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Benefit Chart of Medicare Supplement Plans
For Plans Effective: January 1, 2026, through December 31, 2026

This chart shows the benefits included in each of the standard Medicare Supplement plans. Some plans may not be

available. Only applicants' first eligible for Medicare before 2020 may purchase Plans C, F and high deductible F _ _ .
Medicare first eligible

Note: a v/ means 100% of the benefit is paid before 2020 only
PlanA | PlanB | PlanD | PlanG' | PlanK PlanL | PlanM | PlanN PlanC | PlanF
Medicare Part A coinsurance and hospital coverage
(up to an additional 365 days after Medicare benefits v (%4 v v v v (4 v v v
are used up)
. . v3
Medicare Part B coinsurance or copayment "4 v v (4 50% 75% v
copays apply
Blood (first three pints) 4 v (4 v 50% 75% v v v v
Part A hospice care coinsurance or copayment v v (4 v 50% 75% (4 v v v
Skilled nursing facility care coinsurance v 4 50% 75% v 4 v v
Medicare Part A deductible v (4 v 50% 75% 50% v v v
Medicare Part B deductible v v
Medicare Part B excess charges v 4
Foreign travel emergency (up to plan limits) v v v v v v
Out-of-pocket limit in 20262 $8,0002  $4,000?

1 Plans F and G also have a high deductible option which require first paying a plan deductible of $2,950 before the plan begins to pay. Once the plan
deductible is met, the plan pays 100% of covered services for the rest of the calendar year. High deductible plan G does not cover the Medicare Part B
deductible. However, high deductible plans F and G count your payment of the Medicare Part B deductible toward meeting the plan deductible.

2 Plans K and L pay 100% of covered services for the rest of the calendar year once you meet the out-of-pocket yearly limit.

3 Plan N pays 100% of the Part B coinsurance, except for a copayment of up to $20 for some office visits and up to a $50 copayment for emergency
room visits that do not result in inpatient admission.

Blue Cross and Blue Shield of Nebraska only offers Plans A, B, C, F, G, L and N.
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Y MONTHLY PREMIUMS | PREFERRED — Non-Tobacco User
AREA 1 (ZIP Codes 680-681)

Plan A** Plan B Plan G Plan L PlanN Plan C Plan F

Age Male Female Male Female Male Female Male Female Male Female Male Female Male Female

0-64 360.42 @ 313.41

65 240.28 20894 30133 262.03 218.13 189.68 @ 166.97 145.19  156.49  136.08 279.69  243.21 310.97  270.41
66 240.28 20894 | 301.33 @ 262.03 21813 @ 189.68 | 166.97 145.19 | 156.49 @ 136.08 279.69 | 243.21 310.97  270.41
67 240.28 208.94 301.33 262.03 218.13 189.68 166.97 145.19 156.49 136.08 279.69 243.21 310.97 270.41
68 253.50 | 220.44 @ 31791 276.44 = 230.12 = 200.11 176.15 153.18 165.10 143.56 295.07 | 256.59 @ 328.08 @ 285.29
69 266.71 231.92 334.48 290.85 24212 21054  185.33 161.16 173.71 151.05 31046  269.96 345.18  300.15
70 279.93 | 24342 @ 351.05 30526 | 254.12 @ 220.97 @ 194.52 169.15 | 182.31 158.53 325.84 28334 362.28 | 315.03
71 29195 253.87 366.12 31836 265.03 230.46 202.87 176.41 190.14 = 165.34 339.82 29550 37783 « 328.55
72 303.96 @ 264.31 38118 | 33146 @ 27593 @ 239.94 211.21 183.66 19796 172.14 353.81 30766 | 393.38 @ 342.07
73 315.97 27476 = 396.25 34457 @ 286.84 24942 21956 < 190.92 205.78 @ 178.94 36779  319.82 408.92 35559
74 32799 285.21 411.32 35767 29775 258.91 22791 198.18 213.61 185.74 381.77 331.98 424.47 369.10
75 340.01 295.66 42639 370.78 308.65 268.39 236.25 20544 22143 192.55 39576  344.14  440.03 382.63
76 350.81 | 305.06 439.95 38257 31846 | 276.93 @ 243.77 @ 21197 @ 22847 @ 198.67 408.34 | 355.08 | 454.01 394.79
77 361.63 31446 45351 39435 32829 28547 25129 21851 235.52 = 204.80 42094  366.04  468.01 406.96
78 372.44  323.86 @ 46707 @ 406.14 @ 338.10 @ 294.00 @ 258.80 225.05 @ 24256 @ 210.92 433.53 = 37698  482.00 | 419.13
79 383.256 33326 480.62 41793 34792 30254 @ 266.31 23157 24960 21705 446.11 38792  496.00 431.30
80 394.06 = 342.67 49418 @ 429.72 @ 35773 311.07  273.82 @ 238.11 256.64 | 223.16 458.70 | 398.87 | 509.99 @ 443.47
81 402.48 349.98 504.74 43890 365.36 @ 31771 279.67 @ 243.19  262.12 @ 22793 468.49 40738 « 520.87 452.93
82 410.89 = 35730 | 515.28 @ 448.07 @ 373.00 32435 @ 285.51 248.27 @ 26760 | 232.69 478.27 = 41589 @ 53175 | 462.39
83 419.30 364.61 525.83 = 45724  380.64 330.99 29136  253.36 273.07 23745 488.06 42440 54264 47187
84 42770 | 37192 @ 536.37 @ 466.41 388.26 &= 33762 29720 | 258.44 27855 | 24222 49785 | 43292 | 553.53 @ 48133
85 436.12 = 379.23 546.92 47558 @« 39590 34426 303.06 263.52 284.03 246.98 50764 44143  564.41  490.79
86 439.72 | 382.37 @ 55144  479.51 399.18 34711 305.65 | 265.70 | 286.38 & 249.02 511.84 = 445.08 569.07 | 494.85
87 44333 38550 55596  483.45 40244 34995 308.05 26787 288.73  251.07 516.03 = 448.72 573.74  498.90
88 446.93 38864 | 560.49 @ 48738 @ 40572 352.80 @ 310.55 = 270.05 @ 29107 @ 253.11 520.23 = 452.37 @ 578.40 @ 502.96
89 45054 39177 565.00 49130 408.99 355.64 313.07 27223 29342 @ 255.15 52442  456.02 583.07 50702
90+ 45414 394.91 569.52 495.24 412.27 368.49 315.57 274.41 295.76 25718 528.62 459.67 58773 511.07

Only available to those Medicare eligible prior to

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026. Jan.1, 2020

Premium payment may be made monthly.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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Y MONTHLY PREMIUMS | PREFERRED — Non-Tobacco User
AREA 1 (ZIP Codes 680-681) — Household Discount Applied*

Age Plan A** Plan B Plan G Plan L Plan N Plan C Plan F

Male Female Male Female Male Female Male Female Male Female Male Female Male Female
0-64 306.36 | 266.40

65 204.24 17760 256.13 = 22273  185.41 161.23 141.92 123.41 133.02 115.67 23774 206.73 = 264.32 229.85

66 204.24 17760 256.13 | 22273 @ 185.41 161.23 141.92 123.41 133.02 115.67 23774 206.73 | 264.32 @ 229.85

67 204.24 17760 256.13 = 22273  185.41 161.23 141.92 123.41 133.02 115.67 23774 206.73 @ 264.32  229.85

68 215.47 187.37 270.22 | 23497 @ 195.60 170.09 149.73 130.20 | 140.33 122.03 250.81 218.10 | 278.87 | 242.50

69 226.70 19713 284.31 24722 205.80 @ 178.96 15253 136.99 14765 128.39 263.89 22947 29340  255.13

70 23794 | 206.91 298.39 | 259.47 @ 216.00 187.82 165.34 | 143.78 | 15496 @ 134.75 276.96 = 240.84 @ 30794 26778

71 248.16  215.79 311.20 270.61 22528  195.89 172.44  149.95 161.62 140.54 288.85  251.17 321.16 = 279.27

72 258.37 | 22466 @ 324.00 281.74 23454 | 20395 @ 179.63 156.11 168.27 146.32 300.74 261.51 334.37 | 290.76

73 268.57 @ 233.55 @ 336.81 292.88  243.81 212.01 186.63 162.28 174.91 152.10 312.62 27185 34758  302.25

74 278.79 | 24243 | 349.62 304.02 @ 253.09 @ 220.07 @ 193.72 168.45 181.57 157.88 32450 @ 282.18 | 360.80 @ 313.73

75 289.01 251.31 36243 31516 @ 262.35 22813 @ 200.81 174.62 188.22 163.67 336.40 29252 374.03 325.24

76 298.19 = 259.29 @ 373.96 @ 325.18 | 27069 @ 23539 @ 20720 180.17 194.20 | 168.87 347.09 301.82 385.91 335.57

77 307.39 26729 38548 33520 279.056 242,65 213.60 185.73 @ 200.19 174.08 357.80 311.13 39781 345.92

78 316.57 @ 275.28 39701 345.22 287.38 24990 @ 219.98 191.29 = 206.18 179.28 368.50 | 320.43 | 409.70 @ 356.26

79 325.76  283.27 40853 355.24  295.73 25716 226.36  196.83 @ 212.16 184.49 379.19  329.73 42160  366.60

80 334.95 | 29127 @ 420.056 @ 365.26 @ 304.07 264.41 232.75 | 20239 @ 218.14 189.69 389.89 | 339.04 @ 43349 @ 376.95

81 342.11 29748  429.03 373.06 31056 270.05 @ 23772 206.71 222.80 193.74 398.22  346.27 44274  384.99

82 349.26 = 303.70 | 43799 @ 380.86 31705 275.70 | 242.68 211.03 22746 19779 406.53 | 353.51 45199 | 393.03

83 356.40 309.92 446.96 388.6b 32354 28134 24766 21536  232.11 201.83 41485  360.74 46124 401.09

84 363.54 | 316.13 | 455.91 396.45 @ 330.02 | 286.98 252.62 @ 219.67 @ 236.77 | 205.89 423.17 36798 = 470.50 = 409.13

85 370.70 32235 464.88 404.24  336.51 292.62 25759 22399 24143  209.93 43149 37522  479.75 41717

86 373.76 = 325.01 468.72 = 40758 @ 339.30 | 295.04  259.72 @ 22584 « 243.42 211.67 435.06 = 378.32 @ 483.71 420.62

87 376.83 32767 47257 @ 41093 @ 342.07 29746 261.84 22769 24542  213.41 438.63  381.41 48768  424.06

88 379.89 | 330.34 @ 476.42 @ 41427 @ 34486  299.88 | 263.97 22954 @ 24741 215.14 44220 @ 384.51 491.64 42752

89 382.96 333.00 480.25 41760 34764  302.29 @ 266.11 23140  249.41 216.88 445.76 38762  495.61 430.97

90+ 386.02 | 335.67 @ 484.09 @ 42095 @ 35043 304.72 | 268.23 @ 233.25 @ 25140 @ 218.60 449.33 | 390.72 @ 49957 | 434.41

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026. \(JJ;I]y ?l\/ggggle 10 those Medicare efigible prior to

Premium payment may be made monthly.
*See page 20 for information regarding household premium discount.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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3 MONTHLY PREMIUMS ' STANDARD - Tobacco User
AREA 1 (ZIP Codes 680-681)

Age Plan A** Plan B Plan G Plan L PlanN Plan C Plan F

Male Female Male Female Male Female Male Female Male Female Male Female Male Female
0-64 41450 | 360.42
65 276.33  240.28 346.53 301.33 @ 250.85 218.13 192.01 166.97 179.96 = 156.49 32164 27969 35761 310.97
66 276.33 = 240.28 @ 346.53 = 301.33 | 250.85 @ 218.13 192.01 166.97 = 179.96 & 156.49 32164 = 27969 @ 35761 310.97
67 276.33  240.28 34653 301.33 @ 250.85 218.13 192.01 166.97 179.96 = 156.49 32164 27969 35761 310.97
68 291653 | 253.50 & 365.59 | 31791 264.64 | 230.12 = 20258 @ 176.15 189.86 = 165.10 339.33 | 295.07 | 37729 @ 328.08
69 306.72  266.71  384.65 33448 27844 24212 @ 213.13 = 185.33 199.76 173.71 35702 31046  396.95 345.18
70 321.92 279.93 403.71 351.05 292.23 25412 223.70 194.52 209.65 182.31 374.71 325.84 416.63 362.28
71 335.74 29195 42104 @ 366.12 304.78 265.03 233.30 202.87 21866 @ 190.14 390.80 339.82 43450 37783
72 34955 | 303.96 | 438.36 @ 381.18 31732 27593 | 24289 @ 21.21 22766 197.96 406.88 = 353.81 = 452.38 | 393.38
73 363.37 31597 455.69 396.25 32986 286.84 25249 21956 236.65 205.78 42296 36779 470.26  408.92
74 37719 32799 473.01 411.32 342.41 29775 262.09 22791 245.65 213.61 439.04 381.77 488.14 424.47
75 391.01 340.01 490.35 426.39 35495 308.6b 27169 236.25 254.64 22143 45512  395.76 = 506.03 = 440.03
76 403.43 | 350.81 505.94 | 439.95 366.23 @ 31846 = 280.33 | 243.77 @ 262.75 @ 228.47 469.60 @ 408.34 @ 522.11 454.01
77 415.87  361.63 52163 = 453.51 37753 32829 28898 25129 27085 235.52 484.08 = 420.94  538.21 468.01
78 428.31 372.44 | 53713 46707 @ 388.81 338.10 = 29762 @ 258.80 @ 278.94 | 242.56 49855 | 433.53 = 554.30 | 482.00
79 440.74 383.25 552.72 480.62 400.11 34792 306.25 266.31 28704 249.60 513.03 446.11 570.39 = 496.00
80 453.17 | 394.06 @ 568.31 49418 | 411.39 35773 | 31490 @ 273.82 @ 295.14 @ 256.64 52750 = 458.70 @ 586.49 = 509.99
81 462.85 40248 580.45 « 504.74  420.17 36536 32162 @ 279.67 30144 @ 262.12 538.76 = 468.49  599.00 520.87
82 47252 = 410.89 @ 59257 | 51528 @ 42895 @ 373.00 328.34 | 285.51 30774 26760 550.02 | 47827 @ 61152 531.75
83 482.20 419.30 604.71 525.83 43773  380.64 335.06 29136  314.03 273.07 561.27  488.06 @ 624.04 542.64
84 49186 @ 42770 @ 616.83 = 536.37 | 446,50 @ 388.26 @ 34178 29720 | 320.34 @ 27855 572.53 | 49785 @ 636.55 @ 553.53
85 501.63  436.12 62895 546.92 45529 39590 34851 303.05 326.63 284.03 583.79 = 50764  649.07 564.41
86 505.68 | 439.72 @ 634.16 = 55144 @ 459.05 | 399.18 35138 @ 30555 @ 329.33 | 286.38 588.61 511.84 = 654.43  569.07
87 509.82  443.33 639.36 55596 462.81 40244 35426  308.05 332.03 288.73 593.44 = 516.03 659.80 573.74
88 513.97 44693 @ 64456  560.49 | 466.58 @ 40572 35714 | 31055 | 334.74 @ 291.07 598.26 | 520.23 @ 665.16 = 578.40
89 518.12 = 450.54 649.75 565.00 470.34 408.99 360.03 @ 313.07 33744  293.42 603.09 52442  670.53 @ 583.07
90+ 52226 | 45414 65495 @ 56952 = 474.11 41227 | 36290 | 31557 @ 340.13 @ 295.76 60791 528.62 | 675.89 @ 58773
Only available to those Medicare eligible prior to
Jan. 1, 2020

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026.
Premium payment may be made monthly.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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1 MONTHLY PREMIUMS | STANDARD - Tobacco User
AREA 1 (ZIP Codes 680-681) — Household Discount Applied*

Age Plan A** Plan B Plan G Plan L Plan N Plan C Plan F

Male Female Male Female Male Female Male Female Male Female Male Female Male Female
0-64 352.32 | 306.36

65 23488 20424 29455  256.13 @ 213.22 185.41 163.21 141.92 152.97 133.02 273.39 23774 303.97 264.32

66 23488 | 204.24 @ 29455 @ 256.13 @ 213.22 185.41 163.21 141.92 152.97 133.02 273.39 23774 303.97 | 264.32

67 23488 20424 29455  256.13 @ 213.22 185.41 163.21 141.92 152.97 133.02 273.39 23774 303.97 264.32

68 24780 215.47 | 310.75 = 27022 22494 | 195.60 172.19 149.73 161.38 140.33 288.43 | 250.81 320.70 | 278.87

69 260.71 226.70  326.95  284.31 236.67 @ 205.80 181.16 15253 169.80 14765 303.47 @ 263.89 33741 293.40

70 273.63 23794 | 343.15 | 298.39 @ 248.40 | 216.00 190.14 165.34 178.20 154.96 31850 | 27696 @ 354.14 = 30794

71 285.38 248.16 = 35788 311.20 259.06 22528  198.30 172.44 = 185.86 161.62 332.18 = 288.85 369.32 321.16

72 29712 258.37 | 372.61 324.00 | 269.72 @ 23454 @ 206.46 @ 179.53 193.51 168.27 345.85 | 300.74 | 384.52 @ 334.37

73 308.86 26857 38734  336.81 280.38  243.81 214.62 186.63 201.15 174.91 35952 31262 399.72 34758

74 320.61 278.79 | 402.06 @ 349.62 29105 253.09 @ 22278 @ 193.72 @ 208.80 181.57 373.18 | 32450 @ 41492 @ 360.80

75 332.36  289.01 416.80 362.43 = 301.71 262.35 = 230.94  200.81 216.44  188.22 386.85 336.40 430.13  374.03

76 342.92 | 298.19 @ 430.06 @ 373.96 @ 31130 27069 | 238.28 @ 20720 223.34 = 194.20 399.16 = 34709 @ 443.79 @ 385.91

77 35349 30739 44330 38548 32090 279.05 24563 213.60 230.22 200.19 411.47 35780 45748 39781

78 364.06 @ 316.57 | 456.56 39701 330.49 | 28738 252.98 | 219.98 23710 206.18 42377 | 368.50 | 47115 | 409.70

79 374.63 325.76  469.81 40853  340.09 29573  260.31 226.36 = 24398 212.16 436.08 379.19  484.83 42160

80 385.19 | 33495 @ 483.06 420.05 349.68 @ 304.07 26766 232.75 | 250.87 @ 218.14 448.37 | 389.89 | 49852 @ 433.49

81 393.42  342.11 493.38  429.03 35714 310.56 = 273.38 23772 256.22  222.80 45795 = 398.22  509.15  442.74

82 401.64 = 349.26 @ 503.68 @ 43799 @ 364.61 31705 279.09 | 242.68 26158 22746 46752 | 40653 @ 519.79 @ 45199

83 409.87 356.40 514.00 446.96 372.07 323.54 284.80 24766 266.93 = 232.11 47708 41485  530.43 46124

84 418.08 | 363.54 | 524.31 455.91 379.52 | 330.02 | 290.51 252.62 | 27229 @ 236.77 486.65 = 423.17 541.07 | 470.50

85 426.30 370.70 534.61 464.88 38700  336.51 296.23 25759 27764 241.43 496.22  431.49 551.71 479.75

86 42983 |« 373.76 | 539.04 & 468.72 @ 390.19 @ 339.30 @ 298.67 @ 259.72 @ 279.93 @ 243.42 500.32 @ 435.06 @ 556.27 @ 483.71

87 433.35 376.83 543.46 @ 47257 393.39 @ 342.07 301.12 261.84 28223 245.42 504.42 = 438.63 560.83 48768

88 436.87 | 379.89 547.88 476.42 | 396.59 @ 34486 @« 303.57 @ 263.97 @ 28453 24741 508.52 | 44220 @ 565.39 49164

89 440.40 382.96 b52.29 480.25 399.79 34764  306.03 266.11 286.82  249.41 512.63 44576 @ 569.95 49561

90+ 443.92 = 386.02 @ 556.71 484.09 = 402.99 @ 35043 & 30846 @ 268.23 @ 289.11 251.40 516.72 | 449.33  574.51 499.57

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026. \(JJ;I]y ?l\/ggggle 10 those Medicare efigible prior to

Premium payment may be made monthly.
*See page 20 for information regarding household premium discount.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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MONTHLY PREMIUMS ' PREFERRED — Non-Tobacco User
BB AREA2(ZIP Codes 683-685)

Age Plan A** Plan B Plan G Plan L Plan N Plan C Plan F

Male Female Male Female Male Female Male Female Male Female Male Female Male Female
0-64 379.40 | 329.91
65 25293  219.94 31719 275.82 @ 229.61 199.66  175.75 = 152.83  164.73  143.24 294.41 256.01 32734  284.64
66 252.93 | 219.94 31719 275.82 | 229.61 199.66 = 175.75 | 152.83 @ 164.73 @ 143.24 294.41 256.01 32734 | 284.64
67 25293 21994 31719 275.82  229.61 199.66  175.75  152.83  164.73  143.24 294.41 256.01 32734  284.64
68 266.85 | 232.04 @ 334.64 290.99 @ 24224 @ 210.64 @ 185.43 161.24 173.79 151.12 310.60 | 270.09 @ 34535 @ 300.30
69 280.75 24413 352.08 306.16  254.86  221.62 195.09 169.64 182.85  159.00 326.80 284.17 363.34 315.95
70 294.66 | 256.23 @ 369.63 @ 32133 26749 | 232.60 @ 204.76 178.05 191.90 166.87 34299 | 298.25 | 38135 @ 33161
71 30731 26723 38539 335.12 27898 24259 21354 18569 @ 200.15 174.04 35771 311.05 39772  345.84
72 319.95 | 27822 @ 40125 = 348.91 29046 | 25257 | 22233 @ 193.33 @ 208.38 181.20 37243 | 323.85 | 414.08 @ 360.07
73 332.60 289.22 41711 362.70 30193 26255 23112  200.97 216.61 188.36 38715  336.65 43045 374.30
74 34525 | 300.22 | 43296 @ 376.49 @ 313.42 27254 | 239.90 @ 208.61 224.85 | 195.62 401.87 | 349.45 | 446.81 388.53
75 35790 31122  448.83 390.29 32490 28252 248.69 216.25 233.08 202.68 416.59  362.25  463.19  402.77
76 369.28 | 321.11 463.11 402.70 = 33523 @ 29150 | 256.60 @ 223.13 @ 240.50 @ 209.13 429.84 | 373.77 @ 47791 415,57
77 380.66  331.01 47738 415.11 34556 30049  264.51 230.01 24792 215.58 443.10  385.30 492.64 428.38
78 392.05 | 340.91 491.65 42752 | 355.89 | 309.47 @ 27242 @ 236.89 255.32 @ 222.02 456.34 | 396.82 507.37 441.19
79 403.42  350.80 505.92 439.93 366.23 31846  280.32 24376 @ 262.74  228.47 46959  408.34 52210 @ 454.00
80 414.81 360.70 | 520.19 @ 45234 @ 376,656 @ 32744 | 28824 | 250.64 @ 270.15 @ 234.91 482.84 = 419.86 @ 536.83 = 466.81
81 423.66 36840 531.30 462.00 38459 33443 29439 25599 27592 239.93 493.14  428.82 54829  476.77
82 43252 @ 376.10 = 542.40 | 47165 « 392.63 @ 34142  300.54 @ 26134 281.68 | 244.94 503.45 | 43778 559.74 | 486.73
83 44137  383.80 553.51 481.31 400.67  348.41 306.69 266.69 28744 24995 513.75  446.74 571.21 496.70
84 450.21 39149  564.60 @ 490.96 @ 408.70 @ 35539 @ 31285  272.04 @ 293.22 | 254.97 524.06 | 45570 @ 582.66 @ 506.66
85 459.07 399.19 575.70 @ 500.61 416.74  362.38 319.00 27739 298.98 259.98 534.36  464.66  594.11 516.62
86 462.86 = 40249 @ 580.46 & 504.75 @ 420.19 @ 365.38 32163 @ 279.68 | 30145 262.13 538.78 | 468.50 @ 599.02 @ 520.89
87 466.66  405.79 58522 508.89 423.63 368.37 32427 28197 303.92 264.28 543.19 47234 60393 525.16
88 47045 | 409.09 @ 589.98 @ 513.03 | 42708 37137 | 32690 @ 284.26 @ 306.39 | 266.43 54761 476.18 = 608.84 = 52943
89 47425 41239  594.73 51716 = 430.51 37436 32954 28656 308.87 268.58 552.02  480.02 613.76  533.70
90+ 478.04 = 41569 @ 59950 | 521.30 @ 43396 @ 37736 @ 332.18 288.85 | 31133 270.72 b56.44 | 483.86 @ 618.67 53797
Only available to those Medicare eligible prior to
Jan. 1, 2020

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026.
Premium payment may be made monthly.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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MONTHLY PREMIUMS | PREFERRED — Non-Tobacco User
BB AREA2(ZIP Codes 683-685) — Household Discount Applied*

Age Plan A** Plan B Plan G Plan L Plan N Plan C Plan F

Male Female Male Female Male Female Male Female Male Female Male Female Male Female
0-64 322.49 | 280.42
65 21499 186.95 269.61 234.45 = 195.17 169.71 149.39  129.91 140.02 121.75 250.25 = 21761 278.24 24194
66 21499 @ 186.95 @ 269.61 234.45 | 195.17 169.71 149.39 | 129.91 140.02 121.75 250.25 | 21761 278.24 | 24194
67 21499 186.95 269.61 234.45 = 195.17 169.71 149.39  129.91 140.02 121.75 250.25 = 21761 278.24 24194
68 226.82 19723 284.44 | 24734 | 20590 @ 179.04 15762 13705 14772 128.45 264.01 22958 | 29365 @« 255.25
69 238.64 20751 299.27  260.24 216.63 183.38  165.83 14419  155.42 135.15 27778 24154  308.84  268.56
70 250.46 | 21780 314.10 = 273.13 22737 197.71 174.05 151.34 163.11 141.84 29154 | 253.51 32415 | 28187
71 261.21 22715 32758  284.85 23713 206.20 181.51 157.84 170.13 14793 304.05 264.39 338.06 293.96
72 27196 | 236.49 | 341.06 296.57 @ 246.89 21468 @ 188.98 & 164.33 17712 154.02 316.57 | 27527 @ 35197 @ 306.06
73 282.71 24584 35454  308.29 256.64 223.17 196.45  170.82 184.12 160.11 329.08 286.15 365.88 318.15
74 293.46 | 255.19 @ 368.02 @ 320.02 266.41 231.66 = 203.91 177.32 191.12 166.19 341.59 29703 | 379.79 @ 330.25
75 304.21 264.54  381.51 33175  276.16  240.14 211.39 183.81 198.12 172.28 354.10 = 30791 393.71 342.35
76 313.89 | 27294 @ 393.64 @ 34229 @ 284.95 | 24777 218.11 189.66 | 204.42 17776 365.36 | 31770 | 406.22  353.23
77 32366  281.36 @ 405.77 35284 29373 25542 22483  195.51 210.73  183.24 376.63 32750 418.74  364.12
78 333.24 | 289.77 | 41790 @ 363.39 @ 302.51 263.05 | 231.56 201.36 21702 188.72 38789 33730 43126 = 375.01
79 342.91 298.18  430.03 37394  311.30 270.69 23827 20720 @ 223.33 194.20 399.156 = 34709  443.78  385.90
80 35269 | 30659 @ 44216 @ 384.49 @ 320.08 27832 | 24500 213.04 @ 229.63 @ 199.67 410.41 356.88 | 456.31 396.79
81 360.11 313.14 = 45160  392.70 326.90 284.27 250.23 21759 23453  203.94 419.17 = 36450 466.05 405.25
82 36764 = 319.68 | 46104  400.90 @ 333.74 @ 290.21 255.46 | 22214 | 239.43 @ 208.20 42793 372.11 475.78 | 413.72
83 375.16 = 326.23 47048 @ 409.11 340.57 296.15 = 260.69 226.69 24432 212.46 436.69 379.73 48553 @ 422.19
84 382.68 | 332.77 | 479.91 417.32 34739 | 302.08 | 26592 @ 23123 @ 24924 @ 216.72 44545 | 38734 | 49526 | 430.66
85 390.21 339.31 489.34 42552 35423 308.02 27115 23578 25413 @ 220.98 454 .21 394.96 504.99  439.13
86 393.43 | 34212 | 493.39 @ 429.04 @ 35716 310.567 = 27339 @ 23773 @ 256.23 | 222.81 45796 | 398.22 | 509.17 @ 442.76
87 396.66 34492 49744 43256 360.09 313.11 275.63  239.67 258.33 22464 461.71 401.49 513.34  446.39
38 399.88 | 34773 50148 @ 436.08 363.02 @ 315.66 & 27786 241.62 | 260.43 | 226.47 465.47 | 404.75 51751 450.02
89 403.11 350.63 b0552 43959 36593 318.21 280.11 24358 26254  228.29 469.22  408.02 521.70 453.64
90+ 406.33 = 353.34 50957 | 443.10 @ 368.87 @ 320.76 = 282.35 24552 @ 264.63 @ 230.11 47297 @ 411.28 52587 45727
i i i i Only available to those Medicare eligible prior to
Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026. Jan. 1, 2020

Premium payment may be made monthly.
*See page 20 for information regarding household premium discount.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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MONTHLY PREMIUMS ' STANDARD - Tobacco User
B AREA2(ZIP Codes 683-685)

Age Plan A** Plan B Plan G Plan L Plan N Plan C Plan F

Male Female Male Female Male Female Male Female Male Female Male Female Male Female
0-64 436.31 379.40
65 290.87 25293 364.77 31719 264.05 @ 229.61 202.12 175.75 = 189.43  164.73 338.57  294.41 376.44 32734
66 290.87 | 252.93 @ 364.77 31719 264.05 | 229.61 202.12 175.75 | 189.43 @ 164.73 338.57 | 294.41 376.44 = 32734
67 290.87 25293  364.77 31719 264.05 = 229.61 202.12 175.75 = 189.43  164.73 338.57  294.41 376.44 32734
68 306.87 | 266.85 | 384.83 33464 @ 27857 24224 | 21324 @ 18543 @ 199.86 @ 173.79 35719 310.60 39715 | 345.35
69 32286 280.75 40490 352.08 293.09 25486 22435 195.09 210.28 182.85 375.81 326.80 41784  363.34
70 338.86 @ 294.66 @ 42496 @ 369.53 @ 30761 26749 | 23547 @ 204.76 @ 220.69 191.90 394.44 | 34299 | 43855 @ 381.3b
71 353.41 30731 44320 38539 320.83 27898 24558 213.54  230.17 @ 200.15 411.36 35771 45737 39772
72 36795 | 319.95 | 46143 401.25 | 334.02 | 29046 25568 @ 222.33 239.64 & 208.38 42829 | 37243 @ 476.19 | 414.08
73 382.49 332.60 479.67 417.11 34722 301.93 265.78  231.12 249.11 216.61 44522 38715 495.01 430.45
74 39704 | 34525 | 49791 43296 @ 360.43 31342 | 27589 @ 239.90 @ 25858 @ 224.85 462.15 | 401.87 513.83 = 446.81
75 411.59 35790 516.16 ~ 448.83 373.63 32490 28599 24869 268.04 233.08 479.08 416.59  532.66  463.19
76 42467 | 369.28 @ 532.57 | 463.11 385.51 335.23 | 295.09 @ 256.60 @ 276.57 @ 240.50 494.31 429.84 | 54959 = 47791
77 43776 ~ 380.66 548.98 47738 39740 34556  304.19 264.51 285.10 24792 509.56 = 443.10 566.53 492.64
78 450.85 = 392.05 @ 565.40 & 49165 « 409.27 @ 355.89 @ 31329 @ 27242 @ 293.62 @ 255.32 52479 | 456.34 | 583.47 507.37
79 463.93  403.42  581.81 505.92 42116  366.23 322.37 280.32 302.15  262.74 540.03 = 469.59 60042 522.10
80 47703 | 414.81 598.22 | 520.19 @ 433.04 @ 376.56 @ 33147 | 28824 31067 @ 270.15 555.26 | 482.84 @ 61736 536.83
81 487.21 42366 = 611.00 531.30 44228 38459 33855 29439 31731 275.92 56711 493.14  630.53  548.29
82 49739 | 43252 | 623.76 @ 54240 @ 45153 @ 392.63 345.62 @ 300.54 @ 32393 28168 578.96 | 503.45 @ 643.70 @ 559.74
83 50758 44137 636563 bb53.51  460.77 400.67 352.70 306.69 330.56 @ 28744 590.81 513.75  656.89  571.21
84 51775 = 450.21 649.29 @ 564.60 = 470.00 408.70 @ 359.77 @ 312.85 | 33720 | 293.22 602.66 = 524.06 | 670.06 582.66
85 52793  459.07 662.06 575.70 47925 416.74 366.85 319.00 343.82 298.98 614.51 534.36 @ 683.23  594.11
86 532.29 | 462.86 66753 @ 580.46 @ 483.22 | 420.19 369.88 @ 32163 @ 346.67 | 30145 619.59 | 538.78 688.88 @ 599.02
87 536.66 @ 466.66 @ 673.01 585.22 48717 42363  372.91 324.27  349.51 303.92 624.67 543.19 69452 603.93
88 541.02 = 470.45 @ 67848 @ 589.98 @ 491.14 42708 | 37593 | 326.90 @ 352.35 @ 306.39 629.75 | 54761 700.17 = 608.84
89 54539 47425 < 683.94 59473 495.09  430.51 37898 329.54 35520 308.87 634.83 552.02 70582 613.76
90+ 549.75 | 478.04 < 689.42 @ 59950 @ 499.06 @ 433.96 @ 382.00 @332.18 358.03 @ 311.33 639.90 @ 556.44 | 711.47 618.67
Only available to those Medicare eligible prior to

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026. Jan. 1, 2020

Premium payment may be made monthly.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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MONTHLY PREMIUMS | STANDARD - Tobacco User
BB AREA2(ZIP Codes 683-685) — Household Discount Applied*

Age Plan A** Plan B Plan G Plan L Plan N Plan C Plan F

Male Female Male Female Male Female Male Female Male Female Male Female Male Female
0-64 370.86 | 322.49

65 24724 21499  310.056 269.61 224.44 195.17 171.80 149.39 161.02 140.02 28778 250.25  319.97 278.24

66 24724 21499 = 310.05 @ 269.61 224.44 195.17 171.80 149.39 161.02 140.02 28778 250.25 | 319.97 @ 278.24

67 24724 21499  310.056  269.61 224.44 195.17 171.80 149.39 161.02 140.02 28778 250.25  319.97 278.24

68 260.84  226.82 32711 284.44 | 236.78 @ 205.90 181.25 15762 169.88 14772 303.61 264.01 33758 293.55

69 27443  238.64 34416 = 299.27 24913 @ 216.63 190.70  165.83 178.74 155.42 319.44 27778 355.16  308.84

70 288.03 @ 250.46 @ 361.22 314.10 261.47 22737 200.15 174.05 18759 163.11 335.27 | 291564 | 37277 @ 324.15

71 300.40 261.21 376.72 32758 272.71 23713 208.74 181.51 195.64 170.13 349.66 304.05 388.76  338.06

72 312.76 27196 | 39222 | 341.06 @ 28392 @ 246.89 21733 188.98 | 203.69 17712 364.05 | 316.57 | 404.76 @ 35197

73 325.12  282.71 407.72 35454 29514  256.64  225.91 196.45 211.74 184.12 378.44  329.08 420.76 @ 365.88

74 33748 29346 |« 423.22 @ 368.02 306.37 266.41 234.51 203.91 219.79 191.12 392.83 | 34159 | 436.76 @ 379.79

75 349.85  304.21 438.74 381.51 31759 276.16  243.09 211.39 22783 198.12 407.22 354.10 452.76 = 393.71

76 360.97 | 313.89 @ 45268 @ 393.64 @ 32768 28495 | 250.83 @ 218.11 235.08  204.42 420.16 | 365.36 | 46715 @ 406.22

77 372.10 32356  466.63 405.77 33779 293.73 25856 22483 24233 210.73 433.13  376.63 @ 48155 418.74

78 383.22 | 333.24 | 480.59 @ 41790 34788 | 302.51 266.30 | 23156 @ 24958 21702 446.07 = 38789 @ 49595 | 431.26

79 394.34 34291 49454  430.03 35799 311.30 274.01 238.27 256.83  223.33 459.03 399.15 510.36 = 443.78

80 40548 = 35259 | 50849 | 44216 « 368.08 @ 320.08 @ 28175 | 245.00 @ 264.07 @ 229.63 47197 = 410.41 524.76 = 456.31

81 41413  360.11 519.35 45160 37594 326.90 28777 250.23  269.71 234.53 482.04  419.17 53595  466.05

82 42278 = 36764 | 530.20 | 461.04 @ 383.80 @ 333.74 @ 293.78 @ 25546 | 27534 @ 239.43 492.12 42793 54714 = 475.78

83 43144  375.16  541.05 470.48 39165 34057 299.79 260.69 280.98 244.32 502.19  436.69 558.36 @ 485.53

84 440.09 = 382.68 @ 551.90 & 479.91 39950 | 34739 | 305.80 @ 265.92 @ 286.62 249.24 512.26 = 44545 @ 56955 = 495.26

85 448.74  390.21 562.75  489.34 40736  354.23 311.82 27115 29225 = 254.13 522.33  454.21 580.75  504.99

86 45245 = 393.43 56740 = 493.39 @ 410.74 35716 314.40 | 273.39 29467 @ 256.23 526.65 | 45796 585.55 | 509.17

87 456.16  396.66 @ 572.06 49744  414.09 360.09 316.97 275.63 29708 258.33 530.97  461.71 590.34 @ 513.34

88 459.87 |« 399.88 @ 576.71 501.48 41747 363.02 | 319.54 27786 299.50 | 260.43 5365.29 | 465.47 @ 595.14 51751

89 463.58  403.11 581.35 50552 = 420.83 36593 322.13 280.11 301.92 262.54 539.61 469.22 599.95  521.70

90+ 46729 | 406.33 @ 586.01 509.57 | 42420 @ 368.87 32470 28235 | 304.33 @ 264.63 543.91 47297 @ 604.75 @ 525.87

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026. \?;rl]y i\/ggggle 10 those Medicare efigible prior to

Premium payment may be made monthly.
*See page 20 for information regarding household premium discount.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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MONTHLY PREMIUMS | PREFERRED — Non-Tobacco User
AREA 3 (ZIP Codes 636-689)

Age Plan A** Plan B Plan G Plan L Plan N Plan C Plan F

Male Female Male Female Male Female Male Female Male Female Male Female Male Female
0-64 386.99 = 336.51
65 25799 22434 32354 28134 23420 203.65 179.27 155.89  168.02 146.10 300.30 261.13  333.88 290.33
66 25799 | 22434 32354 @ 28134 @ 23420 | 203.65 @ 179.27 155.89 | 168.02 146.10 300.30 = 261.13 | 333.88 | 290.33
67 25799 22434 32354 28134 23420 203.65 179.27 155.89 @ 168.02 146.10 300.30 261.13  333.88 290.33
68 27218 | 236.68 @ 34133 @ 296.81 24708 21485 | 189.13 164.46 17726 154.14 316.82 | 27549 @ 35225 @ 306.31
69 286.36  249.01 359.13 31228 25996 226.05 19899  173.03  186.51 162.18 333.33 | 289.85 | 370.61 322.27
70 30056 = 26135 | 376.92 32776 272.84 | 23725 @ 208.85 181.61 195.74 170.21 349.85 = 304.22 | 388.98 338.24
71 31346 27257 393.10 34182 28456 @ 24744 217.81 189.40  204.15 17752 364.86 31727  405.67 352.76
72 326.35 | 283.78 | 409.27 @ 365.89 @ 296.26 @ 25762 226.78 19720 21255 | 184.82 379.88 | 330.33 | 42236 @ 36727
73 339.26  295.00 42545 369.95 30797 267.80 235.74  204.99 22095  192.13 394.89 34338 439.056 38179
74 352.16 | 306.22 44162 @ 384.02 @ 319.69 | 27799 @ 24470 @ 212.78 @ 229.34 @ 199.43 409.90 @ 356.44 = 455.75 | 396.30
75 365.06 31744 457.81 398.10 = 33140  288.17 253.66 220.58 23774 206.73 42492 36950 47245  410.83
76 376.66 | 32753 | 472.37 @ 410.75 = 34193 29733 261.73 22759 | 245.31 213.31 438.43 = 381.25 48746 | 423.88
77 388.27 33763  486.92 423.41 352.47 30650 269.80 234.61 252.88  219.89 45196 = 393.01 502.49  436.95
78 399.89 = 34773 501.48 = 436.07 @ 363.01 315.66 | 27787 241.63 | 260.43 | 226.46 465.47 | 404.76 51752 450.01
79 411.49 357.82 516.04  448.73 37355  324.83 28593 24864 268.00 233.04 478.98  416.51 532.54 = 463.08
80 423.10 | 36791 530.69 | 46139 @ 384.09 333.99 29400 | 25565 @ 27555 @ 239.61 49250 @ 428.26 @ 54757 476.15
81 43213  375.77 54193 @ 47124 39229 34112 @ 300.28 26111 281.44 24473 503.01 43740 @ 559.25  486.31
82 44117 | 383.62 | b5563.25 48108 @ 40049 34825 @ 306.55 | 266.57 @ 28731 249.84 51362 @ 44654 @ 57093 @ 496.46
83 450.20 39148  564.58 490.94 408.68 355.38 312.83 272.02 293.19 25495 524.03 = 455.67 582.63 @ 506.63
84 45922 | 399.32 57590 @ 500.78 @ 416.87 @ 36250 @ 319.10 27748 | 299.08 @ 260.07 534.54 | 464.81 594.31 516.79
85 468.25 40717 58722 510.62  425.07 369.63 32538 28294 30496 265.18 54505 47395 606.00 526.95
86 47212 | 41054 | 592.07 51485 @ 42859 @ 372.69 @ 328.06 28527 @ 30748 26737 549.655 | 47787 611.00 531.31
87 475.99 | 413.91 596.93 @ 519.07 432.10 375.74  330.75 @ 28761 310.00 @ 269.57 554.05 = 48179  616.01 535.66
88 479.86 = 41727 601.78 | 52329 43562 @ 37880 33344 | 289.95 31252 271.76 558.56 | 485.70 @ 621.02 = 540.02
89 483.73  420.64  606.63 52750  439.12 38185  336.13 29229 315.04 273.95 563.06 @ 489.62 626.03  544.37
90+ 48760 | 424.00 | 61148 53173 | 44264 @ 384.91 338.82 | 294.63 31755 276.13 56757 | 493.54 = 63104 | 548.73
Only available to those Medicare eligible prior to
Jan. 1, 2020

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026.
Premium payment may be made monthly.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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Age

0-64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89

90+

MONTHLY PREMIUMS | PREFERRED — Non-Tobacco User

AREA 3 (ZIP Codes 686-689) — Household Discount Applied*

Plan A**
Male Female
328.94 | 286.03
219.29  190.69
219.29 = 190.69
219.29  190.69
231.35 201.18
243.41 211.66
25548 = 222.15
266.44  231.68
27740 241.21
288.37 @ 250.75
299.34 | 260.29
310.30 @ 269.82
320.16 | 278.40
330.03  286.99
339.91 295.57
349.77  304.15
359.63 | 312.72
36731 319.40
37499 = 326.08
382.67 332.76
390.34 | 339.42
398.01 346.09
401.30 = 348.96
40459 @ 351.82
40788 @ 354.68
411.17 35754
414.46 | 360.40

Plan B

Male Female
275.01 239.14
275.01 239.14
275.01 239.14
290.13 = 252.29
305.26  265.44
320.38 = 278.60
334.13 = 290.55
34788 @ 302.51
361.63  314.46
375.38 | 326.42
389.14 = 338.38
401.51 349.14
413.88  359.90
426.26 = 370.66
438.63  381.42
451.00 @ 392.18
460.64 = 400.55
470.26 = 408.92
479.89 41730
489.51 425.66
499.14  434.03
503.26 | 43762
507.39 441.21
511.51 444.80
515.64  448.37
519.76 = 45197

Plan G
Male Female
199.07 173.10
199.07 173.10
199.07 173.10
210.02 182.62
220.97 192.14
231.91 201.66
24188  210.32
251.82 | 218.98
261.77 22763
27174 | 236.29
281.69 24494
290.64 | 252.73
299.60 @ 260.52
308.56 | 268.31
31752 276.11
326.48 @ 283.89
333.45  289.95
340.42 | 296.01
34738  302.07
354.34 | 308.12
361.31 314.19
364.30 @ 316.79
36728  319.38
370.28 ' 32198
373.25 32457
376.24 32717

Plan L

Male Female
152.38  132.51
152.38 | 132.51
152.38  132.51
160.76 139.79
169.14 147.08
17752 154.37
185.14 = 160.99
192.76 16762
200.38 174.24
20799 180.86
215.61 18749
222.47 | 193.45
229.33  199.42
236.19 = 205.39
243.04  211.34
249.90 | 21730
25524 22194
260.57 @ 226.58
265.91 231.22
271.23 | 235.86
276.57 = 240.50
278.85 = 242.48
281.14  244.47
283.42 @ 246.46
285.71 248.45
288.00 @ 250.44

PlanN

Male Female
142.82 124.18
142.82 124.18
142.82 124.18
150.67 131.02
158.53 137.85
166.38 | 144.68
173.63 = 150.89
180.67 15710
18781 163.31
19494 | 169.52
202.08  175.72
208.51 181.31
21495  186.91
221.37 192.49
22780 198.08
234.22 | 203.67
239.22  208.02
24421 212.36
249.21 216.71
254.22 | 221.06
259.22 | 225.40
261.36 22726
263.50 @ 229.13
265.64 | 231.00
26778 @ 232.86
269.92 | 234.71

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026.

Premium payment may be made monthly.

*See page 20 for information regarding household premium discount.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.

Plan C Plan F

255.25
255.25
255.25
269.30
283.33
29737
310.13
322.90
335.66
348.41
361.18
372.67
384.17
395.65
40713
418.62
42756
436.49
445.43
454.36
463.29
46712
470.94
474.78
478.60
482.43

Female

221.96
221.96
221.96
234.17
246.37
258.59
269.68
280.78
291.87
302.97
314.07
324.06
334.06
344.05
354.03
364.02
371.79
379.56
38732
395.09
402.86
406.19
409.52
412.84
416.18
419.61

283.80
283.80
283.80
299.41
316.02
330.63
344.82
359.01
&78.1¢)
38739
401.58
414.34
42712
439.89
452.66
465.43
475.36
485.29
495.24
505.16
515.10
519.35
523.61
52787
532.13
536.38

Female

246.78
246.78
246.78
260.36
273.93
28750
299.85
312.18
324.52
336.85
349.21
360.30
371.41

382.51
393.62
404.73
413.36
421.99
430.64
439.27
44791

451.61

455.31
459.02
462.71
466.42

Only available to those Medicare eligible prior to

Jan. 1, 2020
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MONTHLY PREMIUMS ' STANDARD - Tobacco User
AREA 3 (ZIP Codes 686-689)

Age Plan A** Plan B Plan G Plan L Plan N Plan C Plan F

Male Female Male Female Male Female Male Female Male Female Male Female Male Female
0-64 445.04 = 386.99
65 296.69 25799  372.07 32354 269.33 23420 206.16 = 179.27 193.22  168.02 34534 300.30 383.97 333.88
66 296.69 | 25799  372.07 32354 @ 269.33 | 23420 @ 206.16 @ 179.27 193.22 | 168.02 34534 | 300.30 | 383.97 333.88
67 296.69 25799  372.07 32354 269.33 23420 206.16 = 179.27 193.22  168.02 34534 300.30 383.97 333.88
68 313.01 27218 | 39253 | 34133 @ 284.14 = 24708 21750 189.13 = 203.85 17726 364.34 | 316.82 | 405.09 352.25
69 329.32 286.36 41299 359.13 298.95 259.96 22884  198.99 21448 @ 186.51 383.33 = 333.33 426.20 370.61
70 34564  300.56 | 43346  376.92 @ 313.77 @ 272.84 | 240.18 @ 208.85 @ 225.10 195.74 402.32 @ 34985 44733 | 388.98
71 360.48 31346  452.06 393.10 32724 28456 250.49 21781 234.77 = 204.15 419.59 364.86 466.52  405.67
72 375.30 | 326.35 | 47066 @ 409.27 @ 340.70 296.26 | 260.79 @ 226.78 @ 24443 @ 21255 436.86 = 379.88 | 485.72 @ 422.36
73 390.14  339.26 = 489.26 42545  354.17 30797 271.10 235.74  254.09  220.95 45412 39489 50491  439.05
74 40498 = 352.16 507.87 441.62 36764 | 319.69 | 28140 24470 @ 263.75 @ 229.34 47139  409.90 @ 524.11 455.75
75 419.82  365.06 526.48 45781 381.11 33140  291.71 253.66 @ 273.41 23774 488.66 « 424.92 543.32 @ 472.45
76 433.16 | 376.66 | 543.22 @ 47237 @ 39322 34193 | 30099 26173 282.11 245.31 504.20 @ 438.43 @ 560.58 @ 48746
77 446.52  388.27 559.96 486.92 40535 35247 310.27 269.80 290.81 252.88 519.75 = 451.96 57786 @ 502.49
78 459.87 | 399.89 @ 576.70 501.48 41746 363.01 319.65 | 27787 @ 29949 @ 260.43 535.29 | 465.47 @ 595.14 51752
79 473.21 41149 59344  516.04 42959 37355 32882 28593 308.19  268.00 550.83 = 478.98 61242 53254
80 486.57 = 423.10 @ 610.18 | 530.59 @ 44170 @ 384.09 @ 338.10 @ 294.00 | 316.88 @ 275.55 566.37 | 49250 @ 629.70 54757
81 496.95 43213  623.21 541.93 45113 39229 34532 300.28 323.65 28144 578.46 = 503.01 643.14  559.25
82 507.34 44117 | 636.23 | 553.256 @ 46056 @ 40049  352.53 | 306.55 @ 330.41 28731 590.54 | 51362 @ 656.57 @ 570.93
83 51773  450.20 649.26 564.58 469.99 40868 359.75  312.83 33717 293.19 602.63 524.03 670.02 582.63
84 528.10 = 459.22 @ 662.28 | 57590 @ 47940 @ 416.87 366.97 @ 319.10 & 343.94 @ 299.08 614.72 | 53454 @ 68346 @ 594.31
85 b38.49  468.25 675.30 58722  488.83 @ 425.07 37419 32538 350.70 304.96 626.80 545.05 696.89  606.00
86 54294 | 47212 @ 680.88 @ 592.07 492.88 | 42859 @ 37727 @ 328.06 353.60 | 30748 63198 @ 54955 = 702.65 @ 61100
87 54739 47599 686.47 596.93  496.91 43210 = 380.36 330.75 356.50  310.00 63716 554.05 = 708.41 616.01
88 551.84 | 479.86 | 692.05 @ 601.78 @ 50096  435.62 & 38345 33344 @ 359.40 312.62 642.34 | 55856 | 714.17 621.02
89 b56.29  483.73 69762 606.63 504.99 439.12 386.56 336.13 362.30 315.04 64752 563.06 @ 719.93  626.03
90+ 560.75 = 48760 @ 703.21 611.48 509.04 = 44264 @ 389.64  338.82 & 365.19 31755 652.70 | 56757 = 72569 @ 63104
Only available to those Medicare eligible prior to
Jan. 1, 2020

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026.
Premium payment may be made monthly.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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Age

0-64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89

90+

MONTHLY PREMIUMS ' STANDARD - Tobacco User

AREA 3 (ZIP Codes 686-689) — Household Discount Applied*

Plan A**

Male Female
378.29 @ 328.94
252.19 = 219.29
252.19 = 219.29
25219  219.29
266.06 | 231.35
279.92  243.41
293.79 | 255.48
306.41 266.44
319.00 | 27740
331.62  288.37
34423 | 299.34
356.85  310.30
368.19 | 320.16
379.54  330.03
390.89 | 339.91
402.23  349.77
413.58 | 359.63
422.41 36731
43124 | 374.99
440.07  382.67
448.88 | 390.34
45772 398.01
461.50 401.30
465.28 = 404.59
469.06 = 40788
472.85 41117
476.64 | 414.46

Plan B

Male Female
316.26  275.01
316.26 = 275.01
316.26  275.01
333.65 | 290.13
351.04  305.26
368.44 | 320.38
384.25  334.13
400.06 = 34788
415.87  361.63
43169 @ 375.38
44751 389.14
461.74 401.51
475.97  413.88
490.19 | 426.26
504.42 = 438.63
518.65 @ 451.00
529.73 = 460.64
540.80 | 470.26
551.87 = 479.89
562.94 | 489.51
574.00  499.14
578.75 | 503.26
583.50 = 50739
588.24 = 511.51
59298 515.64
59773 519.76

Plan G

Male Female
228.93  199.07
228.93 | 199.07
228.93 = 199.07
24152 = 210.02
254.11 220.97
266.70 | 23191
278.15 = 241.88
289.59 | 251.82
301.04 261.77
312.49 271.74
323.94  281.69
334.24 | 290.64
34455  299.60
354.84 | 308.56
365.15 31752
375.44 | 326.48
383.46  333.45
39148 @ 340.42
399.49 34738
40749 | 354.34
415.51 361.31
418.95 | 364.30
42237 36728
42582 | 370.28
429.24  373.25
432.68 @ 376.24

Plan L
Male Female
175.24  152.38
175.24 = 152.38
175.24  152.38
184.87 160.76
194.51 169.14
204.15 17752
212.92 185.14
221.67 192.76
230.43 = 200.38
239.19 = 20799
24795 215.61
255.84 | 222.47
263.73 = 229.33
27162 | 236.19
27950  243.04
28738 | 249.90
293.52 @ 255.24
299.65 | 260.57
305.79  265.91
311.92 271.23
318.06 @ 276.57
320.68 @ 278.85
323.31 281.14
32593 | 283.42
328,58 285.71
331.19 | 288.00

PlanN
Male Female
164.24  142.82
164.24 | 142.82
164.24 = 142.82
173.27 150.67
182.31 158.53
191.33 166.38
199.55 | 173.63
20777 180.67
215.98 18781
22419 = 194.94
232.40 @ 202.08
239.79 | 208.51
24719 214.95
25457 | 221.37
261.96 22780
269.35 | 234.22
275.10 = 239.22
280.85 | 244.21
286.59  249.21
292.35  2b54.22
298.09 @ 259.22
300.56 = 261.36
303.02  263.50
305.49 @ 265.64
30795 26778
310.41 269.92

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026.

Premium payment may be made monthly.

*See page 20 for information regarding household premium discount.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.

Plan C Plan F

293.54
293.54
293.54
309.69
325.83
341.97
356.65
371.33
386.00
400.68
415.36
428.57
441.79
455.00
468.21
481.41
491.69
501.96
512.24
522.51
532.78
53718
541.59
545.99
550.39
5564.79

Female

255.25
255.25
255.25
269.30
283.33
29737
310.13
322.90
335.66
348.41
361.18
372.67
384.17
395.65
40713
418.62
42756
436.49
445.43
454.36
463.29
46712
470.94
474.78
478.60
482.43

326.37
326.37
326.37
344.33
362.27
380.23
396.54
412.86
429.17
445.49
461.82
476.49
49118
505.87
520.56
535.24
546.67
558.08
569.52
580.94
592.36
59725
602.15
607,04
611.94
616.84

Female

283.80
283.80
283.80
299.41
316.02
330.63
344.82
359.01
&78.1¢)
38739
401.58
414.34
42712
439.89
452.66
465.43
475.36
485.29
495.24
505.16
515.10
519.35
523.61
52787
532.13
536.38

Only available to those Medicare eligible prior to

Jan. 1, 2020

9175-APR (12-18-25)
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Age

0-64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89

90+

Male
398.37
265.58
265.58
265.58
280.19
294.79
309.40
322.68
335.95
349.23
362.52
375.80
38774
399.69
411.65
423.59
435.55
444.84
454 14
463.44
472.72
482.02
486.01
489.99
493.98
497.96
501.95

MONTHLY PREMIUMS | PREFERRED — Non-Tobacco User

Female
346.41
230.94
230.94
230.94
243.64
256.34
269.04
280.59
292.13
303.68
315.23
326.78
33717
34756
35796
368.34
378.74
386.82
394.91
402.99
411.06
419.15
422 .61
426.08
42954
433.01
436.47

Male

333.05
333.05
333.05
351.37
369.69
388.01
404.66
421.31
43796
454.61
471.28
486.26
501.25
516.23
531.22
546.20
55787
569.52
581.18
592.83
604.49
609.49
614.48
619.48
624.47
629.47

Female

289.61
289.61
289.61
305.54
321.47
33740
351.88
366.36
380.84
395.31
409.80
422.84
435.87
448.90
461.93
474.96
485.10
495.23
505.38
515.51
525.64
529.99
534.33
538.68
543.02
54737

Male

241.09
241.09
241.09
254.35
26761

280.86
292.93
304.98
31703
329.09
341.14
351.99
362.84
373.69
384.54
395.38
403.82
412.26
420.71
429.13
43757
441.20
444 .81
448.43
452.04
455.66

Female

209.64
209.64
209.64
221.17
232.70
244.23
254.72
265.20
275.68
286.17
296.65
306.08
316.51
324.94
334.38
343.81
351.15
358.49
365.83
373.16
380.50
383.65
386.79
389.94
393.08
396.23

Male

184.54
184.54
184.54
194.70
204.84
215.00
224.22
233.45
242.67
251.90
261.12
269.43
27774
286.04
294.34
302.65
309.11

315.57
322.03
328.49
334.95
33771

340.48
343.24
346.02
348.79

Female

160.47
160.47
160.47
169.30
178.12
186.95
194.97
203.00
211.02
219.04
22706
234.29
241.51
248.73
255.95
263.17
268.79
274.41
280.02
285.64
291.26
293.66
296.07
298.47
300.89
303.29

Male

172.96
172.96
172.96
182.48
1€
201.50
210.15
218.80
22744
236.09
24474
252.52
260.31
268.09
275.88
283.65
289.72
295.77
301.81

30788
313.93
316.52
319.12
321.71

324.31
326.89

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026.

Premium payment may be made monthly.

Female

150.40
150.40
150.40
158.68
166.95
175.21
182.74
190.26
19778
205.30
212.81
219.59
226.36
233.12
239.89
246.66
25138
25719
262.45
267.72
272.98
275.24
27749
279.75
282.01
284.26

Male

309.13
309.13
309.13
326.13
343.14
360.14
37859
391.05
406.50
421.96
43742
451.33
465.25
479.16
493.07
506.98
51780
528.62
539.44
550.26
561.08
565.71
570.35
574.99
579.62
584.26

Female

268.81
268.81
268.81
283.59
298.38
313.16
326.60
340.04
353.48
366.92
380.36
392.46
404.57
416.66
428.76
440.85
450.26
459.67
469.08
478.49
48789
491.93
495.96
499.99
504.02
508.05

Male

343.70
343.70
343.70
362.61
381.561
400.42
41760
434.78
451.97
469.15
486.34
501.80
51727
532.74
548.21
563.67
575.70
58773
599.77
611.79
623.82
628.97
634.13
639.29
644.44
649.60

Female

298.87
298.87
298.87
316.32
331.75
348.19
363.13
378.07
393.02
40796
422.91
436.35
449.80
463.25
476.70
490.15
500.61
511.07
521.54
531.99
542.45
546.93
551.42
555.90
560.39
564.87

Only available to those Medicare eligible prior to

Jan. 1, 2020

**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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Age

0-64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89

90+

Male
338.61
225.74
225.74
225.74
238.16
250.57
262.99
274.28
285.56
296.85
308.14
319.43
329.58
339.74
349.90
360.05
370.22
378.11
386.02
393.92
401.81
409.72
413.1
416.49
419.88
423.27
426.66

MONTHLY PREMIUMS | PREFERRED — Non-Tobacco User

Female
294.45
196.30
196.30
196.30
207.09
21789
228.68
238.50
248.31
258.13
26795
27776
286.59
295.43
304.27
313.09
321.93
328.80
335.67
342.54
349.40
356.28
359.22
362.17
365.11
368.06
371.00

Male

283.09
283.09
283.09
298.66
314.24
329.81

343.96
358.11

372.27
386.42
400.59
413.32
426.06
438.80
451.54
464.27
474.19
484.09
494.00
503.91

513.82
518.07
522.31

526.56
530.80
535.05

Female

246.17
246.17
246.17
259.71
273.25
286.79
299.10
311.41

323.71
336.01

348.33
359.41
370.49
381.56
392.64
403.72
412.33
420.95
429.57
438.18
446.79
450.49
45418
45788
461.57
465.26

Male

204.93
204.93
204.93
216.20
22747
238.73
248.99
259.23
269.48
279.73
289.97
299.19
308.41

31764
326.86
336.07
343.25
350.42
35760
364.76
371.93
375.02
378.09
381.17
384.23
38731

Female

178.19
178.19
178.19
18799
197.79
20760
216.51
225.42
234.33
243.24
252.15
260.17
268.18
276.20
284.22
292.24
298.48
304.72
310.96
31719
323.42
326.10
328.77
331.45
334.12
336.80

Male

156.86
156.86
156.86
165.49
174.11

182.75
190.59
198.43
206.27
214.11

221.95
229.02
236.08
243.13
250.19
25725
262.74
268.23
273.73
279.22
284.71
28705
289.41
291.75
294.12
296.47

Female

136.40
136.40
136.40
143.90
151.40
158.91
165.72
172.55
179.37
186.18
193.00
199.15
205.28
211.42
21756
223.69
228.47
233.25
238.02
242.79
24757
249.61
251.66
253.70
255.76
25780

Male

14702
14702
147.02
165.11

163.19
171.27
178.63
185.98
193.32
200.68
208.03
214.64
221.26
22788
234.50
241.10
246.26
25140
256.54
261.70
266.84
269.04
271.25
273.45
275.66
27786

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026.

Premium payment may be made monthly.

*See page 20 for information regarding household premium discount.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.

Female

12784
12784
12784
134.88
141.91

148.93
155.33
161.72
168.11

174.50
180.89
186.65
192.41

198.15
203.91
209.66
214.14
218.61
223.08
22756
232.03
233.95
235.87
23779
239.71
241.62

Male

262.76
262.76
262.76
27721

291.67
306.12
319.25
332.39
345.62
358.67
371.81

383.63
395.46
40729
419.11

430.93
440.13
449.33
458.62
46772
476.92
480.85
484.80
488.74
492.68
496.62

Female

228.49
228.49
228.49
241.05
253.62
266.19
27761

289.03
300.46
311.88
323.31

333.59
343.88
354.16
364.45
374.72
382.72
390.72
398.72
406.72
414.71

418.14
421.57
424.99
428.42
431.84

Male

292.14
292.14
292.14
308.22
324.28
340.36
354.96
369.56
384.17
398.78
413.39
426.53
439.68
452.83
465.98
479.12
489.34
499.57
509.80
520.02
530.25
534.62
539.01
543.40
54777
5562.16

Female

254.04
254.04
254.04
268.02
281.99
295.96
308.66
321.36
334.07
346.77
359.47
370.90
382.33
393.76
405.19
416.63
42552
43441
443.31
452.19
461.08
464.89
468.71
472 51
476.33
480.14

Only available to those Medicare eligible prior to

Jan. 1, 2020

9175-APR (12-18-25)
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Age

0-64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89

90+

Male
458.12
305.41
305.41
305.41
322.22
339.01
355.81
371.08
386.34
401.62
416.89
43217
445.90
459.65
473.40
48713
500.88
511.57
522.26
532.95
543.63
554.33
558.91
563.49
568.07
572.66
57724

MONTHLY PREMIUMS ' STANDARD - Tobacco User

Female
398.37
265.58
265.58
265.58
280.19
294.79
309.40
322.68
335.95
349.23
362.52
375.80
38774
399.69
411.65
423.59
435.55
444.84
454 14
463.44
472.72
482.02
486.01
489.99
493.98
497.96
501.95

Male

383.01
383.01
383.01
404.08
425.14
446.21
465.36
484.51
503.65
522.80
541.97
559.20
576.43
593.66
610.90
628.13
641.54
654.94
668.36
681.76
695.16
700.91
706.66
712.41
718.14
723.89

Female

333.05
333.05
333.05
351.37
369.69
388.01
404.66
421.31
43796
454.61
471.28
486.26
501.25
516.23
531.22
546.20
55787
569.52
581.18
592.83
604.49
609.49
614.48
619.48
624.47
629.47

Male

27725
27725
27725
292.50
30775
322.99
336.87
350.73
364.58
378.46
392.31
404.78
41727
429.74
442.22
454.69
464.40
474.10
483.81
493.50
503.21
507.38
511.53
515.69
519.85
524.01

Female

241.09
241.09
241.09
254.35
26761

280.86
292.93
304.98
31703
329.09
341.14
351.99
362.84
373.69
384.54
395.38
403.82
412.26
420.71
429.13
43757
441.20
444 .81
448.43
452.04
455.66

Male

212.22
212.22
212.22
223.90
235.57
24724
25785
268.46
279.07
289.68
300.29
309.84
319.40
328.95
338.49
348.04
355.47
362.90
370.33
37776
3856.19
388.37
H.5
394.73
39792
401.10

Female

184.54
184.54
184.54
194.70
204.84
215.00
224.22
233.45
242.67
251.90
261.12
269.43
27774
286.04
294.34
302.65
309.11

315.57
322.03
328.49
334.95
33771

340.48
343.24
346.02
348.79

Male

198.91

198.91

198.91

209.85
220.79
231.72
241.68
251.62
261.56
27150
281.45
290.40
299.36
308.30
31726
326.20
333.17
340.13
34709
354.06
361.01

364.00
366.99
369.97
372.96
375.93

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026.

Premium payment may be made monthly.

Female

172.96
172.96
172.96
182.48
1€
201.50
210.15
218.80
22744
236.09
24474
252.52
260.31
268.09
275.88
283.65
289.72
295.77
301.81

30788
313.93
316.52
319.12
321.71

324.31
326.89

Male

355.50
355.50
355.50
375.05
394.61
414.16
431.93
449.71
46748
485.26
503.03
519.03
535.04
551.03
567.03
583.03
595.47
60791

620.35
632.80
645.24
650.57
655.90
661.24
666.57
671.90

Female

309.13
309.13
309.13
326.13
343.14
360.14
37859
391.05
406.50
421.96
43742
451.33
465.25
479.16
493.07
506.98
51780
528.62
539.44
550.26
561.08
565.71
570.35
574.99
579.62
584.26

Male

395.26
395.26
395.26
41700
438.74
460.48
480.24
500.00
519.76
539.52
559.30
57707
594.86
612.65
630.44
648.22
662.05
675.89
689.73
703.56
71739
723.32
729.25
735.18
74111

74704

Female

343.70
343.70
343.70
362.61
381.561
400.42
41760
434.78
451.97
469.15
486.34
501.80
51727
532.74
548.21
563.67
575.70
58773
599.77
611.79
623.82
628.97
634.13
639.29
644.44
649.60

Only available to those Medicare eligible prior to

Jan. 1, 2020

**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.
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Age

0-64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89

90+

Male
389.40
259.60
259.60
259.60
273.89
288.16
302.44
315.42
328.39
341.38
354.36
36734
379.01
390.70
402.39
414.06
425.75
434.83
443.92
453.01
462.09
471.18
475.07
478.97
482.86
486.76
490.65

MONTHLY PREMIUMS ' STANDARD - Tobacco User

Female
338.61
225.74
225.74
225.74
238.16
250.57
262.99
274.28
285.56
296.85
308.14
319.43
329.58
339.74
349.90
360.05
370.22
378.11

386.02
393.92
401.81

409.72
413.1

416.49
419.88
423.27
426.66

Male

325.56
325.56
325.56
343.47
361.37
379.28
395.56
411.83
428.10
444.38
460.67
475.32
489.97
504.61
519.26
533.91
545.31
556.70
568.11
579.50
590.89
595.77
600.66
605.55
610.42
615.31

Female

283.09
283.09
283.09
298.66
314.24
329.81
343.96
358.11
372.27
386.42
400.59
413.32
426.06
438.80
451.54
464.27
474.19
484.09
494.00
503.91
513.82
518.07
522.31
526.56
530.80
535.05

Male

235.66
235.66
235.66
248.62
261.59
274.54
286.34
298.12
309.89
321.69
333.46
344.06
354.68
365.28
375.89
386.49
394.74
402.98
411.24
419.47
42773
431.27
434.80
438.34
441.87
445.41

Female

204.93
204.93
204.93
216.20
22747
238.73
248.99
259.23
269.48
279.73
289.97
299.19
308.41
31764
326.86
336.07
343.25
350.42
35760
364.76
371.93
375.02
378.09
381.17
384.23
38731

Male

180.39
180.39
180.39
190.31

200.23
210.156
219.17
228.19
23721

246.23
255.25
263.36
271.49
279.61
28772
295.83
302.15
308.46
314.78
321.10
32741

330.11

332.82
3356.52
338.23
340.93

Female

156.86
156.86
156.86
165.49
174.11

182.75
190.59
198.43
206.27
214.11

221.95
229.02
236.08
243.13
250.19
25725
262.74
268.23
273.73
279.22
284.71
28705
289.41
291.75
294.12
296.47

Male

169.07
169.07
169.07
178.37
18767
196.96
205.43
213.88
222.33
230.77
239.23
246.84
254.46
262.05
269.67
27727
283.19
289.1
295.03
300.95
306.86
309.40
311.94
314.47
31702
319.54

Rates valid through March 31, 2027. Premium is based on your gender and age as of April 1, 2026.

Premium payment may be made monthly.

*See page 20 for information regarding household premium discount.
**Plan A is available for individuals who are Medicare eligible due to disability and under the age of 65 excluding end-stage renal disease.

Female

14702
14702
147.02
165.11

163.19
171.27
178.63
185.98
193.32
200.68
208.03
214.64
221.26
22788
234.50
241.10
246.26
25140
256.54
261.70
266.84
269.04
271.25
273.45
275.66
27786

Male

302.17
302.17
302.17
318.79
335.42
352.04
36714
382.25
39736
412.47
42758
441.18
454.78
468.38
481.98
495.58
506.15
516.72
52730
53788
548.45
552.98
55751

562.05
566.58
571.11

Female

262.76
262.76
262.76
27721

291.67
306.12
319.25
332.39
345.62
358.67
371.81

383.63
395.46
40729
419.11

430.93
440.13
449.33
458.62
46772
476.92
480.85
484.80
488.74
492.68
496.62

Male

$35.97
335.97
SI6.97
354.45
372.93
391.41
408.20
425.00
441.80
458.59
475.40
490.51
505.63
520.75
535.87
550.99
562.74
574.51
586.27
598.03
609.78
614.82
619.86
624.90
629.94
634.98

Female

292.14
292.14
292.14
308.22
324.28
340.36
354.96
369.56
384.17
398.78
413.39
426.53
439.68
452.83
465.98
479.12
489.34
499.57
509.80
520.02
530.25
534.62
539.01
543.40
54777
5562.16

Only available to those Medicare eligible prior to

Jan. 1, 2020
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Important Information

Premium Information

Blue Cross and Blue Shield of Nebraska

can only raise your premium if we raise the
premium for all policies like yours in this
state. Your premium may change each year
as you age, and that change will be made on
the annual renewal date, and the rate will be
calculated using your attained age as of the
renewal date. If you move your permanent

residence, it may result in a premium change.

Your contract is guaranteed renewable.

It cannot be canceled because of the number

of claims you file or the amount of benefits
you collect. It should be expected that your
premiums will increase whenever Medicare

deductibles or coinsurance provisions change,

or when higher medical costs increase.

Household Premium Discount

You are eligible for a household premium
discount if you currently have a person
residing in your home (but no more than
three people, age 60 or older), who is:

a) your legal spouse; or b) a person at
least 18 years of age with whom you
have resided continuously for the last 12

months. The discount on the premium will

be 15%. The policy's household premium

discount will be removed if the other adult

no longer resides with you (other than in
the case of his or her death).

20 9175-APR (12-18-25)

Disclosures

Use this outline to compare benefits and
premiums among policies.

Read Your Policy Very Carefully

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 Blue
Cross and Blue Shield of Nebraska.

Right To Return Policy

If you find that you are not satisfied with
your policy, you may return it to:

Blue Cross and Blue Shield of Nebraska
PO. Box 3248
Omaha, NE 68180-0001

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.

Policy Replacement

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

Notice

These policies may not fully cover all
of your medical costs.

Neither Blue Cross and Blue Shield of
Nebraska 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
the “Medicare and You" handbook 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. Blue Cross and Blue
Shield of Nebraska 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.



PLAN A | Medicare (Part A)

Hospital Services — Per Benefit Period

* 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.

SERVICES MEDICARE PAYS PLAN A PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing, miscellaneous services and supplies.
First 60 days All but $1,736 $0 $1,736 (Part A deductible)
61st through 90th day All but $434 a day $434 a day $0
91st day and after:
¢ While using 60 lifetime reserve days All but $868 a day $868 a day $0
e Once lifetime reserve days are used:
- 365 additional days $0 100% of Medicare-eligible expenses $0O **
- Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements, including having been in a hospital for at least three days and entered a Medicare-approved facility within
30 days after leaving the hospital.

First 20 days All approved amounts $0 $0

21st through 100th day All but $217 a day $0 Up to $217 a day
101st day and after $0 $0 All costs
BLOOD

First three pints $0 Three pints $0

Additional amounts 100% $0 $0

HOSPICE CARE

You must meet Medicare’s requirements, including a doctor’s certification of terminal illness.
All but very limited copayment/
coinsurance for outpatient drugs and Medicare copayment/coinsurance $0
inpatient respite care

**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 charges and the amount Medicare would have paid.
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PLAN A | Medicare (Part B)
Medical Services — Per Calendar Year

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

SERVICES MEDICARE PAYS PLAN A PAYS YOU PAY

MEDICAL EXPENSES IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITALTREATMENT
Expenses include physician’s services; inpatient and outpatient medical and surgical services and supplies; physical, occupational and speech
therapy; and diagnostic tests and durable medical equipment.

First $283 of Medicare-approved amounts* $0 $0 $283 (Part B deductible)
Remainder of Medicare-approved amounts Generally 80% Generally 20% $0
Part B excess charges $0 $0 All costs
(above Medicare-approved amounts)
BLOOD
First three pints $0 All costs $0
Next $283 of Medicare-approved amounts* $0 $0 $283 (Part B deductible)
Remainder of Medicare-approved amounts 80% 20% $0
CLINICAL LABORATORY SERVICES -TESTS FOR DIAGNOSTIC SERVICES
100% $0 $0
PARTSAAND B
HOME HEALTH CARE - MEDICARE-APPROVED SERVICES
mgg;g::lzunpe;;sssary skilled care services and 100% $0 $0
E?sr‘? 2|268r;i?|§/?lesg:|rzr—zggtéved amounts® $0 $0 $283 (Part B deductible)
Remainder of Medicare-approved amounts 80% 20% $0
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PLAN B ' Medicare (Part A)

Hospital Services — Per Benefit Period

* 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.

SERVICES MEDICARE PAYS PLAN B PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing, miscellaneous services and supplies.
First 60 days All but $1,736 $1,736 (Part A deductible) $0
61st through 90th day All but $434 a day $434 a day $0
91st day and after:
¢ \While using 60 lifetime reserve days All but $868 a day $868 a day $0
e Once lifetime reserve days are used:
- 365 additional 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 three days and entered a Medicare-approved facility within

30 days after leaving the hospital.

First 20 days All approved amounts $0 $0

21st through 100th day All but $217 a day $0 Up to $217 a day
101st day and after $0 $0 All costs
BLOOD

First three pints $0 Three pints $0

Additional amounts 100% $0 $0

HOSPICE CARE

You must meet Medicare’s requirements, including a doctor’s certification of terminal illness.
All but very limited copayment/
coinsurance for outpatient drugs and Medicare copayment/coinsurance $0
inpatient respite care

**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 charges and the amount Medicare would have paid.
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PLAN B ' Medicare (Part B)

Medical Services — Per Calendar Year

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

SERVICES MEDICARE PAYS PLAN B PAYS YOU PAY

MEDICAL EXPENSES IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITALTREATMENT
Expenses include physician’s services; inpatient and outpatient medical and surgical services and supplies; physical, occupational and speech
therapy; and diagnostic tests and durable medical equipment.

First $283 of Medicare-approved amounts* $0 $0 $283 (Part B deductible)
Remainder of Medicare-approved amounts Generally 80% Generally 20% $0
Part B excess charges $0 $0 All costs
(above Medicare-approved amounts)
BLOOD
First three pints $0 All costs $0
Next $283 of Medicare-approved amounts* $0 $0 $283 (Part B deductible)
Remainder of Medicare-approved amounts 80% 20% $0
CLINICAL LABORATORY SERVICES -TESTS FOR DIAGNOSTIC SERVICES
100% $0 $0
PARTS AAND B
HOME HEALTH CARE - MEDICARE-APPROVED SERVICES
rl\n/lgg;cozzlllzunpe;i}sssary skilled care services and 100% $0 $0
Elrisr‘? 2|§82i?|(l\:ﬂalegicljrpezzgioved amounts® %0 %0 $283 (Part B deductible)
Remainder of Medicare-approved amounts 80% 20% $0
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PLAN G ' Medicare (Part A)

Hospital Services — Per Benefit Period

* 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.

SERVICES MEDICARE PAYS PLAN G PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing, miscellaneous services and supplies.
First 60 days All but $1,736 $1,736 (Part A deductible) $0
61st through 90th day All but $434 a day $434 a day $0
91st day and after:
¢ While using 60 lifetime reserve days All but $868 a day $868 a day $0
e Once lifetime reserve days are used:
- 365 additional days $0 100% of Medicare-eligible expenses $0O **
- Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements, including having been in a hospital for at least three days and entered a Medicare-approved facility within

30 days after leaving the hospital.

First 20 days All approved amounts $0 $0

21st through 100th day All but $217 a day Up to $217 a day $0

101st day and after $0 $0 All costs
BLOOD

First three pints $0 Three pints $0
Additional amounts 100% $0 $0
HOSPICE CARE

You must meet Medicare’s requirements, including a doctor’s certification of terminal illness.
All but very limited copayment/
coinsurance for outpatient drugs and
inpatient respite care

Medicare $0
copayment/coinsurance

**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 charges and the amount Medicare would have paid.
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PLAN G ' Medicare (Part B)
Medical Services — Per Calendar Year

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

SERVICES MEDICARE PAYS PLAN G PAYS YOU PAY

MEDICAL EXPENSES IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITALTREATMENT
Expenses include physician’s services; inpatient and outpatient medical and surgical services and supplies; physical, occupational and speech
therapy; and diagnostic tests and durable medical equipment.

First $283 of Medicare-approved amounts* $0 $0 $283 (Part B deductible)
Remainder of Medicare-approved amounts Generally 80% Generally 20% $0
Part B excess charges $0 100% $0
(above Medicare-approved amounts)
BLOOD
First three pints $0 All costs $0
Next $283 of Medicare-approved amounts* $0 $0 $283 (Part B deductible)
Remainder of Medicare-approved amounts 80% 20% $0
CLINICAL LABORATORY SERVICES -TESTS FOR DIAGNOSTIC SERVICES
100% $0 $0
PARTSAAND B
HOME HEALTH CARE - MEDICARE-APPROVED SERVICES
Medically necessary skilled care services and medical supplies  100% $0 $0
Elrjsr? %268rgidfl(lijllez(ichrpe2i§oved amounts* %0 %0 $283 (Part B deductible)
Remainder of Medicare-approved amounts 80% 20% $0

Other Benefits — Not Covered By Medicare

SERVICES MEDICARE PAYS PLAN G PAYS YOU PAY
FOREIGN TRAVEL - NOT COVERED BY MEDICARE
Medically necessary emergency care services beginning during the first 60 days of each trip outside the United States.

First $250 each calendar year $0 $0 $250
Rernainder of charaes $0 80% to a lifetime maximum 20% and amounts over the
9 benefit of $50,000 $50,000 lifetime maximum

26 9175-APR (12-18-25)



PLAN N ' Medicare (Part A)

Hospital Services — Per Benefit Period

* 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.

SERVICES MEDICARE PAYS PLAN N PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing, miscellaneous services and supplies.
First 60 days All but $1,736 $1,736 (Part A deductible) $0
61st through 90th day All but $434 a day $434 a day $0
91st day and after:
¢ While using 60 lifetime reserve days All but $868 a day $868 a day $0
e Once lifetime reserve days are used:
- 365 additional days $0 100% of Medicare-eligible expenses $O**
- Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements, including having been in a hospital for at least
three days and entered a Medicare-approved facility within 30 days after leaving the hospital.

First 20 days All approved amounts $0 $0

21st through 100th day All but $217 a day Up to $217 a day $0

101st day and after $0 $0 All costs
BLOOD

First three pints $0 Three pints $0
Additional amounts 100% $0 $0
HOSPICE CARE

You must meet Medicare’s requirements, including a doctor’s certification of terminal illness.
All but very limited copayment/
coinsurance for outpatient drugs and Medicare copayment/coinsurance $0
inpatient respite care

**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 charges and the amount Medicare would have paid.
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PLAN N | Medicare (Part B)

Medical Services — Per Calendar Year

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

have been met for the calendar year.
SERVICES

MEDICARE PAYS

PLAN N PAYS

MEDICAL EXPENSES IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITALTREATMENT
Expenses include physician’s services; inpatient and outpatient medical and surgical services and supplies; physical, occupational and speech

therapy; and diagnostic tests and durable medical equipment.
First $283 of Medicare-approved amounts* $0

Remainder of Medicare-approved amounts Generally 80%

Part B excess charges (above Medicare-approved amounts) $0

BLOOD

First three pints $0

Next $283 of Medicare-approved amounts* $0

Remainder of Medicare-approved amounts 80%

CLINICAL LABORATORY SERVICES -TESTS FOR DIAGNOSTIC SERVICES
100%

PARTS AAND B

HOME HEALTH CARE - MEDICARE-APPROVED SERVICES
Medically necessary skilled care services and medical supplies  100%

Durable medical equipment: $0
First $283 of Medicare-approved amounts*
Remainder of Medicare-approved amounts 80%

Other Benefits — Not Covered By Medicare

SERVICES
FOREIGN TRAVEL - NOT COVERED BY MEDICARE

Medically necessary emergency care services beginning during the first 60 days of each trip outside the United States.

First $250 each calendar year $0

Remainder of charges $0

MEDICARE PAYS

$0

Balance, other than $20 per
office visit and $50 per
emergency room visit
copayment amount**

$0

All costs
$0

20%

$0

$0
$0
20%

PLAN N PAYS

$0

80% to a lifetime maximum

benefit of $50,000

YOU PAY

$283 (Part B deductible)

Up to $20 per office visit and
up to $50 per emergency
room visit**

All costs

$0
$283 (Part B deductible)
$0

$0

$0
$283 (Part B deductible)

$0

YOU PAY

$250

20% and amounts over the
$50,000 lifetime maximum

**The copayment of up to $50 is waived if the insured is admitted to any hospital and the emergency visit is covered as a Medicare Part A expense.
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PL AN I_ *You will pay one-fourth of the cost-sharing of some covered services until you reach the annual out-of-pocket limit of $3,610 each calendar
year. The amounts that count toward your annual limit are noted with diamonds (#) in the chart below. Once you reach the annual limit, the plan
M edicare pays 100% of your Medicare copayment and coinsurance for the rest of the calendar year. However, this limit does NOT include charges
from your provider that exceed Medicare-approved amounts (these are called “Excess Charges”) and you will be responsible for
(Pa rt A) paying this difference in the amount charged by your provider and the amount paid by Medicare for the item or service.

Hospital Services — Per Benefit Period

** 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.

SERVICES MEDICARE PAYS PLAN L PAYS YOU PAY
HOSPITALIZATION **
Semiprivate room and board, general nursing, miscellaneous services and supplies.

(o)
First 60 days Al but $1,736 $1,302 (75% of Part A deductible) $434 (25% of Part A

deductible) ¢
61st through 90th day All but $434 a day $434 a day $0
91st day and after:
¢ \While using 60 lifetime reserve days All but $868 a day $868 a day $0
e Once lifetime reserve days are used:
- 365 additional days $0 100% of Medicare-eligible expenses $O ***
- Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE **
You must meet Medicare's requirements, including having been in a hospital for at least three days and entered a Medicare-approved facility within
30 days after leaving the hospital.

First 20 days All approved amounts $0 $0

21st through 100th day All but $217 a day Up to $162.75 a day Up to $54.25 a day ¢
101st day and after $0 $0 All costs

BLOOD

First three pints $0 75% 25% *

Additional amounts 100% $0 $0

HOSPICE CARE

You must meet Medicare’s requirements, including a doctor’s certification of terminal illness.
All but very limited copayment/
coinsurance for outpatient drugs and 75% of copayment/coinsurance
inpatient respite care

25% of copayment/
coinsurance ¢

*** 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 charges and the amount Medicare would have paid.
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PLAN L ' Medicare (Part B)
Medical Services — Per Calendar Year

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

SERVICES MEDICARE PAYS PLAN L PAYS YOU PAY

MEDICAL EXPENSES IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITALTREATMENT
Expenses include physician’s services; inpatient and outpatient medical and surgical services and supplies; physical, occupational and speech
therapy; and diagnostic tests and durable medical equipment.

First $283 of Medicare-approved amounts **** $0 $0 $283 (Part B deductible) **** &
. . . . Generally 75% or more of Remainder of Medicare- All costs above Medicare-

Preventive Benefits for Medicare-covered services .

Medicare-approved amounts  approved amounts approved amounts
Remainder of Medicare-approved amounts Generally 80% Generally 15% Generally 5% ¢
Part B excess charges $0 $0 Al costs (and they do not
(above Medicare-approved amounts) count toward annual out-of-

pocket limit of $4,000) *

BLOOD
First three pints $0 75% 25% ¢
Next $283 of Medicare-approved amounts **** $0 $0 $283 (Part B deductible) *
Remainder of Medicare-approved amounts Generally 80% Generally 15% Generally 5% *
CLINICAL LABORATORY SERVICES -TESTS FOR DIAGNOSTIC SERVICES

100% $0 $0
PARTSAAND B

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

(o)
medical supplies 100% $0 $0
Durable medical equipment: . .
First $283 of Medicare-approved amounts ***** $0 $0 $283 (Part B deductible)
Remainder of Medicare-approved amounts 80% 15% 5% ¢

* This plan limits your annual out-of-pocket payment for Medicare-approved amounts to $4,000 per year. However, this limit does NOT include
charges from your provider that exceed Medicare-approved amounts (these are called “Excess Charges”) and you will be responsible for
paying this difference in the amount charged by your provider and the amount paid by Medicare for the item or service.

***x* Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.
***** Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.
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PLAN C ' Medicare (Part A)
Hospital Services — Per Benefit Period

* 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.

SERVICES MEDICARE PAYS PLAN C PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing, miscellaneous services and supplies.
First 60 days All but $1,736 $1,736 (Part A deductible) $0
61st through 90th day All but $434 a day $434 a day $0
91st day and after:
¢ While using 60 lifetime reserve days All but $868 a day $868 a day $0
e Once lifetime reserve days are used:
- 365 additional days $0 100% of Medicare-eligible expenses $0O **
- Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements, including having been in a hospital for at least three days and entered a Medicare-approved facility within
30 days after leaving the hospital.

First 20 days All approved amounts $0 $0

21st through 100th day All but $217 a day Up to $217 a day $0

101st day and after $0 $0 All costs
BLOOD

First three pints $0 Three pints $0
Additional amounts 100% $0 $0
HOSPICE CARE

You must meet Medicare’s requirements, including a doctor’s certification of terminal illness.
All but very limited copayment/
coinsurance for outpatient drugs and Medicare copayment/coinsurance $0
inpatient respite care

**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 charges and the amount Medicare would have paid.
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PLAN C ' Medicare (Part B)

Medical Services — Per Calendar Year Only available for individuals who were Medicare eligible before Jan. 1, 2020.

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

SERVICES MEDICARE PAYS PLAN C PAYS YOU PAY

MEDICAL EXPENSES IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITALTREATMENT
Expenses include physician’s services; inpatient and outpatient medical and surgical services and supplies; physical, occupational and speech
therapy; and diagnostic tests and durable medical equipment.

First $283 of Medicare-approved amounts* $0 $283 $0
Remainder of Medicare-approved amounts Generally 80% Generally 20% $0
Part B excess charges (above Medicare-approved amounts) $0 $0 All costs
BLOOD
First three pints $0 All costs $0
Next $283 of Medicare-approved amounts* $0 $283 $0
Remainder of Medicare-approved amounts 80% 20% $0
CLINICAL LABORATORY SERVICES -TESTS FOR DIAGNOSTIC SERVICES

100% $0 $0
PARTS AAND B
HOME HEALTH CARE - MEDICARE-APPROVED SERVICES
Medically necessary skilled care services and medical supplies  100% $0 $0
[ligsr‘? ggS@i(ilclijlecej?cifezzgr-oved amounts* $0 $283 $0
Remainder of Medicare-approved amounts 80% 20% $0

Other Benefits — Not Covered By Medicare

SERVICES MEDICARE PAYS PLAN C PAYS YOU PAY
FOREIGN TRAVEL - NOT COVERED BY MEDICARE
Medically necessary emergency care services beginning during the first 60 days of each trip outside the Unites States.

First $250 each calendar year $0 $0 $250
Remainder of charaes $0 80% to a lifetime maximum 20% and amounts over the
9 benefit of $50,000 $50,000 lifetime maximum

32 9175-APR (12-18-25)



PLAN F | Medicare (Part A)
Hospital Services — Per Benefit Period Only available for individuals who were Medicare eligible before Jan. 1, 2020.

* 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.

SERVICES MEDICARE PAYS PLAN F PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general nursing, miscellaneous services and supplies.
First 60 days All but $1,736 $1,736 (Part A deductible) $0
61st through 90th day All but $434 a day $434 a day $0
91st day and after:
¢ While using 60 lifetime reserve days All but $868 a day $868 a day $0
e Once lifetime reserve days are used:
- 365 additional days $0 100% of Medicare-eligible expenses $0O **
- Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements, including having been in a hospital for at least three days and entered a Medicare-approved facility within

30 days after leaving the hospital.

First 20 days All approved amounts $0 $0

21st through 100th day All but $217 a day Up to $217 a day $0

101st day and after $0 $0 All costs
BLOOD

First three pints $0 Three pints $0
Additional amounts 100% $0 $0
HOSPICE CARE

You must meet Medicare’s requirements, including a doctor’s certification of terminal illness.
All but very limited copayment/
coinsurance for outpatient drugs and
inpatient respite care

Medicare

. $0
copayment/coinsurance

**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 charges and the amount Medicare would have paid.
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PLAN F ' Medicare (Part B)
Medical Services — Per Calendar Year Only available for individuals who were Medicare eligible before Jan. 1, 2020.

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

SERVICES MEDICARE PAYS PLAN F PAYS YOU PAY

MEDICAL EXPENSES IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITALTREATMENT
Expenses include physician’s services; inpatient and outpatient medical and surgical services and supplies; physical, occupational and speech
therapy; and diagnostic tests and durable medical equipment.

First $283 of Medicare-approved amounts* $0 $283 (Part B deductible) $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 $283 of Medicare-approved amounts* $0 $283 (Part B deductible) $0
Remainder of Medicare-approved amounts 80% 20% $0
CLINICAL LABORATORY SERVICES -TESTS FOR DIAGNOSTIC SERVICES

100% $0 $0
PARTS AAND B
HOME HEALTH CARE - MEDICARE-APPROVED SERVICES
Medically necessary skilled care services and medical supplies  100% $0 $0
[ligsr‘? ggS@i(ilclijlecej?cifezzgr-oved amounts* $0 $283 (Part B deductible) $0
Remainder of Medicare-approved amounts 80% 20% $0

Other Benefits — Not Covered By Medicare

SERVICES MEDICARE PAYS PLAN F PAYS YOU PAY
FOREIGN TRAVEL - NOT COVERED BY MEDICARE
Medically necessary emergency care services beginning during the first 60 days of each trip outside the United States.

First $250 each calendar year $0 $0 $250
Remainder of charaes $0 80% to a lifetime maximum 20% and amounts over the
9 benefit of $50,000 $50,000 lifetime maximum
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o) BlueCross .
iz ) pluesross, Scope of Sales Appointment
Nebraska Confirmation Form

The Centers for Medicare and Medicaid Services (CMS) requires agents to document the scope of a
marketing appointment at least 48 hours prior to any face-to-face sales meeting to ensure understanding of
what will be discussed between the agent and the Medicare beneficiary (or his/her authorized representative).
All information provided on this form is confidential and should be completed by each person with Medicare or
his/her authorized representative. Refer to page 2 for product type descriptions.

Agents must be licensed, contracted and certified, where applicable, to sell each of the plans listed below:
Please INITIAL BELOW in the box beside the type of product(s) you want the agent to discuss:

Medicare Prescription Drug Plan (PDP) Ancillary Products

Medicare Supplement (Medigap)

Medicare Advantage Plan(s) Broduct
roducts

Beneficiary or Authorized Representative

By signing this form, you agree to a meeting with a sales agent to discuss the types of products you initialed
above. Please note, the person who will discuss the products is either employed or contracted by a Medicare
Plan. They do not work directly for the federal government. This individual may also be paid based on your
enroliment in a plan.

Signing this form does NOT obligate you to enroll in a plan, affect your current or future enroliment nor will it
automatically enroll you in a Medicare plan or any plans discussed.

Beneficiary or authorized representative signature and signature date:

Beneficiary Printed Name Beneficiary Date of Birth (Optional)

Beneficiary Signature Acmnm

If you are the authorized representative, please sign above and print your name and relationship to the beneficiary

Agent Signature Date

To be completed by Agent:

Agent Name Agent Phone

Beneficiary Address Beneficiary Phone

Initial Method of Contact (indicate if beneficiary walked in) Required

Date Appointment Completed Required Plans the agent represented during this meeting
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i § gluesross, Medicare Plan Descriptions
Nebraska

Stand-Alone Medicare Prescription Drug Plans (Part D)

Medicare Prescription Drug Plan (PDP): A stand-alone drug plan that adds prescription drug
coverage to Original Medicare, some Medicare Cost Plans, some Medicare Private-Fee-for-
Service plans and Medicare Medical Savings Account Plans.

Medicare Advantage Plans (Part C)

A Medicare Advantage Plan that provides all Original Medicare Part A and Part B health coverage
and sometimes covers Part D prescription drug coverage.

Preferred Provider Organization (PPO): Require you to use doctors and hospitals in the plan's
provider network in order to get the most out of your benefits. Referrals are not needed to see a
doctor, specialist or out-of-network provider; however, you will likely have to pay more out of pocket.

Health Maintenance Organization (HMO): HMO plans have a network of doctors and hospitals.
Many HMO plans are now open access, where you do not have a primary care physician
requirement and may not require a referral to see a specialist. In most HMOs, you can only get care
from doctors or hospitals that are in the network (except in emergencies).

Dental/Vision Products

Health Insurance plans offering additional benefits4 for consumers who are looking to cover needs
for dental or other ancillary products. These plans are not affiliated or connected to Medicare.

Medicare Supplement (Medigap) Products

Health insurance plans offering a supplemental policy to fill “gaps” in Original Medicare coverage. A
Medigap policy typically pays some or all of the deductible and coinsurance amounts applicable to
Medicare-covered services and sometimes covers items and services that are not covered by
Medicare, such as care outside of the country. These plans are not affiliated or connected to
Medicare.

Agents are required to submit a Scope of Appointment form with each Medicare Advantage Plan or
Medicare Prescription Drug enroliment application. Scope of Appointment documentation is subject
to CMS record retention requirements.

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

Rev. 06/10/2023 Y0139_24SOAForm_C FVNR 0623
50-187 (08-28-23)
Blue Cross and Blue Shield of Nebraska is an independent licensee
of the Blue Cross and Blue Shield Association.
20f2



%,D@@ @@ W_CQOHOMM Wm_,\w_wmmmmmﬂo__ama Department _Smamnm—.m m:vn_m—:m:.ﬂ

BlueShield Omaha, NE 68180-0001 . .
Nebraska Application
Section |. Subscriber Information
Last Name First Name MI Social Security Number Date of Birth (MM/DD/YYYY) ([] M
[]F
Physical Address (Street, PO Box) City State ZIP

If you wish to receive mailed correspondence at a different address than listed above, please indicate your mailing address below.
Mailing Address (Street, PO Box) City State ZIP

Cell Phone # Home Phone Email

Have you used tobacco in any form during the past 12 months? (The use of tobacco products means any use of cigarettes, pipes,
cigars, vapes or any other tobacco products regardless of the number of times or frequency of use).

[1Yes [No

Household Premium Discount

You may be eligible for a lower premium rate based on your answer to the following question:

Do you currently have a person residing in your home, who is:

a)  Your legal spouse; or

b) A person 18 years of age or older with whom you have continuously resided for the last 12 months.

[JYes [INo

Section |l. Medicare Information

Please reference your red, white and blue Medicare card to complete this
section.

Name/Nombre

Your Medicare number: JOHN L SMITH

Medicare Number/Nimero de Medicare

Hospital (Part A) Coverage Start Date: 1EG4-TE5-MK72

Entitled to/Con derecho a Coverage starts/Cobertura empieza

. . HOSPITAL (PARTA) 03-01-2016
Medical (Part B) Coverage Start Date: MEDICAL (PARTB)  03-01-2016

Section Ill. Plan Selection

Please select the Blue Cross and Blue Shield of Nebraska (BCBSNE) Medicare Supplement policy you are applying for:
[]PlanB [JPlanG [JPlanL [JPlanN

[]Plan A* []Plan C** [ ] Plan F**

*Plan A is available to individuals who are Medicare eligible due to disability and under the age of 65 excluding end stage renal disease

**Plan C and F are only available to individuals who were Medicare eligible prior to Jan. 1, 2020
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Section IV. Option Dental and Vision Plan Selection
These plans are separate from the Medicare Supplement plan, and are not required for issuance of a Medicare Supplement.

The BlueDental plan is an Individual policy offered by BCBSNE. If a dental plan is elected at the same time (initial enroliment) as an
approved, issued Medicare Supplement, the waiting period for Coverage B is waived. Waiting periods may apply based on the policy
selected. Benefit details including waiting period information is available at nebraskablue.com.

Please select the BCBSNE dental policy you are applying for.

BlueDental 750 plan BlueDental 1200 plan BlueDental 1500 plan
[] $100 Deductible [] $100 Deductible [] $50 Deductible
$750 Annual Benefit Maximum $1,200 Annual Benefit Maximum $1,500 Annual Benefit Maximum

The BlueVision plan is an Individual policy offered by BCBSNE.
Please select the BCBSNE vision policy you are applying for.

Individual Vision 130 Individual Vision 150 Individual Vision 200
H $130 frame/contact lens allowance H $150 frame/contact lens allowance H $200 frame/contact lens allowance
$10 lens copay $10 lens copay $10 lens copay

Section V. Medicare Questions

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were eligible for
guarantee issue of a Medicare Supplement insurance policy, or that you had certain rights to buy such a policy, you may be
guaranteed acceptance in one or more of our Medicare Supplement plans. Please include a copy of the notice from your prior
insurer with your application. Please answer all questions. Check Yes or No below.

TO THE BEST OF YOUR KNOWLEDGE:
[JYes|[_INo|1.(a) Did you turn age 65 in the last 6 months? Will you turn age 65 in the next 90 days?

[1Yes|[IJNo| (b) Did you enroll in Medicare Part B in the last 6 months?
(c) If yes, what is the effective date? / /
[1Yes|[INo|2.(a) Are you covered for medical assistance through the state Medicaid program? Note to applicant: If you are
participating in a "Spend-Down Program" and have not met your "Share of Cost," please answer No to this
[1Yes|[IJNo| (b) _ﬂﬁwﬂ_._ Medicaid pay your premiums for this Medicare Supplement policy?
[JYes|[INo| (c) Ifyes,do you receive any benefits from Medicaid other than payments toward your Medicare Part B premium?

3. (a) Ifyou had coverage from any Medicare plan other than Original Medicare within the past 63 days (for example,
a Medicare Advantage plan, or a Medicare HMO or PPO plan), fill in your start and end dates below. If you are
still covered under this plan, leave "End" blank.

Start / / End / /

[1Yes|[INo| (b) If you are still covered under the Medicare plan, do you intend to replace your current coverage with this
Medicare Supplement policy?

[1Yes|[INo| (c) Was this your first time in this type of Medicare plan?

[1Yes|[INo| (d) Did you drop a Medicare Supplement policy to enroll in the Medicare plan?

[1Yes|[INo|4.(a) Do you have another Medicare Supplement policy in force?
(b) If so, with what company, and what plan do you have?

(c) lunderstand if approved, my new policy will replace the current policy in effect. If my application is not
approved, my existing coverage will remain in effect with no change.

[JYes|[JNo|5.(a) Have you had coverage under any other health insurance within the past 63 days? (for example, an employer,
union or individual plan)?
(b) If so, with what company and what kind of policy?

(c) What are your dates of coverage under the other policy? If you are still covered under the other policy, leave
"End" blank. Start / / End / /

[JYes|[JNo| (d) Isthisloss of coverage due to retirement (applicant or applicant'

s spouse) or involuntary loss of coverage?
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Section VI. Health Information Questions

If you qualify for this coverage during Open Enrollment or a Guarantee Issue period, you are not required to answer
questions in Section 6. If your answer is yes to any of the questions in section 6.1, you are not eligible for coverage.

Height: feet inches Weight: pounds

PLEASE ANSWER ALL OF THE FOLLOWING HEALTH QUESTIONS BELOW:
Section 6.1

[JYes|[JNo| 1. Are you currently confined to a wheelchair or another motorized device?

[ IYes|[JNo| 2. Are you currently hospitalized, confined to a bed or in a nursing home?

[1Yes|[_INo| 3. Have you ever been diagnosed as having or received treatment by a medical professional for Acquired Immune
Deficiency Syndrome (AIDS) and/or positive HIV and/or AIDS Related Complex (ARC)?

[]Yes|[JNo| 4. Have you ever had an organ or stem cell transplant or been advised to have an organ or stem cell transplant
(excluding cornea implants)?

5. Within the past two(2) years, have you had, been treated for, taken medication for or been advised by a medical
professional that you have any of the following :

[]Yes|[JNo (a) Internal cancer, leukemia or melanoma (even if the condition is in remission)

[]Yes|[JNo (b) Coronary artery disease, heart attack, cardiac angioplasty, stent placement or bypass surgery

[]Yes|[ ]No (c) Congestive heart failure, cardiomyopathy (heart muscle disease), cardiomegaly (enlarged heart), atrial
fibrillation or other heart rhythm disorder, peripheral vascular disease, carotid artery disease, unoperated
valvular heart disease, unoperated aneurysm or implanted pacemaker/ICD (implanted cardiac defibrillator)

[JYes|[JNo|  (d)Stroke or transient ischemic attack (TIA)

[]Yes|[ ]No (e) Chronic Kidney Disease (Stages 3, 4, or 5), kidney failure or kidney disease requiring dialysis

[1Yes|[]No (f) Diabetes

a. Taking more than 50 units of insulin daily

b. Taking three or more medications (oral or injections) to control blood sugar

c. With complications including retinopathy, neuropathy, kidney disease, skin ulcers, high blood pressure,
poor circulation, peripheral artery disease or peripheral thrombotic disease

[JYes|[INo|  (9) Cirrhosis, chronic hepatitis or liver disease

[1Yes|[]No (h) Degenerative disc disease, amputations caused by disease, osteoporosis with related fractures, spinal stenosis,
rheumatoid arthritis, psoriatic arthritis, or arthritis that restricts mobility or activities of daily living

[JYes|[JNo| (i) Emphysema, Chronic Obstructive Pulmonary Disease (COPD) or any Chronic Pulmonary Disorder or Cardiac
Disorder requiring oxygen

[JYes|[JNo| (i) Systemic Lupus, Scleroderma, or Myasthenia Gravis

[JYes|[JNo| (k) Alcoholism or Drug Abuse
[JYes|[JNo| (I) Alzheimer's Disease, Dementia, or other cognitive disorder

[JYes|[JNo| (m)Parkinson's disease, Multiple Sclerosis, Amyotrophic Lateral Sclerosis (Lou Gehrig's Disease), Huntington's
disease, or Cerebral Palsy

[1Yes|[_]No| 6. Have you had a seizure in the last 12 months?

[ IYes|[ INo| 7. Have you been hospitalized inpatient three or more times within the past two (2) years?
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Section VI. Health Information Questions (continued)

_QoEm:msm:mémﬁomio::m@cmmzosm_:mmoﬁ_%m.m_ocgsoﬂcmm__@_c_ﬂoﬁooéammm:amqm mccmoo, 8%::%:3:_:@
review. If you would like consideration to be given to an application that contains a "yes" answer to any questions in this section,
w_mmﬁmm mﬂﬁmos\%_oma an explanation stating how long the condition has existed, how it is/was being controlled and the recommended
reatment.

Section 6.2

[1Yes|[JNo| 1. Have you been advised by a medical professional to have surgery, medical tests, treatment, or therapy that has not
been performed or do you have any pending test results?

[ 1Yes|[_INo| 2. Have you been hospitalized for complications arising from SARS-CoV-2 (Coronavirus) or the COVID-19 disease?
(a) Dates of hospitalization:

a. Admission Date

b. Discharge Date
[]Yes|[JNo (b) Were you placed on a ventilator?

Section VII. Medication Information

Are you currently taking, or have you taken any prescription or over-the-counter medications within the past 12 months?
If yes, please list the medication(s) and condition(s) being treated below. Attach a separate sheet if necessary.

Medication Name (copy from pharmacy label):

Date originally prescribed:

Dosage and frequency:

Diagnosis/condition being treated:

Medication Name (copy from pharmacy label):

Date originally prescribed:

Dosage and frequency:

Diagnosis/condition being treated:

Medication Name (copy from pharmacy label):

Date originally prescribed:

Dosage and frequency:

Diagnosis/condition being treated:

Medication Name (copy from pharmacy label):

Date originally prescribed:

Dosage and frequency:

Diagnosis/condition being treated:

Medication Name (copy from pharmacy label):

Date originally prescribed:

Dosage and frequency:

Diagnosis/condition being treated:
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Section VIII. Payment Options

[ Monthly paper bill []Monthly automatic bank withdrawal (Even if you have existing coverage, please complete the section
below and attach a voided check to avoid processing delays.)

| authorize Blue Cross and Blue Shield of Nebraska to make automatic withdrawals from the account shown below (or on the attached

voided check), and the Financial Institution named below to charge the stated account for payment of my premium. The initial

authorization will be charged on or after the 20th of each month. Such amount may be changed from time to time by Blue Cross and

Blue Shield of Nebraska, giving me written notice before charging the account. This authorization is to remain in effect until Blue Cross

and Blue Shield of Nebraska has received written notification from me of a termination date.

Name of Bank: Town/City: Type of Account: []Checking []Savings
Account Number: oo e oy 0301
Routing/ABA Number: | [ ][] LTI -

e A t Check
Name of Payor as shown on bank account: a\ \ 4\
Please note: Payor must also sign below in the signature section of the application if #323NSE7AON 423whSEeTe 0304

different from applicant.
For additional payment options, register for an online member account at myNebraskaBlue.com after receiving your member ID card.

Registering allows you to set up recurring payments, make one-time payments and see billing statements and history.

BCBSNE prohibits and will not accept premium and cost-sharing payments for BCBSNE members from third party payers with the
exception of members' family members, legal personal representatives or conservators, court-appointed representatives or any other
parties unless required by law.

Section IX. Applicant Statements

| acknowledge receipt of the following documents at the time | completed this application:
[] Outline of Coverage [] Pamphlet "Guide to Health Insurance for People with Medicare"

By providing your telephone numbers you agree that we, along with our affiliates and/or vendors, may call or text any phone
numbers you give us, including a wireless number, using an automatic telephone dialing system and/ or a prerecorded
message. Without limit these calls may be about treatment options, other health-related benefits and services, enroliment,
payment, or billing.

Coverage will be effective the first of the month following approval. If you wish to request a different effective date, you may do so
here:

If an effective date is requested and approved, | understand | cannot request a change of that date, and that premiums are owed from
that date forward.

| hereby authorize any physician, hospital, pharmacy, pharmacy benefit manager, health insurance plan, health information exchange,
health data utility company, consumer reporting agency, or any other entity that possesses any diagnosis, treatment, prescription, and
medical information about me to furnish such information to Blue Cross and Blue Shield of Nebraska and its agents for the purposes of
processing claims or for underwriting or administrative purposes. This medical or health information may include information on the
diagnosis and treatment of mental illness, alcohol, and drug use. This also includes information on the diagnosis, treatment, and
testing results related to HIV/AIDS, sexually transmitted diseases and/or genetic information, unless otherwise restricted by state or
federal law. Health information obtained will not be re-disclosed without my authorization unless permitted by law, in which case it may
not be protected under federal privacy rules. | authorize any party, including the Medicare program and its contractors, to release
eligibility, claims, payment, or medical information to Blue Cross and Blue Shield of Nebraska for the same purposes. This
authorization shall be valid for ninety (90) days unless a shorter period is required by applicable law and may be revoked by sending
written notice to Blue Cross and Blue Shield of Nebraska, 1919 Aksarben Drive, Omaha, NE 68180. Your revocation will not apply to
any information that was previously obtained in reliance on your authorization. Your failure to execute this authorization may result in
the party identified above being unable to complete the stated purpose. | understand | will receive a copy of this authorization. |
understand that any false statements on this application may cause the coverage to be void.

Signature of Applicant: Date:
Printed name of Applicant Date:
Date:

Signature of payor as shown on bank account if payor is someone other than applicant
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AGENT SECTION ONLY

Agent shall list any other health insurance policies they have sold to the applicant:

List policies sold that are still in force.

List policies sold in the past five (5) years which are no longer in force.

] Replacement form (section 9) completed Date:

Agent Number:

Signature of Agent:

Section X. Information to Consider

1. You do not need more than one Medicare Supplement
policy.

2. If you purchase this policy, you may want to evaluate your
existing health coverage and decide if you need multiple
coverages.

3. You may be eligible for benefits under Medicaid and may
not need a Medicare supplement policy.

4. If, after purchasing this policy, you become eligible for
Medicaid, the benefits and premiums under your Medicare
Supplement policy can be suspended, if requested, during
your entitlement to benefits under Medicaid for 24 months.
You must request this suspension within 90 days of
becoming eligible for Medicaid. If you are no longer entitled
to Medicaid, your suspended Medicare Supplement policy
(or, if that is no longer available, a substantially equivalent
policy) will be reinstituted if requested within 90 days of
losing Medicaid eligibility. If the Medicare Supplement policy
provided coverage for outpatient prescription drugs and you
enrolled in Medicare Part D while your policy was
suspended, the reinstituted policy will not have outpatient
prescription drug coverage, but will otherwise be
substantially equivalent to your coverage before the date of
the suspension.

5. If you are eligible for, and have enrolled in a Medicare
Supplement policy by reason of disability and you later
become covered by an employer or union-based group
health plan, the benefits and premiums under your
Medicare Supplement policy can be suspended, if
requested, while you are covered under the employer or
union-based group health plan. If you suspend your
Medicare Supplement policy under these circumstances,
and later lose your employer or union-based group health
plan, your suspended Medicare Supplement policy (or, if
that is no longer available, a substantially equivalent policy)
will be reinstituted if requested within 90 days of losing your
employer or union-based group health plan.

3041 (09-12-25)
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6. If the Medicare Supplement policy provided coverage for

outpatient prescription drugs and you enrolled in
Medicare Part D while your policy was suspended, the
reinstituted policy will not have outpatient prescription
drug coverage, but will otherwise be substantially
equivalent to your coverage before the date of the
suspension.

. Counseling services may be available in your state

to provide advice concerning your purchase of Medicare
Supplement insurance and concerning medical
assistance through the state Medicaid program, including
benefits as a Qualified Medicare Beneficiary (QMB) and
a Specified Low-Income Medicare Beneficiary (SLMB).

. If you are enrolled under a Medicare Advantage plan,

you are not eligible for a Medicare Supplement policy in
addition to that plan.

. Blue Cross and Blue Shield of Nebraska reserves the

right to accept or decline this application for Medicare
Supplement in whole or in part except when application
is made during the initial six month open enrollment
period beginning with the first month in which you are
first enrolled under Medicare Part B and you are 65 years
of age or older. No right is created by this application
including any advance premium payment and the
application shall not be considered accepted unless the
contract is actually issued to you. Should you discontinue
Medicare Part B Medical Insurance Benefits, it shall be
your responsibility to notify Blue Cross and Blue Shield of
Nebraska of the change.



Section X. Notice to applicant regarding replacement of Medicare Supplement insurance or Medicare Advantage

Save this Notice!** It may be important to you in the future.

According to your application, you intend to terminate existing Medicare Supplement or Medicare Advantage insurance and replace it
with a policy to be issued by Blue Cross and Blue Shield of Nebraska. Your new policy will provide thirty (30) days within which you
may decide without cost whether you desire to keep the policy. ** This notice will be returned to you after processing your application.

You should review this new coverage carefully. Compare it with all accident and sickness coverage you now have. If, after due
consideration, you find that purchase of this Medicare Supplement coverage is a wise decision, you should terminate your present
Medicare Supplement or Medicare Advantage coverage. You should evaluate the need for other accident and sickness coverage you
have that may duplicate this policy.

Statement to Applicant by Issuer, Agent:

| have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare Supplement policy
will not duplicate your existing Medicare Supplement or, if applicable, Medicare Advantage coverage because you intend to terminate
your existing Medicare Supplement coverage or leave your Medicare Advantage plan. The replacement policy is being purchased for
the following reason(s) (check one):

[]Additional benefits.

[1No change in benefits, but lower premiums.

[]Fewer benefits and lower premiums.

1My plan has outpatient prescription drug coverage and | am enrolling in Part D.

[_]Disenrollment from a Medicare Advantage plan. Please explain reason for disenroliment.

[]10Other. (please specify)

If you still wish to terminate your current policy and replace it with new coverage, be certain to answer all questions truthfully and
completely on the application concerning your medical and health history. Failure to include all material medical information on an
application may provide a basis for the company to deny any future claims and to refund your premium as though your policy had
never been in force. After the application has been completed and before you sign it, review it carefully to be certain that all
information has been properly recorded.

Do not cancel your current policy until you have received your new policy and are sure that you want to keep it.

Signature of Agent, Broker or Other Representative Agent Number

Typed Name and Address of Agent, Broker or Other Representative

Relationship to Applicant (if Representative) Date

Applicant's Signature Date
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Non-discrimination and Translation Notice

Discrimination is Against the Law

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

BCBSNE:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Writteninformation in other formats (large print, audio, accessible electronic formats, other formats)

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

If you need these services, contact Customer Service at 800-991-5840, TTY 711 between 7:30 a.m. to 6 p.m., Central time,
Monday through Friday.

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, Corporate Compliance

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

Omaha, NE 68180-001

800-991-5840, 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 of 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.

ATTENTION: This notice may have important information about your application or coverage. Look for key dates in this
notice. You may need to take action by certain deadlines to keep your health coverage or get help with costs. If you or
someone you’re helping has questions, you have the right to get help and information in your language at no cost. To talk
to an interpreter, call 1-800-991-5840. This notice is translated as federally required.

Arabic
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German

Achtung: Diese Mitteilung kann wichtige Informationen tber Ihren Antrag oder die Versicherungsdeckung beinhalten. Beachten Sie
wichtige Fristen in dieser Mitteilung. Sie missen unter Umstanden MaRnahmen innerhalb bestimmter Fristen ergreifen, um Ihren
Krankenversicherungsschutz zu erhalten oder eine Kostenerstattung zu erhalten. Wenn Sie oder jemand, dem Sie helfen, Fragen hat,
kénnen Sie kostenlos Hilfe und Informationen in lhrer Sprache erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte
1-800-991-5840 an.
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ATENCION: Este aviso puede contener informacién importante sobre su solicitud o cobertura. Ponga atencién a las fechas clave en este

aviso. Puede ser que usted necesite realizar algunas acciones para determinadas fechas y asi mantener su cobertura de salud o para

obtener ayuda con los costos. Si usted o alguien a quien usted ayuda tiene alguna pregunta, tiene el derecho de recibir informacién y

ayuda en su propio idioma sin costo. Para hablar con un intérprete, llame al 1-800-991-5840.

Farsi
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French (Europe)

ATTENTION : Cet avis peut contenir des informations importantes concernant votre demande ou votre garantie. Prétez attention aux
dates clés indiguées. Il vous faudra peut-étre prendre des mesures avant une certaine date pour pouvoir conserver votre assurance santé
ou bénéficier d’aides au paiement. Si vous ou une personne que vous aidez avez des questions, vous pouvez obtenir gratuitement de
I'assistance et des informations dans votre langue. Pour parler a un interprete, appelez le 1-800-991-5840.

Japanese
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Karen
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Korean
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Kurdish
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Nepal
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Oromo

HUBAACHIISA: Beeksisi kun odeeffannoo barbaachisaa waa’ee iyyata keetii yookaan waa’ee tajaajiloota gabaachuu mala. Beeksisa kana
irraa guyyoota barbaachisoo ta’an ilaali. Tajaajila fayyaa kee itti fufsiisuuf guyyoota murtaa’an irratti tarkaanfiin ati fudhattu yookaan
kaffaltiidhaan gargaarsi ati argattu jiraachu mala. Yoo ati ykn namni ati gargaartu, gaaffii gabaattan, gatii malee gargaarsaa fi oddeeffanno
afaan dandeessaaniin argachuun mirga keessaani. Warra afaan hikkaaniif lakkoofsa kanaan bilbilaa 1-800-991-5840.

Russian

BHMMAHWE! B aHHOM yBEAOMIEHUM MOXKET COLEPKATHCA BarKHAA MHOOPMALMA O BalLEW 3asBKE UK CTPAXOBKe. B Hem Takke
yKasaHbl KAtouesble AaTbl. Bam MOKeT NoTpeb0oBaThCA BbIMONHUTL HEKOTOPbIE AENCTBUA K ONPEAENIEHHOMY CPOKY ANA COXPaHEHUA
Ballel MeAULIMHCKON CTPAX0BKW UM MONYHEHUA MOMOLLM B ONaTe pacxofos. Ecan y Bac unum y Yenoseka, KOTOPOMY Bbl MOMOraeTe,
BO3HWUKHYT BOMPOCHI, Bbl UMEETE NPABO NOAY4UTH NOMOLLL U MHPOPMALMIO Ha CBOEM A3blke HecnaaTHo. YTobbl NOroBopUTL C
nepesoaYMKOM, N03BOHUTE No Homepy 1-800-991-5840.

Vietnamese

CHU Y: Théng bao nay co thé chiva thdng tin quan trong vé don dang ky hoac bao hiém ctia quy vi. Tim nhirng ngay chinh
trong thédng bao nay. Quy vi ¢ thé can hanh déng truéc mét sb thdi han dé duy tri bao hiém strc khde clia minh hodc dwoc
gilp d& c6 tinh phi. Néu quy vi hodc ngudi quy vi dang gilp d&, cd thac méc, quy vi co quyén lay thdng tin va dugc tro gilp
bang ngdn ngir ciia minh mién phi. D& noéi chuyén véi mét thdng dich vién, goi sé 1-800-991-5840.
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