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Summary of Benefits

Blue Cross MedicareRx Choice (PDP)™
Blue Cross MedicareRx Value (PDP)™

January 1, 2023 - December 31, 2023

This booklet gives you a summary of what we cover and what you pay. It doesn't list every service that we cover or list
every limitation or exclusion. To get a complete list of services we cover, call us and ask for the "Evidence of Coverage."
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Pre-Enroliment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules. If you have any
questions, you can call and speak to a customer service representative at 1-888-285-2249 (TTY/TDD: 711). We are open from
8:00 a.m. - 8:00 p.m., local time, 7 days a week. If you are calling from April 1 through September 30, alternate technologies
(for example, voicemail) will be used on the weekends and holidays.

Understanding the Benefits
[ The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is important to review plan

coverage, costs, and benefits before you enroll. Visit getblueil.com/pdp or call 1-888-285-2249 to view a copy of the EOC.

[ Review the Provider Finder (or ask your doctor) to make sure the doctors you see now are in the network. If they are not
listed, it means you will likely have to select a new doctor.

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

Understanding Important Rules

[ In addition to your monthly plan premium, you must continue to pay your Medicare Part B premium. This premium is
normally taken out of your Social Security check each month.

[] Benefits, premiums and/or copayments/co-insurance may change on January 1, 2024.


https://www.bcbsil.com/medicare/blue-cross-medicare-options/part-d-plans

2023 Summary of Benefits

Blue Cross MedicareRx Choice (PDP) January 1, 2023 - December 31, 2023
Blue Cross MedicareRx Value (PDP)

Blue Cross MedicareRx Choice (PDP) and Blue Cross MedicareRx Value (PDP) are a Medicare Advantage PDP plan with a
Medicare contract. Enrollment in the Plan depends on contract renewal.

The benefit information provided does not list every service that we cover or list every limitation or exclusion. To get a complete
list of services we cover, please call 1-888-285-2249 (TTY 711) and request the “Evidence of Coverage” or access it online at
getblueil.com/pdp.

To join Blue Cross MedicareRx Choice (PDP) or Blue Cross MedicareRx Value (PDP), you must be entitled to Medicare
Part A, be enrolled in Medicare Part B, and live in our service area. Our service area covers the state of lllinois.

Except in emergency situations, if you use the providers that are not in our network, we may not pay for these services unless
otherwise noted in your Evidence of Coverage (EOC).

For coverage and costs of Original Medicare, look in your current “Medicare & You” handbook. View it online at
www.medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 7 days a week, 24 hours a day. TTY users should
call 1-877-486-2048.

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

For more information, please call us at 1-888-285-2249 (TTY users should call 711). Hours are 8:00 a.m. - 8:00 p.m., local time,
7 days a week. If you are calling from April 1 through September 30, alternate technologies (for example, voicemail) will be
used on weekends and holidays, or visit us at getblueil.com/pdp.
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https://www.bcbsil.com/medicare/blue-cross-medicare-options/part-d-plans
http://www.medicare.gov
https://www.bcbsil.com/medicare/blue-cross-medicare-options/part-d-plans

Premiums and

; Blue Cross MedicareRx Choice (PDP)™
Benefits

Monthly Plan You pay $17.80 per month. In addition, you must keep paying your Medicare Part B premium.
Premium (includes
both medical and

drugs)
Premlum_s e Blue Cross MedicareRx Value (PDP)™
Benefits
Monthly Plan You pay $93.70 per month. In addition, you must keep paying your Medicare Part B premium.

Premium (includes
both medical and
drugs)

Premiums and Benefits Blue Cross MedicareRx Choice (PDP)*"

Outpatient Prescription Drugs

Deductible $505 per year for Part D prescription drugs except for drugs listed on Tier 1 Preferred
Generic and Tier 2 Generic which are excluded from the deductible.

Once you have paid $505 for your Tiers 3, 4 and 5 drugs, you leave the Deductible Stage
and move on to the next drug payment stage, which is the Initial Coverage Stage.

Important Message About What You Pay for Insulin

You won't pay more than $35 for a one-month supply of each insulin product covered
by our plan, no matter what cost-sharing tier it's on, even if you haven't paid your
deductible.
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Premiums and Benefits Blue Cross MedicareRx Choice (PDP)*"

Outpatient Prescription Drugs

Preferred Retail Rx | Standard Retail Rx | Preferred Malil Standard Mail
30-day supply 30-day supply Order Order
90-day supply 90-day supply
Initial Coverage
Tier 1: Preferred Generic $0 copay $15 copay $0 copay $45 copay
Tier 2: Generic $5 copay $20 copay $15 copay $60 copay
Tier 3: Preferred Brand $44 copay $47 copay $132 copay $141 copay
Tier 4: Non-Preferred Drug 46% of the total 49% of the total 46% of the total 49% of the total
cost cost cost cost
Tier 5: Specialty Tier 25% of the total 25% of the total Along-term supply | Along-term supply
cost cost is not available for | is not available for
drugs in Tier 5. drugs in Tier 5.
*If you reside in a long-term
facility, you pay the same as at
a standard retail pharmacy.
Coverage Gap During this phase you will pay 25% for generic or brand-name drugs.
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Premiums and Benefits Blue Cross MedicareRx Value (PDP)™

Outpatient Prescription Drugs

Deductible $505 per year for Part D prescription drugs except for drugs listed on Tier 1 Preferred
Generic and Tier 2 Generic which are excluded from the deductible.

Once you have paid $505 for your Tiers 3,4 and 5 drugs, you leave the Deductible Stage
and move on to the next drug payment stage, which is the Initial Coverage Stage.

Important Message About What You Pay for Insulin

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

Initial Coverage

Tier 1: Preferred Generic

Tier 2: Generic

Tier 3: Preferred Brand

Tier 4: Non-Preferred Drug

Tier 5: Specialty Tier

Preferred Retail Rx
30-day supply

$1 copay
$5 copay
$45 copay

36% of the total
cost

25% of the total
cost

Standard Retail Rx

30-day supply

$10 copay
$20 copay
$47 copay

40% of the total
cost

25% of the total
cost

Preferred Mail
Order
90-day supply

$3 copay
$15 copay
$135 copay

36% of the total
cost

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

Standard Mail
Order
90-day supply

$30 copay
$60 copay
$141 copay

40% of the total
cost

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

*|f you reside in a long-term
facility, you pay the same as at
a standard retail pharmacy.
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Premiums and Benefits Blue Cross MedicareRx Value (PDP)™

Outpatient Prescription Drugs

Coverage Gap Your plan provides additional coverage through the gap. For Tier 1, you continue to
pay the same amounts as you did in the Initial Coverage Stage.

Most Medicare drug plans have a coverage gap (also called the "donut hole"). This
means that there’s a temporary change in what you will pay for your drugs. The coverage
gap begins after the total yearly drug cost (including what our plan has paid and what
you have paid) reaches $4,660.

After you enter the coverage gap, you pay 25% of the plan’s cost for covered brand
name drugs and 25% of the plan’s cost for covered generic drugs until your costs total
$7,400, which is the end of the coverage gap. Not everyone will enter the coverage gap.

Under your plan, you may pay even less for the brand and generic drugs on the
formulary. Your cost varies by tier. You will need to use your formulary to locate your
drug's tier.

Pre;:elrl::;istsa nd Blue Cross MedicareRx Choice (PDP)™ Blue Cross MedicareRx Value (PDP)™

Outpatient Prescription Drugs

Catastrophic Generic Drugs: Generic Drugs:
Coverage (after you  You pay $4.15 or 5% (whichever costs more) * You pay $4.15 or 5% (whichever costs more)
or others on your
behalf pay $7,400)  Brand-Name Drugs: Brand-Name Drugs:
o Generic Drugs  You pay $10.35 or 5% (whichever costs  You pay $10.35 or 5% (whichever costs
o Brand-Name more) more)
Drugs

Cost-Sharing may change depending on the pharmacy you choose.
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PR BlueCross BlueShield
VA of Mlinois

®

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

Blue Cross and Blue Shield of lllinois:

« Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other formats)
» Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters

o Information written in other languages

If you need these services, contact a Civil Rights Coordinator.

If you believe that Blue Cross and Blue Shield of Illinois 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: Civil Rights Coordinator, Office of Civil Rights
Coordinator, 300 E. Randolph St., 35" floor, Chicago, lllinois 60601, 1-855-664-7270, TTY/TDD: 1-855-661-6965, Fax: 1-855-661-6960.
You can file a grievance by phone, mail, or fax. If you need help filing a grievance, a Civil Rights Coordinator 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 https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone
at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

English: We have free interpreter services to answer any questions you may have about our health or drug plan. To get an interpreter, just call us at
1-888-285-2249 (TTY/TDD: 711). Someone who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener sobre nuestro plan de salud o
medicamentos. Para hablar con un intérprete, por favor llame al 1-888-285-2249 (TTY/TDD: 711). Alguien que hable espaiol le podra ayudar. Este
es un servicio gratuito.

Chinese Mandarin: 1R HERNWEIRRS , BHEREXTRESANRENETME B, MREFZEFRS , BEBEE 1-888-285-2249 (TTY/
TDD: 711) BN HPXITHEARR FEBHE, XE-NERES.

Chinese Cantonese: EHR RN BEREN KRB TREFERE , SUBRMARHURENERE R NFPEFRE , FHE 1-888-285-2249 (TTY/TDD:
711), RABPXNWASKREALIRMUED, B : R-ERBES.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga katanungan ninyo hinggil sa aming planong
pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-888-285-2249 (TTY/TDD: 711). Maaari kayong
tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions relatives a notre régime de santé ou
d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de nous appeler au 1-888-285-2249 (TTY/TDD: 711). Un interlocuteur
parlant Frangais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung téi c6 dich vu théng dich mién phi dé tra 16i cac cau hdi vé chuong stic khde va chuong trinhNthuc‘)'c men. Néu qui vi can théng
dich vién xin goi 1-888-285-2249 (TTY/TDD: 711). sé c6 nhan vién noi ti€ng Viét gitip d& qui vi. Day la dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-888-285-2249 (TTY/TDD: 711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.




Korean: EAt= ol 28 = ofE EYol 2t AEo| &l E2|1X F& 849 MH[AE AS5tD UELICH 8 MHIAE 0|25t 3t
1-888- 285 2249 (TTY/TDD: 711). Ho 2 Bo|d| FAAIR. E=30{E st= HE AL £t EE Zﬂ%’:!l—ltr. o A-IHI A FEE 2YELICH

Russian: Ecnn y Bac BO3HUKHYT BONPOCHI OTHOCUTENBHO CTPAX0BOro UM MegUKaMeHTHOrO NaHa, Bbl MOXeTe BOCNONb30BaThCH HaWmMMKn GecnnaTHbIMN
ycrnyramu nepesogunkoB. YTobbl BOCMONb30BaThCA yCrnyraMmu nepesogynka, no3BoHUTe Ham no TenedoHy 1-888-285-2249 (TTY/TDD: 711). Bam
OKaXKeT NOMOLLb COTPYAHUK, KOTOPbLIN FOBOPUT NMO-pycckn. [laHHasa ycnyra 6ecnnartHas.

TTY/) 1-888-285-2249 Jgaxll .l,a) d95Y1 J9az ol dxally slss dliwl (sl ope &M dglrall 508l a2 iall Sloxs pais bl du,ell Saxi; b Lasis peésw :Arabic
e by JLasVl g e Sy (5,89 pio e dglro d0xs 04® .cbisxclua, (711 :TDD

Hindi: SHTY FETE AT TGT & ATSTHAT & d1 | 3T HIAT 91 RH & AT & & A0 gHIL I8 TR ATTAT HaT0 ITAG 8. T ATTAT T FI & 10,
a9 gH 1-888-285-2249 (TTY/TDD: 711). T¥ I &<, 5 TAHAT ST Zal ATedT & AT HET HL THAT 2. T2 TF TR 94T 2.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro piano sanitario e farmaceutico. Per un
interprete, contattare il numero 1-888-285-2249 (TTY/TDD: 711). Un nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio
gratuito.

Portugués: Dispomos de servigos de interpretagcao gratuitos para responder a qualquer questao que tenha acerca do nosso plano de saude ou de
medicagdo. Para obter um intérprete, contacte-nos através do numero 1-888-285-2249 (TTY/TDD: 711). Ira encontrar alguém que fale o idioma
Portugués para o ajudar. Este servico € gratuito.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou ta genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon
entepret, jis rele nou nan 1-888-285-2249 (TTY/TDD: 711). Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub
dawkowania lekdéw. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-888-285-2249 (TTY/TDD: 711). Ta
ustuga jest bezptatna.




Japanese: S NRERERBREERLUARTZVICHIZZERBICSBZATHILEH IZ, BROBRY—ERNHYEIZITVET, BRREZH
B2/ DI, 1-888-285-2249 (TTY/TDD: 711). B BE &\, AXBEFTA EAXEVELET, ChREROY— ERTT,




PR BlueCross BlueShield
VA of Mlinois

®

Out-of-network/non-contracted providers are under no obligation to treat Blue Cross Medicare members, exceptin 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.

This information is not a complete description of benefits. Call 1-888-285-2249 (TTY: 711) for more information.

Prescription drug plans provided by Blue Cross and Blue Shield of Illinois, which refers to HCSC Insurance Services Company
(HISC), an Independent Licensee of the Blue Cross and Blue Shield Association. A Medicare-approved Part D sponsor. Enrollment
in HISC's plans depends on contract renewal.

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