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Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules. If you
have any questions, you can call and speak to a Customer Service representative at 1-877-842-7564 (TTY: 711).
We are open October 1 — March 31, daily, 8 a.m. to 8 p.m., local time, Monday through Friday. If you are
calling from April 1 through September 30, alternate technologies (for example, voicemail) will be used on
weekends and holidays.

Understanding the Benefits

Review the full list of benefits found in the Evidence of Coverage (EOC), especially for those services
for which you routinely see a doctor. Visit www.bcbsok.com/retiree-medicare-tools or call
1-877-838-3833 (TTY: 711) to request a copy of the EOC.

Review the Provider Finder (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 provider.

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.

Review the formulary to make sure your drugs are covered.

Understanding Important Rules

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

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2027.



http://www.bcbsok.com/retiree-medicare-tools

SECTION | - INTRODUCTION TO
SUMMARY OF BENEFITS

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, call us
and ask for the Evidence of Coverage. You can also see the Evidence of Coverage on our website,
www.bcbsok.com/retiree-medicare-tools.

You have choices about how to get your Medicare benefits

e One choice is to get prescription drug coverage through a Medicare Prescription Drug Plan, like Blue
Cross Group MedicareRx (PDP).

e Another choice is to get your prescription drug coverage through a Medicare Advantage Plan (like an
HMO or PPO) or another Medicare health plan that offers Medicare prescription drug coverage. You
get all your Part A and Part B coverage, and prescription drug coverage (Part D), through these plans.

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Blue Cross Group MedicareRx (PDP) covers
and what you pay.

e |f you want to compare our plan with other Prescription Drug Plans, ask the other plans for their
Summary of Benefits booklets. Or use the Medicare Plan Finder on www.medicare.gov.

e |f you want to know more about the coverage and costs of Original Medicare, look in your current
"Medicare & You" handbook. View it online at www.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.

Sections in this booklet

e Things to Know About Blue Cross Group MedicareRx (PDP).
e Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services.
e Covered Medical and Hospital Benefits.

e Prescription Drug Benefits.

This document is available in other formats such as Braille, large print or audio.

This document may be available in a non-English language. For additional information, call us at
1-877-838-3833 (TTY: 711).

Things to Know About Blue Cross Group MedicareRx (PDP)
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Hours of Operation & Contact Information

e From October 1 to March 31, we’re open 8 a.m. — 8 p.m., local time, 7 days a week.

e From April 1 to September 30, we’re open 8 a.m. — 8 p.m., local time, Monday through Friday. If you
are calling from April 1 through September 30, alternate technologies (for example, voicemail) will be
used on weekends and holidays.

o |f you are a member of this plan, call us at 1-877-838-3833, (TTY: 711).
e |f you are not a member of this plan, call us at 1-877-842-7564, (TTY: 711).

e QOur website: www.bcbsok.com/retiree-medicare-tools.

Who can join?

To join Blue Cross Group MedicareRx (PDP), you must have both Medicare Part A and Medicare Part B,
meet your employer's eligibility requirements, and be retired. Our service area includes anywhere in the
United States.

Which pharmacies can | use?

Blue Cross Group MedicareRx (PDP) has a network of pharmacies and you must generally use these
pharmacies to fill your prescriptions for covered Part D drugs.

Some of our network pharmacies have preferred cost-sharing. You may pay less if you use these
pharmacies.

You can see our plan's Pharmacy Directory at our website www.bcbsok.com/retiree-medicare-tools.

Or call us at 1-877-838-3833 (TTY: 711) and we will send you a copy of the Pharmacy Directory.

What drugs are covered?

We cover Part D drugs.
e Formulary Name: 5 Tier Standard

e You can see the complete plan Formulary (list of Part D prescription drugs) and any restrictions on our
website, www.bcbsok.com/retiree-medicare-tools.

e Orcall us at 1-877-838-3833 (TTY: 711) and we will send you a copy of the Formulary.

How will | determine my drug costs?

Our plan groups each medication into one of five "tiers." You will need to use your formulary to locate what
tier your drug is on to determine how much it will cost you. The amount you pay depends on the drug's tier
and what stage of the benefit you have reached. Later in this document we discuss the benefit stages that
occur: Initial Coverage and Catastrophic Coverage.

If you have any questions about this plan's benefits or costs, please contact Blue Cross and

Blue Shield of Oklahoma
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SECTION Il - SUMMARY OF BENEFITS

Blue Cross Group MedicareRx (PDP)*M

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

SERVICES
Monthly Plan For information concerning the actual premiums you will pay, please contact your
Premium employer or your employer group benefits plan administrator. In addition, you must

keep paying your Medicare Part B premium, if you are enrolled.




PRESCRIPTION DRUG BENEFITS

Deductible Because there is no prescription drug deductible for the plan, this payment stage does
not apply to you.

Important Message About What You Pay for Insulin

You won’t pay more than $35 for a one-month supply of each insulin product covered
by our plan, no matter what cost-sharing tier it's on.

Initial Coverage | You pay the following until your yearly out-of-pocket drug costs reach $2,100.

Standard Retail Cost-Sharing

Tier One-month supply Three-month supply
Tier 1 (Preferred Generic) S5 copay $15 copay
Tier 2 (Generic) $7 copay $21 copay
Tier 3 (Preferred Brand) $40 copay $120 copay
Tier 4 (Non-Preferred Drug) $95 copay $285 copay

Tier 5 (Specialty)

33% coinsurance

33% coinsurance

Preferred Retail Cost-Sharing

Tier One-month supply Three-month supply
Tier 1 (Preferred Generic) S0 copay S0 copay
Tier 2 (Generic) S2 copay S6 copay
Tier 3 (Preferred Brand) $25 copay $75 copay
Tier 4 (Non-Preferred Drug) $75 copay $225 copay

Tier 5 (Specialty)

33% coinsurance

33% coinsurance

Standard Mail Order

Tier One-month supply Three-month supply
Tier 1 (Preferred Generic) S5 copay $15 copay
Tier 2 (Generic) $7 copay $21 copay
Tier 3 (Preferred Brand) $40 copay $120 copay
Tier 4 (Non-Preferred Drug) $95 copay $285 copay

Tier 5 (Specialty)

33% coinsurance

33% coinsurance

Preferred Mail Order

Tier One-month supply Three-month supply
Tier 1 (Preferred Generic) SO copay S0 copay
Tier 2 (Generic) S2 copay $6 copay




PRESCRIPTION DRUG BENEFITS

Tier 3 (Preferred Brand) $25 copay $75 copay
Tier 4 (Non-Preferred Drug) $75 copay $225 copay
Tier 5 (Specialty) 33% coinsurance 33% coinsurance

Long-term Care
Tiers 1-5

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

Out-of-network
Tiers 1-5

You may get drugs from an out-of-network pharmacy in specific situations. You
generally must use a network pharmacy to fill your prescription.

Catastrophic
Coverage

After your yearly out-of-pocket drug costs reach $2,100, you pay nothing for covered
Part D drugs.

Please note: Federal law prohibits individuals enrolled in Medicare from using manufacturer coupons or other
drug discounts with their drug plan. Financial assistance to help with the costs of prescription drugs may be
available through the government’s Extra Help/Low Income Subsidy program. You can apply for Extra Help any
time before or after you enroll in Part D. For more information or to apply, visit the Social Security website at
www.ssa.gov and click “Medicare,” then “Apply for Part D Extra Help.”


http://www.ssa.gov/

DISCLAIMERS

This document is available in other alternate formats.

We have free interpreter services to answer any questions you may have about our health or drug plan. To get
an interpreter, just call us at 1-877-838-3833 (TTY: 711). Someone who speaks English can help you. This is a
free service.

Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener sobre
nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al 1-877-838-3833
(TTY: 711). Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Blue Cross Group MedicareRx is a Medicare prescription drug plan with a Medicare contract. Enrollment in
Blue Cross Group MedicareRx depends on contract renewal.

This information is not a complete description of benefits. Contact the plan for more information. Limitations,
copayments, and restrictions may apply. Benefits, premiums and/or copayments/coinsurance may change on
January 1 of each year.

You must continue to pay your Medicare Part B premium.
The formulary and/or pharmacy network may change at any time.

Health coverage is offered by HCSC Insurance Services Company.



Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English knowledge and
first language), age, disability, or sex (as understood in the applicable regulation). We provide people with
disabilities with reasonable modifications and free communication aids to allow for effective
communication with us. We also provide free language assistance services to people whose first language
is not English.

To receive reasonable modifications, communication aids or language assistance free of charge, please call
us at 1-877-838-3833 (TTY: 711).

If you believe we have failed to provide a service, or think we have discriminated in another way, you can
file a grievance with:

Office of Civil Rights Coordinator Phone: 1-855-664-7270 (voicemail)

Attn: Office of Civil Rights Coordinator TTY/TDD: 1-855-661-6965

300 E. Randolph St., 35th Floor Fax: 1-855-661-6960

Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free
phone number listed on the back of your ID card (TTY: 711).

You may file a civil rights complaint with the US Department of Health and Human Services, Office for Civil
Rights, at:

US Dept of Health & Human Services Phone: 1-800-368-1019

200 Independence Avenue SW TTY/TDD: 1-800-537-7697

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Complaint Forms:
hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at bcbsok.com/legal-and-privacy/non-discrimination-notice.

Blue Cross Blue Shield of Oklahoma, A Division of Health Care Service Corporation, a Mutual Legal Reserve
Company, an Independent Licensee of the Blue Cross and Blue Shield Association.
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ATTENTION: If you speak another language, 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 1-877-838-3833 (TTY: 711)
or speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia

Espariol linguistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
Spanish apropiados para proporcionar informacion en formatos accesibles. Llame al
1-877-838-3833 (TTY: 711) o hable con su proveedor
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Frangais sont a votre dlsp05|t|on Des aides et services auxiliaires appropriés pour fournir
French des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 1-877-838-3833 (TTY : 711) ou parlez a votre fournisseur.
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Deutsch Sprachassistenzdienste zur Verfigung. Entsprechende Hilfsmittel und Dienste zur
G Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls
erman | kostenlos zur Verfligung. Rufen Sie 1-877-838-3833 (TTY: 711) an oder sprechen Sie
mit |hrem Prowder
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UWAGA: Osoby moéwigce po polsku mogg skorzystac z bezptatnej pomocy

Polski jezykowej. Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych
Polish formatach sg rowniez dostepne bezptatnie. Zadzwon pod numer 1-877-838-3833
(TTY: 711) lub porozmawiaj ze swoim dostawca.
BHMMAHMWE: Ecnm Bbl rOoBOPUTE Ha PYCCKMIA, BAM A0CTYMHbI BecnaaTHbIe yCayrm
Pycokwit A3bIKOBOM Noaaep*KKn. COOTBETCTBYIOLLME BCMIOMOraTe/IbHble CPpeacTBa U
Russian yCAyru no npenocTaBneHmto HGopmMmaLmm B 4OCTYNHbIX GopMaTax TaKKe
npeaocTasastoTca becnnatHo. [o3soHUTe no TenedpoHy 1-877-838-3833 (TTY:
711) nav obpaTUTECH K CBOEMY MOCTABLLUMKY YCAVT.
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng
Tagalog serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na
Taqal auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-
agalog access na format. Tumawag sa 1-877-838-3833 (TTY: 711) o makipag-usap sa
iyong provider.
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Geodo oopSu

Peb muaj kev pab cuam muab tus neeg txhais lus pub dawb los teb txhua nge
Hmoob lus nug uas tej zaum koj muaj ntsig txog peb ghov phiaj xwm tuav pov hwm kho
Hmong mob los sis tshuaj. Yog xav tau ib tus neeg txhais lus, ces cia li hu rau peb

ntawm tus xov tooj 1-877-838-3833 (TTY: 711) xwb. Yuav muaj ib tus neeg uas

hais Lus Hmoob los pab koj. Qhov no yog ib gho kev pab cuam pub dawb xwb.
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LUU Y: Neu ban noi tieng Viet, chung tol cung cap mién, phi cac dich vu
Viét ho trg ngdn nglr, Cac ho tre dich vu phu hgp,dé cyng cap thong tin theo

s cac dinh dang dé tiép can cgn% dwgc cung caﬁ mién phi. Vui |ong goi

Vietnamese | theo sQ 1-877-838-3833 (Nguwoi khuyét tat: 711) hoac trao doi véi ngudi

cung cap dich vu cua ban.
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Blue Cross Group MedicareRx (PDP)”

This information is not a complete description of benefits. Call 1-877-838-3833 (TTY: 711) for more
information.

Prescription drug plans provided by Blue Cross and Blue Shield of Oklahoma, which refers to Health Care
Service Corporation, a Mutual Legal Reserve Company (HCSC), an Independent Licensee of the Blue Cross and
Blue Shield Association. A Medicare-approved Part D sponsor. Enrollment in HCSC's plans depends on contract
renewal.

Premium, copays, coinsurance, and deductibles may vary based on the level of Extra Help you receive. Please
contact the plan for further details.

12



THANK YOU

Connect with us

Contact Information: 1-877-838-3833, TTY: 711
Organization Name: Blue Cross and Blue Shield of Oklahoma

Organization website: www.bcbsok.com
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