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2026 Summary of Benefits
Medicare Advantage Access (PPO),
Connect (PPO) and Secure (PPO)

Need Help?

We’re here to help you select, better understand and use your health and
prescription benefits.

Already a Member?

Q 888-488-9850, TTY 711
8 a.m. to 9 p.m. Central time, seven days a week from Oct. 1 through March 31
8 a.m. to 9 p.m. Central time, Monday through Friday from April 1 through Sept. 30

[<d myNebraskaBlue.com

Need to Enroll?

€0 844-899-6060, TTY 711
8 a.m. to 9 p.m. Central time, seven days a week from Oct. 1 through March 31
8 a.m. to 9 p.m. Central time, Monday through Friday from April 1 through Sept. 30

[<d Medicare.NebraskaBlue.com


http://myNebraskaBlue.com
http://Medicare.NebraskaBlue.com

WHAT YOU SHOULD KNOW 2026

This information is not a complete description of the benefits. A complete list of services is available in the Evidence
of Coverage. You may review the Evidence of Coverage online at Medicare.NebraskaBlue.com or by calling Member
Services at 888-488-9850 (TTY 711).

To join Blue Cross and Blue Shield of Nebraska Medicare Advantage Connect (PP0), Access (PPO), and Secure
(PPO), you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and live in our service area.

Our service area include these counties in Nebraska: Adams, Antelope, Arthur, Blaine, Boone, Buffalo, Burt, Butler,
Cass, Cedar, Chase, Clay, Colfax, Cuming, Custer, Dawson, Deuel, Dodge, Douglas, Dundy, Fillmore, Franklin, Frontier,
Furnas, Gage, Garden, Garfield, Gosper, Grant, Greeley, Hall, Hamilton, Harlan, Hayes, Hitchcock, Holt, Hooker,
Howard, Jefferson, Johnson, Kearney, Keith, Knox, Lancaster, Lincoln, Logan, Loup, Madison, McPherson, Merrick,
Nance, Nemaha, Nuckolls, Otoe, Pawnee, Perkins, Phelps, Pierce, Platte, Polk, Red Willow, Saline, Sarpy, Saunders,
Seward, Sherman, Stanton, Thayer, Thomas, Thurston, Valley, Washington, Wayne, Webster, Wheeler and York.

Blue Cross and Blue Shield of Nebraska Medicare Advantage Connect (PP0), Access (PPO), and Secure (PP0) has a
network of doctors, hospitals, pharmacies, and other providers. If you use the providers that are not in our network,
the plan may not pay for these services.

For more detailed information about our providers and our provider directory, you can call Member Services or visit
our website at NebraskaBlue.com/MedicareProviders.

As a supplemental benefit, medical services are covered at in-network cost shares outside of the service area and
within the U.S. and territories when provided by an in-network Blue Card provider. Please contact Member Services
for assistance in locating a provider outside of the service area. Out-of-network cost shares apply to covered medical
services provided by an out-of-network provider within the service area. Out-of-network cost shares are the same as
in-network cost shares unless specifically noted.


https://Medicare.NebraskaBlue.com
https://NebraskaBlue.com/MedicareProviders

Premium, Deductible, and Maximum Qut-of-Pocket (MOOP)

Connect

Access

Secure

Monthly Plan Premium $0 $30 $91
You must continue to pay

your Medicare Part B

premium.

Deductible This plan has no medical deductible.

MOOP

e In-Network $4,900 $3,900 $2,500
e Combined In- and Out-of- $8,000 $6,200 $4,500

Network

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

Medical Benefits

Connect

Access

Secure

Inpatient Hospital Services* $400 copay per day for $390 copay per day for $250 copay per day for

Our plan covers an unlimited days 1-4 days 1-4 days 1-4

number of days for Medicare- $0 copay for days 5+ $0 copay for days 5+ $0 copay for days 5+

covered inpatient hospital

stays.

Outpatient Hospital

Services®

e Qutpatient hospital $350 copay $350 copay $175 copay
services

e Observation services $350 copay $350 copay $175 copay

Ambulatory Surgical Center $300 copay $295 copay $125 copay

(ASC) Services*




Medical Benefits

Doctor Visits
e Primary Care Providers

e Specialists

$0 copay in person and by
telehealth, in-network
$15 copay in person and
by telehealth, out-of-
network
$35 copay in person and
by telehealth, in-network
50% coinsurance in
person and by telehealth,
out-of-network

$0 copay in person and by
telehealth, in-network

$15 copay in person and
by telehealth, out-of-

network

$35 copay in person and

by telehealth, in-network
50% coinsurance in

person and by telehealth,

out-of-network

$0 copay in person and by
telehealth, in-network
$15 copay in person and
by telehealth, out-of-
network
$20 copay in person and
by telehealth, in-network
$40 copay in person and
by telehealth, out-of-
network

Preventive Care

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

There is no coinsurance, copayment, or deductible for the following Medicare-
covered and supplemental preventive services:

e Abdominal aortic aneurysm screening

Annual physical exam
Annual wellness visit

disease)

Depression screening
Diabetes screening

Glaucoma screening
HIV screening

STls

Bone mass measurement
Breast cancer screenings (mammograms)
Cardiovascular disease risk reduction visit (therapy for cardiovascular

Cardiovascular disease screening tests
Cervical and vaginal cancer screening
Colorectal cancer screening

Diabetes self-management training, diabetic services, and supplies

Immunizations (COVID-19, flu, pneumonia and Hepatitis B)
Medical nutrition therapy

Medicare Diabetes Prevention Program (VIDPP)
Obesity screening and therapy to promote sustained weight loss
Pre-exposure prophylaxis (PrEP) for HIV prevention
Prostate cancer screening exams

Screening and counseling to reduce alcohol misuse

Screening for lung cancer with low dose computed tomography (LDCT)
Screening for Hepatitis C Virus infection
Screening for sexually transmitted infections (STIs) and counseling to prevent

e Smoking and tobacco use cessation (counseling to stop smoking or tobacco

use)

“Welcome to Medicare” preventive visit




Medical Benefits

Emergency Care
e Within the U.S.

The emergency room copay
will be waived if you are
admitted to the hospital
within three days for the
same condition.

e Qutside of the U.S.

$50,000 lifetime limit inclusive
of emergency, urgent care
and transportation outside of
the U.S.

$125 copay

$125 copay

$125 copay

$125 copay

$115 copay

$115 copay

Urgently Needed Services
e Within the U.S.

e (Qutside of the U.S.

$50,000 lifetime limit inclusive
of emergency, urgent care
and transportation outside of
the U.S.

$50 copay in person and
by telehealth

$125 copay

$55 copay in person and
by telehealth

$125 copay

$50 copay in person and
by telehealth

$115 copay

Diagnostic Services/Labs/

Imaging*

e Diagnostic radiology
service (e.g., MR,
CT scan)

o Diagnostic
mammograms

e Labservices

e Diagnostic tests and
procedures

o Provided in an office
setting

o Providedin an
outpatient setting

o Diagnostic
colonoscopies

e (Qutpatient X-rays

e Therapeutic radiology
services

$195 copay

$0 copay

$0 copay in-network
$20 copay out-of-network

$30 copay
$350 copay
$0 copay
$25 copay in-network

$30 copay out-of-network
20% coinsurance

$195 copay

$0 copay

$0 copay in-network
$20 copay out-of-network

$30 copay
$350 copay
$0 copay
$20 copay in-network

$30 copay out-of-network
20% coinsurance

$195 copay

$0 copay

$0 copay in-network
$20 copay out-of-network

$30 copay
$175 copay
$0 copay
$20 copay in-network

$30 copay out-of-network
20% coinsurance




Medical Benefits

Hearing Services

e Medicare-covered

o Provided by a Primary
Care Provider

o Provided by a Specialist

¢ Routine hearing exam
from a TruHearing
provider

e Hearing aids provided by
a TruHearing provider

Basic

Standard

Advanced

Premium

e Hearing aid fitting and
evaluation from a
TruHearing provider

o O O o

$0 copay in-network
$15 copay out-of-network

$35 copay in-network
50% coinsurance out-of-
network

$0 copay once per year

$495 copay per ear
$895 copay per ear
$1,295 copay per ear
$1,695 copay per ear

$0 copay for the year
following your hearing aid
purchase

$0 copay in-network
$15 copay out-of-network
$35 copay in-network
50% coinsurance out-of-
network

$0 copay once per year

$395 copay per ear
$795 copay per ear
$1,195 copay per ear
$1,595 copay per ear

$0 copay for the year
following your hearing aid
purchase

$0 copay in-network
$15 copay out-of-network

$20 copay in-network
$40 copay out-of-network

$0 copay once per year

$295 copay per ear
$695 copay per ear
$1,095 copay per ear
$1,495 copay per ear

$0 copay for the year
following your hearing aid
purchase

Dental Care
e Medicare-covered

e Supplemental Dental
Services

Covered preventive and
comprehensive services
include exams, cleanings,
fillings, crowns, bridges,
dentures, and more.

Supplemental Dental
Services must be provided by
a licensed dental provider.

$35 copay in-network
50% coinsurance out-of-
network

$1,200 maximum benefit
every year

$35 copay in-network
50% coinsurance out-of-
network

$1,500 maximum benefit
every year

$20 copay in-network
$40 copay out-of-network

$1,700 maximum benefit
every year




Medical Benefits

Vision Care
e Medicare-covered

e Medicare-covered
eyewear post-cataract
surgery

¢ Routine eye exam from an
EyeMed provider

e Eyewear provided by an
EyeMed provider

$35 copay in-network

50% coinsurance out-of-
network

$0 copay

$0 copay once per year
in-network
Reimbursement up to $70
once per year out-of-
network

$300 allowance towards

frame and pairs of lenses
or the purchase of
elective contacts,
inclusive of both in-
network and out-of-
network coverage.

$35 copay in-network

50% coinsurance out-of-
network

$0 copay

$0 copay once per year
in-network
Reimbursement up to $70
once per year out-of-
network

$300 allowance towards

frame and pairs of lenses
or the purchase of
elective contacts,
inclusive of both in-
network and out-of-
network coverage.

$20 copay in-network
$40 copay out-of-network

$0 copay

$0 copay once per year
in-network
Reimbursement up to $70
once per year out-of-
network

$300 allowance towards

frame and pairs of lenses
or the purchase of
elective contacts,
inclusive of both in-
network and out-of-
network coverage.

Mental Health Services
e |npatient visit*

Our plan covers up to 190
days in a lifetime for inpatient
mental health care in a
psychiatric hospital.

e (Qutpatient therapy visit

$420 copay per day for
days 1-4
$0 copay per day for days
5-90

$35 copay in person and
by telehealth

$420 copay per day for
days 1-4
$0 copay per day for days
5-90

$35 copay in person and
by telehealth

$270 copay per day for
days 1-4
$0 copay per day for days
5-90

$20 copay in person and
by telehealth

Skilled Nursing Facility
(SNF)*

Our plan covers 100 days for
a benefit period.

e In-Network

e (Qut-of-Network

$0 copay per day for days
1-20

$214 copay per day for
days 21-70
$0 copay per day for days
71-100
$0 copay per day for days
1-20
$214 copay per day for
days 21-90
$0 copay per day for days
91-100

$0 copay per day for days
1-20

$214 copay per day for
days 21-60
$0 copay per day for days
61-100
$0 copay per day for days
1-20
$214 copay per day for
days 21-80
$0 copay per day for days
81-100

$0 copay per day for days
1-20

$204 copay per day for
days 21-60
$0 copay per day for days
61-100
$0 copay per day for days
1-20
$204 copay per day for
days 21-80
$0 copay per day for days
81-100

Physical Therapy*

$35 copay

$35 copay

$20 copay




Medical Benefits

Ambulance (Air and Ground)*

e Within the U.S.
e (Qutside the U.S.

$50,000 lifetime limit for
worldwide coverage
inclusive of emergency,
urgent care and
transportation.

$350 copay one-way
$125 copay one-way

$350 copay one-way
$125 copay one-way

$350 copay one-way
$115 copay one-way

Routine Transportation

Not covered

Medicare Part B Drugs*

e Chemotherapy and other
Part B drugs

You may pay less than 20%
coinsurance for certain
drugs.

20% coinsurance

e PartB Insulins $35 copay
Chiropractic Care
e Manual manipulation of $15 copay $20 copay $20 copay
the spine to correcta
subluxation
¢ Routine office visits $15 copay $20 copay $20 copay
e One set of X-rays $0 copay $0 copay $0 copay
performed by a
chiropractor

Diabetes Management

e Diabetes monitoring
supplies

e Diabetes self-
management training

e Therapeutic shoes or
inserts

$0 copay for diabetic testing supplies (meters, strips, and lancets) obtained
through a network pharmacy. Limited to Ascensia (Contour) products.
20% coinsurance for approved exceptions for all other diabetic testing supplies
(meters, strips, lancets)

$0 copay for preferred Continuous Glucose Monitor (CGM) products when
purchased from a network pharmacy. Preferred products are Dexcom G6 Dexcom
G7 when used with a Dexcom Receiver, Abbott Freestyle Libre and Freestyle Libre

2, and Freestyle Libre 3 when used with a Freestyle Libre receiver
20% coinsurance for non-preferred products and/or products purchased through a
DME supplier

$0 copay

20% coinsurance




Medical Benefits

Fitness Allowance

Fitness allowance loaded to
the FlexCard can be used
toward a monthly gym
membership, fitness classes,
home workout videos and
apps, or fitness equipment
from a catalogue.

$300 per year

The annual allowance balance does not rollover into the next year.

our plan by Original
Medicare.

Home Health Care* $0 copay
Hospice
Hospice is covered outside of $0 copay

Medical Equipment/

Supplies*

e Durable Medical
Equipment (e.g.,
wheelchairs, oxygen)

e Prosthetics (e.g., braces,
artificial limbs)

20% coinsurance

20% coinsurance

Nurse Advice Line

Available 24 hours a day,
seven days a week by calling
844-908-4535.

$0 copay

Outpatient Substance Abuse
e (Qutpatient therapy visit

$35 copay, in person and
by telehealth

$35 copay, in person and
by telehealth

$20 copay, in person and
by telehealth, in-network

$20 copay in person and
by telehealth, out-of-
network

Over-the-Counter (OTC)
Allowance

Members may purchase
personal health items from
participating retailers,
including a program that
delivers to their home.

$50 per quarter
The quarterly allowance
does not rollover into the
next quarter.

$70 per quarter
The quarterly allowance
does not rollover into the
next quarter.

$115 per quarter
The quarterly allowance
does not rollover into the
next quarter.




Medical Benefits

Podiatry Services $35 copay, in person and | $35 copay, in person and | $20 copay, in person and
Medicare-covered podiatry by telehealth, in-network | by telehealth, in-network | by telehealth, in-network
benefit f dicall
ngzgslssa?yriogtr:;t:elca y 50% coinsurance in 50% coinsurance in $40 copay in person and
' person and by telehealth, | person and by telehealth, by telehealth, out-of-
out-of-network out-of-network network
Post-Discharge Meals $0 copay for meals following discharge from an inpatient hospital or skilled
Members may access their nursing facility stay.
meal benefit up to three times Limited to 2 meals per day for 14 days per discharge.
post discharge per year.
Rehabilitation Services
¢ Pulmonary $15 copay $15 copay $15 copay
e Cardiac $35 copay $35 copay $35 copay
e Intensive cardiac $50 copay in-network $60 copay $60 copay
$60 copay out-of-network
e Occupational, speech $35 copay $35 copay $20 copay
and language therapy*
Renal Dialysis 20% coinsurance

*Services may require prior authorization.



Blue Cross and Blue Shield of Nebraska Medl care Advantage
Connect (PPO), Access (PPO), and Secure (PPO)

Prescription Drug Coverage

Prescription Deductible $400 deductible for Tier 4 (Non-Preferred Drug) and Tier 5 (Specialty Tier)

Initial Coverage In this stage, you pay your copay or coinsurance, and the plan covers the rest.

Non-preferred drug

In-Network In-Network Preferred Mail Standard Mail
Retail Rx Retail Rx Order Rx Order Rx
30-Day Supply* 100-Day Supply 100-Day Supply 100-Day Supply
TIER1
Preferred generic $0 copay $0 copay $0 copay $6 copay
TIER 2
Generic $14 copay $42 copay $0 copay $42 copay
TIER 3
Preferred brand $47 copay $141 copay $131 copay $141 copay
TIER 4 $100 copay $300 copay $290 copay $300 copay

TIER 5
Specialty

28% coinsurance

Along term supply is
not available for
drugsin Tier 5.

A'long term supply is
not available for
drugsin Tier 5.

A'long term supply is
not available for
drugs in Tier 5.

Catastrophic Coverage

After your yearly out-of-pocket drug costs (including drugs purchased through your retail
pharmacy and mail order) reach $2,100, the plan pays the full cost for your covered Part D
drugs. You pay nothing.

* Including 31-day supplies for those living in a Long-Term Care (LTC) facility.

Cost-sharing may change depending on the pharmacy you choose and when you enter another phase of the Part D
benefit. For more information on the additional pharmacy-specific cost-sharing and the phases of the benefit, please
call us at 855-457-1349 (TTY users dial 711) or access our Evidence of Coverage online at Medicare.NebraskaBlue.

com/MedicareAdvantage.

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

tier.

10
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Discrimination is Against the Law

Blue Cross and Blue Shield of Nebraska complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Blue Cross and Blue
Shield of Nebraska does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Blue Cross and Blue Shield of Nebraska:
¢ Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

¢ Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Member Services at 888-488-9850, TTY 711 between 8 a.m. to 9
p.m., Central time, seven days a week from Oct. 1 through March 31; 8 a.m. to 9 p.m., Central time,
Monday through Friday April 1 through Sept. 30.

If you believe that Blue Cross and Blue Shield of Nebraska has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can
file a grievance with:

Manager, Medicare Compliance

Blue Cross and Blue Shield of Nebraska
P.O. Box 3248

Omaha, NE 68180-0001

888-488-9850, TTY: 711
CivilRights@NebraskaBlue.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our
Manager, Corporate Compliance, 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 through the Office for Civil Rights Complaint Portal, available at
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

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at hhs.gov/sites/default/files/ocr-cr-complaint-form-package.pdf. For quick
processing, use the OCR online portal to file a complaint.

Y0139_50101MANDNO072925 C
50-101-MA-NDN-508 (07-29-25)
Blue Cross and Blue Shield of Nebraska is an independent licensee of the Blue Cross Blue Shield Association.
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Notice of Availability

English: 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 1-888-488-9850 (TTY: 711) or speak to your provider.

Arabic:
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French : 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 1-888-488-9850 (TTY : 711)
ou parlez a votre fournisseur.

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste
zur Verfugung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
barrierefreien Formaten stehen ebenfalls kostenlos zur Verfugung. Rufen Sie 1-888-488-9850 (TTY:
711) an oder sprechen Sie mit Ihrem Provider.
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Korean: F=2|: [2t=0{]1E AI80SIA| = 32 F & 20| X| & MH|AE 0|83 &= JFLILCE 0| & 75
HAOR MHE HIsle MMES BX 7|7 U MH|ALZ 222 K2 L|C} 1-888-488-9850 (TTY:
LA o 22|t AIL.

a 1% ' & Qo o ' o 3 ' o 1
Laos: c§0I0: TU90cd1WwIF9 990, 9:B0SNIVFOBGIVWIFICCLLVCION LBIID.
< C!:. 1 o > 3 1 LLA. o\ CE. ﬂ/&’ C'ﬁ. ﬂ’\‘ < o
BedHoqgoe oz NIWLSNIVccLLLIBSCBVITS VLB I 2PV W SLCLLTZIVIOCEICTNG.
YmacS 1-888-488-9850 (TTY:711) § SuHLELHLINIV2SIUIL.
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Polish: UWAGA: Osoby moéwigce po polsku mogg skorzystac z bezptatnej pomocy jezykowej. Dodatkowe
pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg rowniez dostepne bezptatnie. Zadzwon

pod numer 1-888-488-9850 (TTY:711) lub porozmawiaj ze swoim dostawcg

Russian: BHUMAHWME: Ecan Bbl rOoBOpUTE Ha PYCCKMIA, BaM AOCTYMHbI HecnaaTHble YCayri A3bIKOBOM
noanep*kn. CooTBETCTBYHOLLME BCMOMOraTe/ibHble CPeACTBa M YCAYyrn N0 NPeAoCTaBAeHMO0 MHGOPMaLLMK B
[OCTYNHbIX popmaTax TakKe npeaocTasastotTca becnnaTtHo. MNo3soHuTe no TenepoHy 1-888-488-9850

(TTY:711) nnun obpatntech K CBOEMY MOCTABLLMKY YCAYT.

Spanish: ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia
linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados
para proporcionar informacién en formatos accesibles. Llame al 1-888-488-9850 (TTY:711) o
hable con su proveedor.

Chinese (Traditional): J3 7 : WREER[ERE] » T L ATIRE R B E S WEIARTS -
A DL BT i E 1Y) T EEIAR RS - DUEIERE R L& - 552EE 1-888-488-9850
(TTY:711) BB FR (L3 5 5w

Ukrainian: YBATA: AKLLO B PO3MOBNAETE YKPAiHCbKa MOBA, BAM AOCTYMHi 6€3KOLWTOBHI MOBHi
nocnyru. BianosiaHi AonomixHi 3acobun Ta nocayru Ana HagaHHA iHbopmallii y 4OCTYNHMX
dopmaTax TakoXK AOCTYNHi 6e3KkoWToBHO. 3aTenedpoHyinTe 3a Homepom 1-888-488-9850
(TTY:711) abo 3BEpHITLCA 40 CBOro NOCTa4YabHUKa».

Vietnamese: LU : Néu ban néi tiéng Viét, ching tdi cung cAp mién phi cac dich vu hd
tro ngdén ng. Cac hé tro dich vu phu hop dé cung cap théng tin theo cac dinh dang dé
tiép can cling dwoc cung cdp mién phi. Vui 16ng goi theo sb 1-888-488-9850 (Ngu©i
khuyét tat: 711) hodc trao dbi véi ngwdi cung cp dich vu ciia ban.”

Y0139 50101MAQ72425 C
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Need more information?

Member Services

Q 888-488-9850, TTY 711
8 a.m. to 9 p.m. Central time, seven days a week from Oct. 1 through March 31
8 a.m. to 9 p.m. Central time, Monday through Friday from April 1 through Sept. 30

[<d myNebraskaBlue.com

Ready to Enroll?
€0 844-899-6060, TTY 711

8 a.m. to 9 p.m. Central time, seven days a week from Oct. 1 through March 31
8 a.m. to 9 p.m. Central time, Monday through Friday from April 1 through Sept. 30

[<d Medicare.NebraskaBlue.com

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, seven
days a week. TTY users should call 1-877-486-2048.

This document is available in other formats, such as large print by calling the
Member Services phone number.

Out-of-network/non-contracted providers are under no obligation to treat Blue
Cross and Blue Shield of Nebraska Medicare Advantage Core HMO members,
except in emergency situations. Please call our Member Services number or see
your Evidence of Coverage for more information, including the cost-sharing that
applies to out-of-network services.

Blue Cross and Blue Shield of Nebraska is a PPO plan with a Medicare contract. Enrollment in Blue Cross
and Blue Shield of Nebraska Medicare Advantage depends on contract renewal. Blue Cross and Blue Shield
of Nebraska is an independent licensee of the Blue Cross Blue Shield Association.

Y0139_89232PP0061225_M
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http://Medicare.NebraskaBlue.com
http://myNebraskaBlue.com
http://Medicare.gov
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