various styles and
colors.

You must see a
TruHearing provider to
use this benefit.

Out-of-Network:

Medicare-covered exam to
diagnose and treat hearing
and balance issues: $10
copay

Routine hearing exam and
Hearing aids:

Not covered — must use
designated vendor

In-Network:

Medicare-covered exam to
diagnose and treat hearing
and balance issues: $10

copay

Routine hearing exam
(1 per year): $0 copay at
TruHearing® provider

Hearing Aid: copay
depends on model

$199 copay (Standard)
$399 copay (Advanced)
$699 copay (Premium)

Limited to one per ear, per
year. Benefit is limited to
TruHearing Standard,
Advanced and Premium
hearing aids, which come
in various styles and
colors.

You must see a
TruHearing provider to
use this benefit.

Out-of-Network:

Medicare-covered exam to
diagnose and treat hearing
and balance issues: $10
copay

Routine hearing exam and
Hearing aids:

Not covered — must use
designated vendor

In-Network:

Medicare-covered exam to
diagnose and treat hearing
and balance issues: $10

copay

Routine hearing exam
(1 per year): $0 copay at
TruHearing® provider

Hearing Aid: copay
depends on model

$199 copay (Standard)
$399 copay (Advanced)
$699 copay (Premium)

Limited to one per ear, per
year. Benefit is limited to
TruHearing Standard,
Advanced and Premium
hearing aids, which come
in various styles and
colors.

You must see a
TruHearing provider to
use this benefit.

Out-of-Network:

Medicare-covered exam to
diagnose and treat hearing
and balance issues: $10
copay

Routine hearing exam and
Hearing aids:

Not covered — must use
designated vendor




Health Benefits

BlueAdvantage

Diamond Middle-

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

Dental Services

We cover diagnostic,
preventive and
treatment services
until the annual
allowance is met.
These dental benefits
do not count toward
the maximum out-of-
pocket amount.
(Service limits and
exclusions apply.)
Included as covered
benefits with service
limits in this plan, but
not limited to:
Diagnostic and
Preventive:

e Standard
diagnostic exams
(limited to 2 per
year)

e Problem-focused
oral evaluations

¢ Cleanings (limited
to 2 per year)

e Bitewing x-ray
(limited to 1 set
per 12-month
period)

e Panoramic or full
mouth x-ray
(limited to 1 per
36-month period)

Endodontics:

e Root canals
(limited to 1 per 60
month period)

West

In-Network:

Medicare-covered: $20
copay
Out-of-Network:

Medicare-covered: 50%
of the Medicare-allowed

amount

$3,500 annual allowance

for all of the covered
dental services listed
below.

Diagnostic and
Preventive

In-Network:

$0 copay through the
annual allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Endodontics
In-Network:

$0 copay through the
annual allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

In-Network:

Medicare-covered: $25
copay
Out-of-Network:

Medicare-covered: 50%
of the Medicare-allowed

amount

$2,250 annual allowance

for all of the covered
dental services listed
below.

Diagnostic and
Preventive

In-Network:

$0 copay through the
annual allowance

QOut-of-Network:

50% of billed charges
through the annual
allowance

Endodontics
In-Network:

$0 copay through the
annual allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

In-Network:
Medicare-covered: $25
copay
Out-of-Network:

Medicare-covered: 50%
of the Medicare-allowed
amount

$2,250 annual allowance
for all of the covered
dental services listed
below.

Diagnostic and
Preventive

In-Network:

$0 copay through the
annual allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Endodontics
In-Network:

$0 copay through the
annual allowance

Out-of-Network:

50% of billed charges
through the annual
allowance




Health Benefits

BlueAdvantage

Diamond Middle-
West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

e Apicoectomy
(limited to 1 per
lifetime)

e Retrograde filling
(limited to 1 per
lifetime)

Oral and

Macxillofacial

Surgery:

e Simple extractions
and surgical
extractions

(including removal

of impacted teeth),
coronectomy, and
other oral surgical
procedures
typically not
covered by a
medical plan

Periodontics:

¢ Periodontal exam

(limited to 1 per 36

months)

e Periodontal
maintenance
(limited to 2 per
year)

¢ Scaling and root
planning (limited
to 1 per 24 months
for any quadrant)

¢ Full mouth
debridement
(limited to 1 per
lifetime)

Oral and Maxillofacial
Surgery:

In-Network:

20% of the Plan-allowed
amount through the annual
allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Periodontics:
In-Network:

$0 copay through the
annual allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Prosthodontics:
In-Network:

20% of the Plan-allowed
amount through the annual
allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Restorative:
In-Network:

20% of the Plan-allowed
amount through the annual
allowance

Oral and Maxillofacial
Surgery:

In-Network:

20% of the Plan-allowed
amount through the annual
allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Periodontics:
In-Network:

$0 copay through the
annual allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Prosthodontics:
In-Network:

20% of the Plan-allowed
amount through the annual
allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Restorative:
In-Network:

20% of the Plan-allowed
amount through the annual
allowance

Oral and Maxillofacial

Surgery:
In-Network:

20% of the Plan-allowed
amount through the annual
allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Periodontics:
In-Network:

$0 copay through the
annual allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Prosthodontics:
In-Network:

20% of the Plan-allowed
amount through the annual
allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Restorative:
In-Network:

20% of the Plan-allowed
amount through the annual
allowance

10




Health Benefits

BlueAdvantage

Diamond Middle-
West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

Prosthodontics,
removable and
fixed:

e Complete dentures
(limited to 1 in any
5 year period)

e Partial dentures
(limited to 1 in 5
years)

e Denture
restorations
(limitedto 1 in 5
years)

Restorative:

¢ Fillings (limited to
1 per tooth surface
per year)

e Crowns (limited to
1 per tooth per 5
years)

e Bridges (limited to
1 per 5 years)

¢ Denture repair and
adjustments
(limited to 1 per 36
month period)

Prior Authorization
may be required.

Out-of-Network:

50% of billed charges
through the annual
allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Out-of-Network:

50% of billed charges
through the annual
allowance

Vision Services

Members are
encouraged to use the
defined vision care
network to obtain
routine eye exam and
eyewear benefit
coverage.

In- and Out-of-Network:

In- and Out-of-Network:

In- and Out-of-Network:

Medicare-covered exam to
diagnose and treat
diseases and conditions of
the eye: $0 copay

Routine eye exam (1 per

year):
$0 copay

Medicare-covered exam to
diagnose and treat
diseases and conditions of
the eye: $0 copay

Routine eye exam (1 per
year):
$0 copay

Medicare-covered exam to
diagnose and treat
diseases and conditions of
the eye: $0 copay

Routine eye exam (1 per

year):
$0 copay

11




Health Benefits

BlueAdvantage

Diamond Middle-
West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

Routine eye exams
and eyewear copays
and coinsurance do
not apply to the
maximum out-of-

Eyeglasses or contact
lenses after cataract
surgery: $0 copay

Our plan pays a maximum
of $300 every two years

Eyeglasses or contact
lenses after cataract
surgery: $0 copay

Our plan pays a maximum
of $300 every two years

Eyeglasses or contact
lenses after cataract
surgery: $0 copay

Our plan pays a maximum
of $300 every two years

pocket. for routine eyewear. for routine eyewear. for routine eyewear.
If your total cost is more If your total cost is more If your total cost is more
than $300, you will be than $300, you will be than $300, you will be
required to pay the required to pay the required to pay the
difference. difference. difference.
For example: If your total | For example: If your total | For example: If your total
cost for eyewear is $350, | cost for eyewear is $350, | cost for eyewear is $350,
the Plan will pay $300 and | the Plan will pay $300 and | the Plan will pay $300 and
you will pay $50. you will pay $50. you will pay $50.

Outpatient Mental In-Network: In-Network: In-Network:

Health Care

Prior authorization is
required.

Outpatient group therapy
visit:

$10 copay per visit
Individual therapy visit:
$20 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

Outpatient group therapy
visit:

$20 copay per visit
Individual therapy visit:
$30 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

Outpatient group therapy
visit:

$20 copay per visit
Individual therapy visit:
$30 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

Skilled Nursing
Facility (SNF)

The amounts apply
per benefit period.
Our plan covers up to
100 days in a SNF per
benefit period. A
benefit period begins
the day you go into a
SNF. The benefit

In-Network:

Days 1-20: $0 copay per
day

Days 21-100: $218 copay
per day

Out-of-Network:

50% of the Medicare-
allowed amount per stay

In-Network:

Days 1-20: $0 copay per
day

Days 21-100: $218 copay
per day

Out-of-Network:

50% of the Medicare-
allowed amount per stay

In-Network:

Days 1-20: $0 copay per
day

Days 21-100: $218 copay
per day

Out-of-Network:

50% of the Medicare-
allowed amount per stay

12




Health Benefits

BlueAdvantage

Diamond Middle-
West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

period will
accumulate one day
for each day you are
inpatient at a SNF.
The benefit period
ends when you
haven’t received any
inpatient hospital care
or skilled care in a
SNF for 60 days in a
row. If you go into a
SNF after one benefit
period has ended, a
new benefit period
begins.

There is no limit to
the number of benefit
periods.

Prior authorization is
required.

Outpatient
Rehabilitation
Services

(Physical Therapy)

Prior authorization is
required.

In-Network:

Occupational therapy
visit:
$10 copay per visit

Physical therapy visit:
$10 copay per visit

Speech and language
therapy visit:

$10 copay per visit
Out-of-Network:
50% of the Medicare-

allowed amount per visit

In-Network:

Occupational therapy
visit:
$15 copay per visit

Physical therapy visit:
$15 copay per visit

Speech and language
therapy visit:

$15 copay per visit
Out-of-Network:
50% of the Medicare-

allowed amount per visit

In-Network:

Occupational therapy
visit:
$10 copay per visit

Physical therapy visit:
$10 copay per visit

Speech and language
therapy visit:

$10 copay per visit
Out-of-Network:
50% of the Medicare-

allowed amount per visit

13




Health Benefits

BlueAdvantage

Diamond Middle-
West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

Ambulance

Prior authorization is
required for all non-
emergency ambulance
transport.

Domestic:
Ground Ambulance: $175
copay per one-way trip

Air Ambulance: 20% of
the Medicare-allowed
amount per one-way trip

Worldwide:
Ground Ambulance: $175
copay per one-way trip

Air Ambulance: 20% of
the Plan-allowed amount
per one-way trip

Domestic:
Ground Ambulance: $175
copay per one-way trip

Air Ambulance: 20% of
the Medicare-allowed
amount per one-way trip

Worldwide:
Ground Ambulance: $175
copay per one-way trip

Air Ambulance: 20% of
the Plan-allowed amount
per one-way trip

Domestic:
Ground Ambulance: $175
copay per one-way trip

Air Ambulance: 20% of
the Medicare-allowed
amount per one-way trip

Worldwide:
Ground Ambulance: $175
copay per one-way trip

Air Ambulance: 20% of
the Plan-allowed amount
per one-way trip

Transportation Not covered Not covered Not covered
Medicare Part B In-Network: In-Network: In-Network:
Drugs

Prior authorization
may be required.

For Part B drugs such as
chemotherapy drugs: 20%
of the Plan-allowed
amount

Other Part B drugs: 20%
of the Plan-allowed
amount

Part B insulin: 20% of the
Plan-allowed amount,
with a $35 maximum
copay for a one-month
supply of each covered
insulin product

Out-of-Network:

For Part B drugs such as
chemotherapy drugs: 50%
of the Medicare-allowed
amount

For Part B drugs such as
chemotherapy drugs: 20%
of the Plan-allowed
amount

Other Part B drugs: 20%
of the Plan-allowed
amount

Part B insulin: 20% of the
Plan-allowed amount,
with a $35 maximum
copay for a one-month
supply of each covered
insulin product

Out-of-Network:

For Part B drugs such as
chemotherapy drugs: 50%
of the Medicare-allowed
amount

For Part B drugs such as
chemotherapy drugs: 20%
of the Plan-allowed
amount

Other Part B drugs: 20%
of the Plan-allowed
amount

Part B insulin: 20% of the
Plan-allowed amount,
with a $35 maximum
copay for a one-month
supply of each covered
insulin product

Out-of-Network:

For Part B drugs such as
chemotherapy drugs: 50%
of the Medicare-allowed
amount
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Health Benefits

BlueAdvantage

Diamond Middle-
West

BlueAdvantage
Ruby Middle

BlueAdvantage
Ruby West

Other Part B drugs: 50%
of the Medicare-allowed
amount

Part B insulin: 20% of the
Medicare-allowed amount,
with a $35 maximum
copay for a one-month
supply of each covered
insulin product

Other Part B drugs: 50%

of the Medicare-allowed
amount

Part B insulin: 20% of the
Medicare-allowed amount,
with a $35 maximum
copay for a one-month
supply of each covered
insulin product

Other Part B drugs: 50%

of the Medicare-allowed
amount

Part B insulin: 20% of the
Medicare-allowed amount,
with a $35 maximum
copay for a one-month
supply of each covered
insulin product
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PRESCRIPTION DRUG BENEFITS

Deductible

Prescription Drug Deductible: $250 for Tiers 3, 4 and 5, excluding Tier 3 Insulins.

Initial Coverage

You pay the following until your total yearly drug costs reach $2,100.
Total yearly drug costs are the drug costs paid by both you and our Part D plan.

(limited to a 30-day
supply)

50% coinsurance

50% coinsurance

Initial Coverage BlueAdvantage BlueAdvantage BlueAdvantage
Stage Diamond Middle-West Ruby Middle Ruby West
Preferred Pharmacies| Retail and Mail Order Retail and Mail Order Retail and Mail Order
Tier 30 /100 Day Supply 30 /100 Day Supply 30 /100 Day Supply
Tier 1: Preferred
or T TIElere $0 / $0 $0 /90 $0 /50
Generic
Tier 2: Generic $5/8%5 $5/9%5 $5/9%5
30 /90 Day Supply 30 /90 Day Supply 30 /90 Day Supply
Tier 3: Insulins $28 /%70 $28/$70 $28 /%70
Tier 3: Preferred
e - e $28 /$70 $28/$70 $28/$70
Brand
Tier 4: Non-Preferred
Drugs

50% coinsurance

Tier 5: Specialty
Drugs

(limited to a 30-day
supply)

30% coinsurance

30% coinsurance

30% coinsurance

Standard Pharmacies| Retail and Mail Order Retail and Mail Order Retail and Mail Order
Tier 30 /100 Day Supply 30 /100 Day Supply 30 /100 Day Supply
Tier 1: Pref
fer 1: Preferred $6/ $15 $6/$15 $6/$15
Generic
Tier 2: Generic $10/ $25 $10/ $25 $10/ $25
30 /90 Day Supply 30 /90 Day Supply 30 /90 Day Supply
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Tier 3: Insulins $33/9%95 $33 /995 $33 /995

Tier 3: Preferred

$33 /%95 $33 /995 $33 /995
Brand

Tier 4: Non-Preferred
Drugs

(limited to a 30-day
supply)

50% coinsurance 50% coinsurance 50% coinsurance

Tier 5: Specialty
Drugs

(limited to a 30-day
supply)

30% coinsurance 30% coinsurance 30% coinsurance

You won't pay more than $35 for a one-month supply of each covered
insulin product regardless of the cost-sharing tier.

Catastrophic Coverage

After your yearly out-of-pocket drug costs (including drugs purchased through your retail pharmacy and
through mail order) reach the $2,100 limit for the calendar year, your Part D-covered prescription drugs will
be covered at no cost to you.

Cost sharing may change depending on the pharmacy you choose, when you enter another phase of the Part D
benefit and if you qualify for “Extra Help.” To find out if you qualify for “Extra Help,” please contact the
Social Security Office at 1-800-772-1213 Monday—Friday, 7a.m.—7p.m. TTY users should call
1-800-325-0778.
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ADDITIONAL

HEALTH
BENEFITS

24/7 NurseLine

BlueAdvantage

Diamond Middle-West

In-Network:
$0 copay
Out-of-Network:

Not covered

BlueAdvantage
Ruby Middle

In-Network:
$0 copay
Out-of-Network:

Not covered

BlueAdvantage
Ruby West

In-Network:
$0 copay
Out-of-Network:

Not covered

Acupuncture for
Chronic Low Back
Pain

We cover 12 visits in

90 days for Medicare-
approved services.

Prior authorization is
required.

In-Network:
$20 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

In-Network:
$20 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

In-Network:
$20 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

Chiropractic Care

Manual manipulation
of the spine to correct
a subluxation (when 1
or more of the bones
of your spine move
out of position)

Prior authorization is
required.

In-Network:
$20 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

In-Network:
$20 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

In-Network:
$20 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit
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ADDITIONAL

HEALTH
BENEFITS

Diabetic Supplies
and Services

For Continuous
Glucose Monitors
(CGM):

Brand restrictions
apply.

Prior authorization
may be required for
diabetic supplies and
services.

BlueAdvantage
Diamond Middle-West

Diabetes self-management
training

In-Network:
$0 copay
Out-of-Network:

20% of the Medicare-
allowed amount

Diabetic testing supplies:
In-Network:
Preferred: $0 copay

Non-Preferred: 20% of
the Plan-allowed amount

Out-of-Network:

50% of the Medicare-
allowed amount

Continuous Glucose
Monitors (CGM):

In-Network:

Preferred: 20% of the
Plan-allowed amount
Other: 50% of the Plan-
allowed amount

Out-of-Network:

50% of the Medicare-
allowed amount

Therapeutic shoes/inserts
In-Network:

$10 copay
Out-of-Network:

50% of the Medicare-
allowed amount

BlueAdvantage
Ruby Middle

Diabetes self-management
training

In-Network:
$0 copay
Out-of-Network:

20% of the Medicare-
allowed amount

Diabetic testing supplies:
In-Network:
Preferred: $0 copay

Non-Preferred: 20% of
the Plan-allowed amount

Out-of-Network:

50% of the Medicare-
allowed amount

Continuous Glucose
Monitors (CGM):

In-Network:

Preferred: 20% of the
Plan-allowed amount
Other: 50% of the Plan-
allowed amount

Out-of-Network:

50% of the Medicare-
allowed amount

Therapeutic shoes/inserts
In-Network:

$10 copay
Out-of-Network:

50% of the Medicare-
allowed amount

BlueAdvantage
Ruby West

Diabetes self-management
training

In-Network:
$0 copay
Out-of-Network:

20% of the Medicare-
allowed amount

Diabetic testing supplies:
In-Network:
Preferred: $0 copay

Non-Preferred: 20% of
the Plan-allowed amount

Out-of-Network:

50% of the Medicare-
allowed amount

Continuous Glucose
Monitors (CGM):

In-Network:

Preferred: 20% of the
Plan-allowed amount
Other: 50% of the Plan-
allowed amount

Out-of-Network:

50% of the Medicare-
allowed amount

Therapeutic shoes/inserts
In-Network:

$10 copay
Out-of-Network:

50% of the Medicare-
allowed amount
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ADDITIONAL

HEALTH
BENEFITS

Durable Medical
Equipment

Prior authorization
may be required.

BlueAdvantage

Diamond Middle-West

In-Network:

20% of the plan-allowed

amount
Out-of-Network:

50% of the Medicare-
allowed amount

BlueAdvantage
Ruby Middle

In-Network:

20% of the plan-allowed

amount
Out-of-Network:

50% of the Medicare-
allowed amount

BlueAdvantage
Ruby West

In-Network:

20% of the plan-allowed

amount
Out-of-Network:

50% of the Medicare-
allowed amount

Home Health Care

Prior authorization is
required.

In-Network:
$0 copay
Out-of-Network:

50% of the Medicare-
allowed amount

In-Network:
$0 copay
QOut-of-Network:

50% of the Medicare-
allowed amount

In-Network:
$0 copay
Out-of-Network:

50% of the Medicare-
allowed amount

Meal Benefit

This benefit provides
14 meals after
discharge from an
acute inpatient
hospital, SNF, or
observation stay to a
home setting.

Must use designated
vendor.

In-Network:
$0 copay
Out-of-Network:

Not covered

In-Network:
$0 copay
Out-of-Network:

Not covered

In-Network:
$0 copay
Out-of-Network:

Not covered
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ADDITIONAL

HEALTH
BENEFITS

Outpatient
Rehabilitation
(Cardiac &
Pulmonary)

Prior authorization is
required.

BlueAdvantage

Diamond Middle-West

Cardiac (heart) rehab
services

In-Network:
$15 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

Pulmonary (lung) rehab
services

In-Network:
$15 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

BlueAdvantage
Ruby Middle

Cardiac (heart) rehab
services

In-Network:
$20 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

Pulmonary (lung) rehab
services

In-Network:
$15 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

BlueAdvantage
Ruby West

Cardiac (heart) rehab
services

In-Network:
$20 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

Pulmonary (lung) rehab
services

In-Network:
$15 copay per visit
Out-of-Network:

50% of the Medicare-
allowed amount per visit

Over-the-Counter
(OTC) items

The plan pays a set
amount per quarter
(no roll-over) for
certain OTC items
such as vitamins,
cough/cold/allergy
medications, dental
products and skin care
items.

Must use designated
vendor.

In-Network:

$131 per quarter
Out-of-Network:

Not covered

In-Network:

$56 per quarter
Out-of-Network:

Not covered

In-Network:

$55 per quarter
Out-of-Network:

Not covered

Prosthetic Devices &
Related Medical
Supplies

Prior authorization
may be required.

In-Network:

20% of the Plan-allowed
amount

Out-of-Network:

50% of the Medicare-
allowed amount

In-Network:

20% of the Plan-allowed
amount

Out-of-Network:

50% of the Medicare-
allowed amount

In-Network:

20% of the Plan-allowed
amount

Out-of-Network:

50% of the Medicare-
allowed amount
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ADDITIONAL

HEALTH
BENEFITS

Renal Dialysis

BlueAdvantage
Diamond Middle-West

In-Network:

20% of the Plan-allowed
amount

Out-of-Network:

20% of the Medicare-
allowed amount

BlueAdvantage
Ruby Middle

In-Network:

20% of the Plan-allowed
amount

Out-of-Network:

20% of the Medicare-
allowed amount

BlueAdvantage
Ruby West

In-Network:

20% of the Plan-allowed
amount

Out-of-Network:

20% of the Medicare-
allowed amount

Fitness Program

This plan includes a
free standard fitness
center membership,
tools and online
resources.

In-Network:
You pay nothing.
Out-of-Network:

Not covered

In-Network:
You pay nothing.
QOut-of-Network:

Not covered

In-Network:
You pay nothing.
Out-of-Network:

Not covered

For more details, refer to the Evidence of Coverage (EOC) online at bcbstmedicare.com/documents.
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https://www.bcbstmedicare.com/documents

DISCLAIMERS

This is a summary of drugs and health services covered by BlueAdvantage Preferred Provider Organization
(PPO) Diamond Middle-West, Ruby Middle and Ruby West health plans January 1, 2026 through December
31, 2026.

BlueAdvantage is a PPO plan with a Medicare contract. Enrollment in BlueAdvantage depends on contract
renewal.

The benefit information provided is a summary of what we cover and what you pay. It does not list every
service that we cover or list every limitation or exclusion. To get a complete list of services we cover, go to
bcebstmedicare.com or call us and ask for the “Evidence of Coverage.”

To join BlueAdvantage, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and you must
live in our service area. Our service area includes these Middle-West counties in Tennessee:

Diamond Middle-West Tennessee: Bedford, Benton, Carroll, Cheatham, Chester, Coffee, Crockett, Davidson,
Decatur, Dickson, Dyer, Fayette, Gibson, Giles, Hardeman, Hardin, Haywood, Henderson, Henry, Hickman,
Houston, Humphreys, Lake, Lauderdale, Lawrence, Lewis, Lincoln, Madison, Marshall, Maury, McNairy,
Montgomery, Moore, Obion, Perry, Robertson, Rutherford, Shelby, Stewart, Sumner, Tipton, Trousdale,
Wayne, Weakley, Williamson, Wilson

Ruby Middle Tennessee: Bedford, Cheatham, Coffee, Davidson, Dickson, Giles, Hickman, Houston,
Humphreys, Lawrence, Lewis, Lincoln, Marshall, Maury, Montgomery, Moore, Perry, Robertson, Rutherford,
Stewart, Sumner, Trousdale, Wayne, Williamson, Wilson

Ruby West Tennessee: Benton, Carroll, Chester, Crockett, Decatur, Dyer, Fayette, Gibson, Hardeman, Hardin,
Haywood, Henderson, Henry, Lake, Lauderdale, Madison, McNairy, Obion, Shelby, Tipton, Weakley

This document is available in other alternate formats.

This document may be available in a non-English language. For additional information, call us at
1-800-292-5146, TTY 711.

BlueAdvantage plans 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.

Out-of-network/non-contracted providers are under no obligation to treat BlueCross BlueShield of Tennessee
members, except in emergency situations. Please call Member Service (see back cover) or see the "Evidence of
Coverage" for more information, including the cost-sharing that applies to out-of-network services.

If you have any questions about this plan's benefits or costs,
please contact BlueCross BlueShield of Tennessee.
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Pre- En oIIment Checklist

rules. If you have any questions, you can call and speak to our representative at 1-800-292-5146

E; ~ Before making an enrollment decision, it is important that you fully understand our benefits and

TTY 711.
Understanding the Benefits

Understanding Important Rules

[] The Evidence of Coverage (EOC) provides a [ In addition to your monthly plan premium*, you must

complete list of all coverage and services. It
is important to review plan coverage, costs,
and benefits before you enroll. Visit
bebstmedicare.com or call

1-800-292-5146 TTY 711 to view a copy of
the EOC.

[J 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.

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

[J Review the formulary to make sure your
drugs are covered.

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

[ Benefits, premiums and/or copayments/ coinsurance

may change on January 1, 2027.

[ Our plan allows you to see providers outside of our

network (non-contracted providers). However, while we
will pay for covered services, the provider must agree to
treat you. Except in an emergency or urgent situation,
non-contracted providers may deny care. In addition,
you will pay a higher copay for services received by
non-contracted providers.

[J Effect on Current Coverage: If you are currently

enrolled in a Medicare Advantage plan, your current
Medicare Advantage health care coverage will end once
your new Medicare Advantage coverage starts. If you
have Tricare, your coverage may be affected once your
new Medicare Advantage coverage starts. Please
contact Tricare for more information. If you have a
Medigap plan, once your Medicare Advantage coverage
starts, you may want to drop your Medigap policy
because you will be paying for coverage you cannot
use.

*Some BlueAdvantage (PPO)*M plans have a $0 plan premium. See the Evidence of Coverage for more information.

Note: BlueAdvantage Freedom (PPO)M does not have Part D prescription drug coverage.

H7917 26PECL_C (08/25)
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1 Cameron Hill Circle | Chattanooga, TN 37402 | bcbstmedicare.com

Nondiscrimination Notice

BlueCross BlueShield of Tennessee
(BlueCross), including its subsidiaries,
complies with applicable Federal civil
rights laws and does not discriminate on
the basis of race, color, national origin,
age, disability or sex'. BlueCross does not
exclude people or treat them less favorably
because of race, color, national origin, age,
disability or sex.

BlueCross:

* Provides people with disabilities
reasonable modifications and free
appropriate auxiliary aids and services
to communicate effectively with us,
such as: (1) qualified sign language
interpreters and (2) written information
in other formats, such as large print,
audio and accessible electronic formats.

* Provides free language assistance
servicesto people whose primary
language is not English, such as:

(1) qualified interpreters and
(2) information written in other languages.

If you need these reasonable
modifications, appropriate auxiliary aids
and services, or language assistance
services, contact Member Service at the
number on the back of your Member ID
card or call 1-800-831-2583, TTY 711.
From Oct. 1 to March 31, you can call us
7 days a week from 8 a.m. to 9 p.m. ET.
From April 1 to Sept. 30, you can call
us Monday through Friday from 8 a.m.
to 9 p.m. ET. Our automated phone
system may answer your call outside

of these hours and during holidays.

If you believe that BlueCross 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 (“Nondiscrimination
Grievance”).

For help with preparing and submitting

your Nondiscrimination Grievance, contact
Member Service at the number on the

back of your Member ID card or call
1-800-831-2583, TTY 711. They can provide
you with the appropriate form to use in
submitting a Nondiscrimination Grievance.
You can file a Nondiscrimination Grievance
in person or by mail, fax or email. Address
your Nondiscrimination Grievance to:
Nondiscrimination Grievance; c/o Manager,
Operations, Member Benefits Administration;
1 Cameron Hill Circle, Suite 0019,
Chattanooga, TN 37402-0019; 423-591-9208
(fax); Nondiscrimination_Office GM@bcbst.com
(email).

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

509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 1-800-537-7697 (TDD),
Monday through Friday, 8 a.m. to 6 p.m. ET.
Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

You can contact BlueCross's Nondiscrimination
Coordinator at 423-535-1010 (phone),
Nondiscrimination_CoordinatorGM@bcbst.com
(email), or Corporate Compliance, 1 Cameron
Hill Circle, 1.4, Chattanooga, TN 37402.

This notice is available at BlueCross’s website:
bcbst.com.

BlueCross BlueShield of Tennessee, Inc.,
an Independent Licensee of the BlueCross
BlueShield Association

! Consistent with the scope of sex discrimination
described at 45 CFR 92.101(a)(2)

H7917_26NDNOA_C (08/25)



Notice of Availability of Language Assistance Services

and Auxiliary Aids and Services

ATTENTION: If you speak English, free language
assistance services are available to you. Appropriate
auxiliary aids and services to provide information

in accessible formats are also available free of
charge. Call 1-800-831-25383 (TTY: 711) or speak

to your provider.

ATENCION: Si habla espanol, tiene a su disposicion
servicios gratuitos de asistencia linglistica. También
estan disponibles de forma gratuita ayuda y servicios
auxiliares apropiados para proporcionar informacion
en formatos accesibles. Llame al 1-800-831-2583
(TTY: 711) o hable con su proveedor.

LUU Y: Néu ban néi tiéng Viét, , chung t6i cung cap
mién phi cac dich vu ho trd ngén ngtr. Cac ho tra dich
vu phu hdp d€ cung cap thong tin theo céc dinh dang
dé ti€p can cling dudc cung cap mlenphl Vui Iong goi
theo s6 1-800-831-2583 (Nguoi khuyét tat: 711) hoac
trao d&i v6i ngudi cung cép dich vu cla ban.
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:ie- an RAR FPSi BV R TN IR ELE SR

#ﬂﬂﬂﬁﬁ% SR T B ARSI Rig s
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BWEI RS 1R (.

Bl 2L 651 A A7 2] SUEAL Gl Al Had HIMERL AGPAL
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H’LL BudsH, 89, 1- 800 837 2583 (TTY: 711) uz 51 520
DAL AHIZL UELAL A2 Ald 520,

ATTENTION : Si vous parlez Frangais, des

services d'assistance linguistique gratuits sont a
votre disposition. Des aides et services auxiliaires
appropriés pour fournir des informations dans des
formats accessibles sont également disponibles
gratuitement. Appelez le 1-800-831-2583 (TTY : 711)
ou parlez a votre fournisseur.

PAANL:- RIFCE 292614 NPYE $2YR £D& AIA Y
N9 £PCNAPFA: (DLEY NTLEA PCRT ATIDLAN TN,
U TELI96 MHPTF AE A AT R U N19 8NEA:
Nhah ®MC 1-800-831-2583 (TTY: 711) L2MA DL
RAN T APGNPT 964

e < AT Ay B2 rera 2, A1 e o g s
Hg [l HOEIU EREE- 'élt'il %:l qelH SII*’N‘II n'\ﬂl"i”h”l
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forF goereer 1 1-800-831-2583 (TTY: 711) e =ter
T AT AT TETAT T AT FE

BHUMAHWE: Ecnu Bbl roBopuTe Ha pycckuii, Bam
[OCTYNHbI GecnnaTHble yCrnyru Si3bIKOBOW NOAAEPKKM.
CooTBeTCTBYIOLLME BCIOMOraTenkbHbIE CPEACTBa

1 yCryrv no npegocTaBneHvio MHdopmMaumm B
AOCTYMHbIX hopmaTax TaikKe NpeaocTaBnsoTCs
BecnnaTtHo. lMo3BoHWTe no TenedgoHy 1-800-831-2583
(TTY: 711) unu obpaTtuteck K CBOeMy NOCTaBLLNKY
yCnyr.
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ACHTUNG: Wenn Sie Deutsch sprechen,
stehen Ihnen kostenlose Sprachassistenzdienste
zur Verfugung. Entsprechende Hilfsmittel und
Dienste zur Bereitstellung von Informationen

in barrierefreien Formaten stehen ebenfalls
kostenlos zur Verfligung. Rufen Sie
1-800-831-2583 (TTY: 711) an oder sprechen
Sie mit |hrem Provider.

A BAZEEFEhDE5E, BERoSELE
45 Eipn tz\»z‘_aﬁumu#rwawo F 21
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¥, 1-800-831-2583 (TTY : 711 ) T THEF
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ATANSYON: Si w pale Kreyol Ayisyen, gen sévis
ed pou lang a dispozisyon w gratis. Ed ak sévis
oksilye apwopriye pou bay enfomasyon nan
foma aksesib yo a dispozisyon gratis tou. Rele
nan 1-800-831-2583 (TTY: 711) oswa pale avek
founisé swen w lan.

ATENCAO: Se vocé fala [Portugués],
servigos gratuitos de assisténcia linguistica
estao disponiveis para vocé. Auxilios e
servigcos auxiliares apropriados para fornecer
informagoes em formatos acessiveis também
estao disponiveis gratuitamente. Ligue para
1-800-831-2583 (TTY: 711) ou fale com

seu provedor.

12U21U: rlumm:nunm 12, :003mugoedw
wispuuUgg slivin, umgjaaﬂ ua: mydamu
wulLgsgii: sullleli2ynlusuuuuiiswna
lannﬂn T 1-800-831-2583 (TTY: 711)

0 unugiltitamuae)unu.

PAALALA: Kung nagsasalita ka ng Tagalog,
magagamit mo ang mga libreng serbisyong
tulong sa wika. Magagamit din nang libre
ang mga naaangkop na auxiliary na tulong at
serbisyo upang magbigay ng |m_|pormasyon
sa mga naa-access na format. Tumawag sa
1-800-831-2583 (TTY: 711) o makipag-usap
sa iyong provider.
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Notes







We’re right here
when you need us.

bcbstmedicare.com

If you’re a member, call toll-free

1-800-831-2583 TTY 711.

If you’re not a member, call toll-free

1-800-292-5146 TTY 711.

OCT. 1 TO MARCH 31, SEVEN DAYS A WEEK
FROM 8 A.M. TO 9 P.M. ET. FROM APRIL 1

TO SEPT. 30, M-F FROM 8 AM. TO 9 P.M. ET.

R
2 of Tennessee —

©2025 TruHearing, Inc. All Rights Reserved. TruHearing® is a registered trademark of TruHearing, Inc. All other trademarks,
product names, and company names are the property of their respective owners. TruHearing is an independent company that
provides hearing products and/or services for BlueCross BlueShield of Tennessee, Inc. TruHearing does not provide BlueCross
branded products and/or services. TruHearing is solely responsible for the services and/or products they provide. If you want to
know more about the coverage and costs of Original Medicare, look in your current "Medicare & You" handbook. View it online
at medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should
call 1-877-486-2048. BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the Blue Cross Blue Shield Association
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