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Outline of Medicare Supplement Coverage – Cover Page: 
Standard Medicare Supplement Benefit Plans A, B, F, I and J 

 
Medicare Supplement insurance can be sold in only ten standard plans plus two high deductible plans. This chart 
shows the benefits included in each plan. Every company must make available Plan “A”. Some plans may not be 
available in Colorado. 
 
BASIC BENEFITS:  Included in all Plans. 
 Hospitalization:  Part A coinsurance plus coverage for 365 additional days after Medicare benefits end. 

Medical Expenses:  Part B coinsurance (20% of Medicare-approved expenses) or, in the case of hospital 
outpatient department services under a prospective payment system, applicable 
Copayments. 

Blood:  First three pints of blood each year. 
 

You have the option to purchase an Anthem Medicare Supplement Plan shown in gray.  
 

A B C D E F F† G H I J J† 

Basic 
 Benefits 

Basic 
 Benefits 

Basic  
Benefits 

Basic 
 Benefits 

Basic 
 Benefits 

Basic 
 Benefits 

Basic  
Benefits 

Basic 
 Benefits 

Basic 
 Benefits 

Basic 
 Benefits 

  
Skilled  
Nursing 

Coinsurance  

Skilled  
Nursing 

Coinsurance  

Skilled  
Nursing 

Coinsurance  

Skilled  
Nursing 

Coinsurance  

Skilled  
Nursing 

Coinsurance  

Skilled  
Nursing 

Coinsurance  

Skilled  
Nursing 

Coinsurance  

Skilled  
Nursing 

Coinsurance  

 Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

  Part B 
Deductible    Part B 

Deductible     Part B 
Deductible  

     
Part B 
Excess 
100% 

Part B 
Excess 

80% 
 Part B Excess 

100% 
Part B Excess 

100% 

  
Foreign 
Travel 

Emergency 

Foreign 
Travel 

Emergency 

Foreign 
Travel 

Emergency 

Foreign 
Travel 

Emergency 

Foreign 
Travel 

Emergency 

Foreign 
Travel 

Emergency 

Foreign 
Travel 

Emergency 

Foreign 
Travel 

Emergency 

   At-Home 
Recovery   At-Home 

Recovery  At-Home 
Recovery 

At-Home 
Recovery 

       Basic Drugs 
($1,250 Limit) 

Basic Drugs 
($1,250 Limit) 

Extended 
Drugs 

($3,000 Limit) 

    Preventive 
Care     Preventive 

Care 

 
† Standard Medicare Supplement Plans F and J have an option called a high deductible Plan F and high deductible 
Plan J. These high deductible plans pay the same or offer the same benefits a Plans F and J after one has paid a 
calendar year $1,730 deductible. Benefits from high deductible Plans F and J will not begin until out-of-pocket 
expenses are $1,730. Out-of-Pocket expenses for this deductible are expenses that would ordinarily be paid by the 
policy. These expenses include the Medicare deductibles for Part A and Part B, but does not include, in Plan J, the 
plan’s separate prescription drug deductible or, in Plans F and J, the plan’s separate foreign travel emergency 
deductible. Anthem does not offer a high deductible option for Standard Medicare Supplement Plans F and J. 

 
An independent licensee of the Blue Cross and Blue Shield Association. Anthem Blue Cross and Blue Shield is the trade name of Rocky Mountain Hospital and Medical Service, Inc. ® Registered marks Blue Cross and Blue Shield Association. 



98
77

5 
(R

ev
. 1

-0
5)

 V
3 

   
   

   
  

 P
ag

e 
2 

of
 1

4 

PR
EM

IU
M

 IN
FO

RM
AT

IO
N 

 
Th

es
e 

m
on

th
ly

 p
re

m
iu

m
s 

ar
e 

ef
fe

ct
iv

e 
Ja

nu
ar

y 
1,

 2
00

5.
 

W
e,

 A
nt

he
m

 B
lu

e 
Cr

os
s 

an
d 

Bl
ue

 S
hi

el
d,

 c
an

 o
nl

y 
ra

is
e 

yo
ur

 p
re

m
iu

m
 if

 w
e 

ra
is

e 
th

e 
pr

em
iu

m
 fo

r a
ll 

po
lic

ie
s 

lik
e 

yo
ur

s 
in

 th
is

 s
ta

te
. P

re
m

iu
m

s 
au

to
m

at
ic

al
ly

 in
cr

ea
se

 a
s 

yo
u 

ge
t o

ld
er

. Y
ou

 c
an

 e
xp

ec
t y

ou
r p

re
m

iu
m

s 
to

 in
cr

ea
se

 d
ue

 to
 c

ha
ng

es
 in

 a
ge

. 
PL

AN
 A

 
PL

AN
 B

 
PL

AN
 F

 
Ag

e 
at

  
En

ro
llm

en
t 

M
al

e 
Fe

m
al

e 
M

al
e 

Fe
m

al
e 

M
al

e 
Fe

m
al

e 

<6
5 

Di
sa

bl
ed

 
M

1 
   

 $
13

8.
00

 
M

2 
   

 $
12

6.
60

 
M

1 
   

 $
12

9.
60

 
M

2 
   

 $
11

8.
80

 
M

1 
   

 $
15

0.
70

 
M

2 
   

 $
13

8.
20

 
M

1 
   

 $
14

3.
50

 
M

2 
   

 $
13

1.
50

 
M

1 
   

 $
20

5.
10

 
M

2 
   

 $
18

8.
10

 
M

1 
   

 $
19

9.
00

 
M

2 
   

 $
18

2.
50

 

65
 - 

69
 

M
1 

   
   

$9
4.

00
 

M
2 

   
   

$8
6.

20
 

M
1 

   
   

$8
7.

20
 

M
2 

   
   

$7
9.

90
 

M
1 

   
  $

10
6.

70
 

M
2 

   
   

 $
97

.9
0 

M
1 

   
   

$9
8.

70
 

M
2 

   
   

$9
0.

50
 

M
1 

   
 $

13
7.

80
 

M
2 

   
 $

12
6.

30
 

M
1 

   
 $

12
9.

70
 

M
2 

   
 $

11
9.

00
 

70
 –

 7
4 

M
1 

   
  $

11
2.

50
 

M
2 

   
  $

10
3.

20
 

M
1 

   
  $

10
2.

50
 

M
2 

   
   

$9
4.

00
 

M
1 

   
 $

12
7.

50
 

M
2 

   
 $

11
6.

90
 

M
1 

   
 $

11
6.

20
 

M
2 

   
 $

10
6.

60
 

M
1 

   
 $

16
8.

30
 

M
2 

   
 $

15
4.

30
 

M
1 

   
 $

15
3.

10
 

M
2 

   
 $

14
0.

40
 

75
 -7

9 
M

1 
   

 $
12

8.
90

 
M

2 
   

 $
11

8.
20

 
M

1 
   

 $
11

7.
80

 
M

2 
   

  $
10

8.
00

 
M

1 
   

 $
14

5.
90

 
M

2 
   

 $
13

3.
80

  
M

1 
   

 $
13

3.
00

 
M

2 
   

 $
12

2.
00

 
M

1 
   

 $
19

2.
60

 
M

2 
   

 $
17

6.
60

 
M

1 
   

 $
17

5.
20

 
M

2 
   

 $
16

0.
70

 

80
+ 

M
1 

   
 $

14
2.

80
 

M
2 

   
 $

13
0.

90
 

M
1 

   
 $

12
6.

80
 

M
2 

   
 $

11
6.

20
 

M
1 

   
 $

16
0.

90
 

M
2 

   
 $

14
7.

60
 

M
1 

   
 $

14
3.

80
 

M
2 

   
 $

13
1.

90
 

M
1 

   
 $

21
1.

90
 

M
2 

   
 $

19
4.

40
 

M
1 

   
 $

18
9.

50
 

M
2 

   
 $

17
3.

70
 

  
PL

AN
 I 

PL
AN

 J
 

Ag
e 

at
  

En
ro

llm
en

t 
M

al
e 

Fe
m

al
e 

M
al

e 
Fe

m
al

e 

<6
5 

Di
sa

bl
ed

 
M

1 
   

 $
30

7.
40

 
M

2 
   

 $
28

1.
90

 
M

1 
   

 $
29

2.
10

 
M

2 
   

 $
26

7.
90

 
M

1 
   

 $
36

2.
50

 
M

2 
   

 $
33

1.
00

 
M

1 
   

 $
34

4.
40

 
M

2 
   

 $
31

4.
50

 

65
 - 

69
 

M
1 

   
 $

21
7.

40
 

M
2 

   
 $

19
9.

40
 

M
1 

   
 $

20
1.

10
 

M
2 

   
 $

18
4.

40
 

M
1 

   
 $

25
6.

40
 

M
2 

   
 $

23
3.

90
 

M
1 

   
 $

23
7.

00
 

M
2 

   
 $

21
6.

40
 

70
 –

 7
4 

M
1 

   
 $

26
2.

30
 

M
2 

   
 $

24
0.

50
 

M
1 

   
 $

23
8.

10
 

M
2 

   
 $

21
8.

40
 

M
1 

   
 $

30
9.

40
 

M
2 

   
 $

28
2.

40
 

M
1 

   
 $

28
0.

80
 

M
2 

   
 $

25
6.

40
 

75
 -7

9 
M

1 
   

 $
30

1.
30

 
M

2 
   

 $
27

6.
40

 
M

1 
   

 $
27

3.
60

 
M

2 
   

 $
25

1.
00

 
M

1 
   

 $
35

5.
30

 
M

2 
   

 $
32

4.
30

 
M

1 
   

 $
32

2.
60

 
M

2 
   

 $
29

4.
60

 

80
+ 

M
1 

   
 $

33
1.

70
 

M
2 

   
 $

30
4.

10
 

M
1 

   
 $

29
6.

00
 

M
2 

   
 $

27
1.

50
 

M
1 

   
 $

39
1.

00
 

M
2 

   
 $

35
7.

00
 

M
1 

   
 $

34
8.

90
 

M
2 

   
 $

31
8.

50
 

 
Ru

ra
l c

ou
nt

ie
s 

in
clu

de
 A

la
m

os
a,

 A
rc

hu
le

ta
, B

ac
a,

 B
en

t, 
Ch

af
fe

e,
 C

he
ye

nn
e,

 C
le

ar
 C

re
ek

, C
on

ej
os

, C
os

till
a,

 C
ro

wl
ey

, C
us

te
r, 

De
lta

, D
ol

or
es

, E
ag

le
, E

lb
er

t, 
Fr

em
on

t, 
G

ar
fie

ld
, G

ilp
in

, G
ra

nd
, G

un
ni

so
n,

 H
in

sd
al

e,
 H

ue
rfa

no
, J

ac
ks

on
, K

io
wa

, K
it 

Ca
rs

on
, L

a 
Pl

at
a,

 L
ak

e,
 L

as
 A

ni
m

as
, L

in
co

ln
, L

og
an

, M
in

er
al

, M
of

fa
t, 

M
on

te
zu

m
a,

 
M

on
tro

se
, M

or
ga

n,
 O

te
ro

, O
ur

ay
, P

ar
k,

 P
hi

llip
s,

 P
itk

in
, P

ro
we

rs
, R

io
 B

la
nc

o,
 R

io
 G

ra
nd

e,
 R

ou
tt,

 S
ag

ua
ch

e,
 S

an
 J

ua
n,

 S
an

 M
ig

ue
l, 

Se
dg

wi
ck

, S
um

m
it,

 T
el

le
r, 

W
as

hi
ng

to
n,

 Y
um

a 

M
1 

– 
Ad

am
s,

 A
ra

pa
ho

e,
 B

ou
ld

er
, 

Br
oo

m
fie

ld
, D

en
ve

r, 
Do

ug
la

s,
 J

ef
fe

rs
on

, 
La

rim
er

, a
nd

 P
ue

bl
o 

co
un

tie
s 

 M
2 

– 
El

 P
as

o,
 M

es
a,

 W
el

d 
an

d 
ru

ra
l 

co
un

tie
s 

 



98775 (Rev. 1-05)  V3            

 Page 3 of 14 

 

DISCLOSURES 
(all plans) 

Use this outline to compare benefits and premiums among policies. 
 
 

READ YOUR POLICY VERY CAREFULY 
This is only an outline describing your policy’s most important features. The policy is your insurance contract. You 
must read the policy itself to understand all of the rights and duties of both you and your insurance company.  
 

RIGHT TO RETURN POLICY 
If you find you are not satisfied with your policy, you may return it to Anthem Blue Cross and Blue Shield, P.O. Box 
17349, Denver, CO 80217-0349. If you send the policy back to us within 30 days after you receive it, we will treat 
the policy as if it had never been issued and return all of your payments minus any amounts paid in claims.  
 

 

POLICY REPLACEMENT 
If you are replacing another health insurance policy, do NOT cancel it until you have actually received approval of 
your new policy and are sure you want to keep it. 
 

NOTICE 
This policy may not fully cover all of your medical costs. Neither Anthem Blue Cross and Blue Shield nor its agents 
are connected with Medicare. This outline of coverage does not give all the details of Medicare coverage. Contact 
your local Social Security Office or consult “Medicare & You” for more details. 
 
 

COMPLETE ANSWERS ARE VERY IMPORTANT 
When you fill out the application for the new policy, be sure to answer truthfully and completely all questions about 
your medical and health history, if required. The company may cancel your policy and refuse to pay any claims if 
you leave out or falsify important medical information. Review the application carefully before you sign it. Be certain 
that all information has been properly recorded. 
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PLANS A & B 
Medicare (Part A) – Hospital Services – Per Benefit Period 

SERVICES MEDICARE PAYS PLAN PAYS  YOU PAY 
HOSPITALIZATION* 
Semi-private room and board, general nursing and 
miscellaneous services and supplies 
 
First 60 days 

 
 
 
 

All but $912/benefit 
period* 

Plan A $0 
 
 
 

Plan B $912* 
(Part A Deductible) 

Plan A $912 
(Part A Deductible) 

 
 

Plan B $0 

61st through 90th day All but $228 a day  $228/day $0 

91st day and after: 
While using 60 lifetime reserve days  

 
All but $456 a day  

 
$456/day 

 
$0 
 

Once lifetime reserve days are used – Additional 
365 days $0 100% of Medicare 

eligible expensed 
$0** 

 

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 3 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 $114 a day  $0 Up to $114 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 
Available as long as your doctor certifies you are 
terminally ill and you elect to receive these services 

All but very limited 
coinsurance for 

outpatient drug and 
inpatient respite 

care. 

$0 Balance 

 
*  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 for 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 changes and the amount Medicare would have paid. 
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(Plans A & B continued)  Medicare (Part B) – Medical Services – Per Calendar Year 
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, durable medical 
equipment. 
 
First $110 of Medicare-Approved Amounts*** (Part 
B Deductible) 

 
 
 
 
 
 
 
 

$0 

 
 
 
 
 
 
 
 

 $0 
 

 
 
 
 
 
 
 
 
  

$110 
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 $110 of Medicare -Approved Amounts *** $0 $0 All Costs 
Remainder of Medicare –Approved Amounts  80% 20% $0 
CLINICAL LABORATORY SERVICES – Blood 
Tests For Diagnostic Services 

 
100% 

 
$0 

 
$0 

MEDICARE PARTS A AND B  

HOME HEALTH CARE    
MEDICARE- APPROVED SERVICES – Medically 
necessary skilled care services and medical 
supplies 

100% $0 $0 

Durable medical equipment – first $110 of Medicare 
– Approved Amounts ** $0  $0  $110 

Remainder of Medicare – Approved Amounts  80% 20% $0 
 

***  Once you have been billed $110 of Medicare – Approved amounts for covered services your Part B       
Deductible will have been met for the calendar year. 

**** In the case of the hospital outpatient department services under a prospective payment system, generally 
Medicare pays a pre -determined fee for a specific service, and this plan pays the remaining applicable 
Copayment. 
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PLAN F 
Medicare (Part A) – Hospital Services – Per Benefit Period 

 
SERVICES 

 
MEDICARE PAYS 

 
PLAN PAYS 

 
YOU PAY 

HOSPITALIZATION* 
Semi –private room and board, 
general nursing and miscellaneous 
services and supplies 
 
First 60 days 

 
 
 
 

All but $912/benefit 
period* 

 
 
 
 

$912* 
(Part A Deductible) 

 
 
 
 

$0 

61st through 90th day All but $228 a day $228/ day  $0 
91st day and after: 
While using 60 lifetime reserve 
days All but $456 a day  $456/day $0 
Once lifetime reserve days are 
used –Additional 365 days $0 

100% of Medicare eligible 
expenses $0** 

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 3 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 $114 a day Up to $114 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 
Available as long as your doctor 
certifies you are terminally ill and 
you elect to receive these services 

All but very limited co-
insurance for outpatient 

drugs and inpatient respite 
care. 

$0 Balance 

 
*  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 for 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 changes and the amount Medicare would have paid. 
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(Plan F Continued)  Medicare (Part B) – Medical Services – Per Calendar Year 
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, durable medical equipment. 
 
First $110 of Medicare-Approved Amounts *** 
(Part B Deductible) $0 $110 $0 
Remainder of Medicare –Approved Amounts Generally 80% **** Generally 20% **** $0 
Part B Excess Charges (Above Medicare-Approved 
Amounts) $0 100% $0 

BLOOD    
First three pints $0 All Costs $0 
Next $110 of Medicare -Approved Amounts *** $0 $110 $0 
Remainder of Medicare -Approved Amounts 80% 20% $0 
CLINICAL LABORATORY SERVICES – Blood Tests For 
Diagnostic Services 100% $0 $0 
MEDICARE PARTS A AND B    

HOME HEALTH CARE 
MEDICARE-APPROVED SERVICES – Medically 
necessary skilled care services and medical supplies 100% $0 $0 
 
Durable medical equipment – first $110 of Medicare-
Approved Amounts *** 
 $0 $110 $0 
Remainder of Medicare -Approved Amounts 80% 20% $0 
 
OTHER BENEFITS – NOT COVERED BY MEDICARE 

   

 
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 benefit 

of $50,000 

20% and 
amounts over 
the $50,000 
maximum 

 
***  Once you have been billed $110 of Medicare-Approved amounts for covered services your Part B deductible 

will have been met for the calendar year. 
**** In the case of the hospital outpatient department services under a prospective payment system, generally 

Medicare pays a pre -determined fee for a specific service, and this plan pays the remaining applicable 
Copayment. 
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PLAN I 
 

Medicare (Part A) – Hospital Services – Per Benefit Period 
SERVICES MEDICARE PAYS PLAN PAYS  YOU PAY 
HOSPITALIZATION* 
Semi-private room and board, general 
nursing and miscellaneous services and 
supplies 
First 60 days 

All but $912/benefit 
period 

$912* (Part A 
Deductible) $0 

 
61st through 90th day 
 

All but $228 a day $228/day $0 

91st day and after: 
While using 60 lifetime reserve days All but $456 a day $456/day $0 
Once lifetime reserve days are used – 
Additional 365 days $0 

100% of Medicare 
eligible expenses $0** 

 
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 3 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 $114 a day Up to $114 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 
Available as long as your doctor certifies 
you are terminally ill and you elect to 
receive these services  
 

All but very limited co-
insurance for outpatient 

drugs and inpatient 
respite care. 

$0 Balance 

 
*  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 for 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 changes and the amount Medicare would have paid. 
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(Plan I Continued)  Medicare (Part B) – Medical Services – Per Calendar Year 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY 
MEDICAL EXPENSES – IN OR OUT OF THE 
HOSPITSAL AND OUTPATIENT HOSPITAL 
TREATMENT, such as physician’s services, 
inpatient and outpatient medical and surgical 
services and supplies, physical and speech 
therapy, diagnostic tests, durable medical 
equipment. 
 
First $110 of Medicare-Approved Amounts *** 
(Part B Deductible) $0 $0 $110 
Remainder of Medicare -Approved Amounts Generally 80%**** Generally 20%**** $0 
Part B Excess Charges (Above Medicare-
Approved Amounts) $0 100% $0 
BLOOD    
First three pints $0 All Costs  $0 
Next $110 of Medicare -Approved Amounts *** $0 $0 $110 
Remainder of Medicare -Approved Amounts 80% 20% $0 
CLINICAL LABORATORY SERVICES - Blood 
Tests For Diagnostic Services 100% $0 $0 

MEDICARE PARTS A AND B    

HOME HEALTH CARE 
MEDICARE-APPROVED SERVICES – 
Medically necessary skilled care services and 
medical supplies 100% $0 $0 
Durable medical equipment – first $110 of 
Medicare-Approved Amounts *** $0 $0 $110 
Remainder of Medicare-Approved Amounts 80% 20% $0 
AT-HOME RECOVERY SERVICES – NOT 
COVERED BY MEDICARE – Home care 
certified by your doctor, for personal care 
during recovery from an injury or sickness for 
which Medicare approved a Home Care 
Treatment Plan. 
 
Benefit for each visit 

 
 
 
 
 
 
 

$0 

 
 
 
 
 
 

Actual charges to 
$40 a visit  

 
 
 
 
 
 
 

Balance 

Number of visits covered (must be received 
within eight weeks of last Medicare-Approved 
visit) 

$0 

Up to the number of 
Medicare Approved 
visits, not to exceed 

7 each week 

 

Calendar year maximum $0 $1,600  
 
***  Once you have been billed $110 of Medicare-Approved amounts for covered services your Part B Deductible 

will have been met for the calendar year. 
**** In the case of the hospital outpatient department services under a prospective payment system, generally 

Medicare pays a pre -determined fee for a specific service, and this plan pays the remaining applicable 
Copayment. 



98775 (Rev. 1-05)  V3            

 Page 10 of 14 

 
(Plan I continued) 
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY 
OTHER BENEFITS – NOT 
COVERED BY MEDICARE 

   

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 
benefit of $50,000 

20% and amounts over 
the $50,000 maximum 

BASIC OUTPATIENT 
PRESCRIPTION DRUGS – NOT 
COVERED BY MEDICARE 
 
First $250 each calendar year 

 
 
 
 

$0 

 
 
 
 

$0 

 
 
 
 

$250 

Next $2,500 each calendar year  $0 50% - $1,250 calendar yr. 
maximum benefit 

50% and all costs after 
$1,250 calendar yr. 

maximum 
 
Over $2,500 each calendar year 
 

$0 $0 All Costs 
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PLAN J 
 

Medicare (Part A) – Hospital Services – Per Benefit Period 
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY 
HOSPITALIZATION* 
Semi-private room and board, general 
nursing and miscellaneous services and 
supplies 
 
First 60 days 

 
 
 
 

All but $912/benefit 
period* 

 
 
 

$912* (Part A Deductible) 

 
 
 

$0 

 
61st through 90th day 
 

All but $228 a day $228/day $0 

91st day and after: 
While us ing 60 lifetime reserve days All but $456 a day $456/day $0 

Once lifetime reserve days are used- 
Additional 365 days  $0 100% of Medicare eligible 

expenses $0** 

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 3 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 $114 a day  Up to $114 a day $0 

BLOOD    

First three pints  $0  3 pints $0 
Additional amounts  100%  $0 $0 
HOSPICE CARE  
Available as long as your doctor certifies 
you are terminally ill and you elect to 
receive these services  

All but very limited co-
insurance for 

outpatient drugs and 
inpatient respite care. 

$0 Balance 

 
*  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 for 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 changes and the amount Medicare would have paid. 
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(Plan J continued)  Medicare (Part B) – Medical Services – Per Calendar Year 

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 test, 
durable medical equipment. 
 
First $110 of Medicare-Approved Amounts*** 
(Part B Deductible) 

 
 
 
 
 
 

$0 

 
 
 
 
 
 

$110 

 
 
 
 
 
 

$0 

Remainder of Medicare -Approved Amounts Generally 80%**** Generally20%**** $0 
Part B Excess Charges (Above Medicare -Approved 
Amounts) $0 100% $0 

BLOOD    
First three pints $0 All Costs  $0 
Next $110 of Medicare -Approved Amounts *** $0 $110 $0 
Remainder of Medicare -Approved Amounts 80% 20% $0 
CLINICAL LABORATORY SERVICES – Blood Tests 
For Diagnostic Services 100% $0 $0 

MEDICARE PARTS A AND B    
HOME HEALTH CARE 
 
MEDICARE-APPROVED SERVICES – Medically 
necessary skilled care services and medical supplies 

 
100%  

 
$0 

 
$0 

Durable medical equipment – first $110 of Medicare-
Approved Amounts*** $0 $110 $0 

Remainder of Medicare -Approved Amounts 80% 20% $0 
AT-HOME RECOVERY SERVICES – NOT COVERED 
BY MEDICARE – Home care certified by your doctor, 
for personal care during recovery from an injury or 
sickness for which Medicare approved a Home Care 
Treatment Plan. 

   

Benefit for each visit $0 Actual charges to $40 
a visit  Balance 

Number of visit’s covered (must be received within 
eight weeks of last Medicare-Approved visit) $0 

Up to the number of 
Medicare Approved 

visits, not to exceed 7 
each week 

 

 
Calendar year maximum $0 $1,600  

 
***  Once you have been billed $110 of Medicare-Approved amounts for covered services your Part B Deductible 

will have been met for the calendar year. 
**** In the case of the hospital outpatient department services under a prospective payment system, generally 

Medicare pays a pre -determined fee for a specific service, and this plan pays the remaining applicable 
Copayment. 
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(Plan J continued) 
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY 
OTHER BENEFITS – NOT COVERED BY 
MEDICARE 

   

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 benefit 

of $50,000 

20% and 
amounts over 
the $50,000 
maximum 

EXTENDED OUTPATIENT PRESCRIPTION 
DRUGS – NOT COVERED BY MEDICARE 
 
First $250 each calendar year 

 
 
 

$0 

 
 
 

$0 

 
 
 

$250 

Next $6,000 each calendar year $0 
50% - $3,000 
calendar year 

maximum benefit 

50% and all 
costs after 

$3,000 calendar 
yr. maximum 

 
 
Over $6,000 each calendar year  
 

$0 $0 All Costs 

PREVENTIVE MEDICAL CARE BENEFIT ***** 
NOT COVERED BY MEDICARE 
 
Some annual physical and preventive tests & 
services such as: digital rectal exam, hearing 
screening, dipstick urinalysis, diabetes screening, 
thyroid function test, tetanus and diptheria booster 
and education, administered or ordered by your 
doctor when not covered by Medicare. 
 

   

First $120 each calendar year $0 $120 $0 
Additional charges  $0 $0  All Costs 
 
*****  Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with 

Medicare.
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