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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
Benefits Insert."
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Blue Cross Group MedicareRx (PDP) is a Medicare Prescription Drug Plan (PDP) with a Medicare contract. Enroliment 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 1-877-688-1795 (TTY 711) and request the “Evidence of Coverage” or access it online at www.bcbsil.com/
retiree-medicare-tools.

To join Blue Cross Group MedicareRx (PDP), you must be entitled to Medicare Part A, and/or in Medicare Part B, and be a retiree, or
Medicare-eligible dependent of a retiree, of HCSC.

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 1-877-688-1795 (TTY users should call 711), 7 days a week, 8 a.m. to 8 p.m. or visit us at www.
bcbsil.com/retiree-medicare-tools.

Understanding the Benefits

Blue Cross Group MedicareRx (PDP) has a network of pharmacies. You may seek care from any provider that accepts Medicare and
agrees to bill us. Your benefit levels are the same whether or not you utilize a network provider.

o You must generally use network pharmacies to fill your prescriptions for covered Part D drugs.
o You can see our plan's Pharmacy Directory at www.bcbsil.com/retiree-medicare-tools.

NOTE: Services with a * may require prior authorization or a referral from your doctor.
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SUMMARY OF BENEFITS
January 1, 2024 - December 31, 2024

_ Blue Cross Group MedicareRx (PDP)™

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

How much is the For information concerning the actual premiums you will pay, please contact your employer or your employer

monthly premium? = group benefits plan administrator. In addition, you must keep paying your Medicare Part B premium, if you
are enrolled.

Stage 1: Part D Because there is no prescription drug deductible for the plan, this payment stage does not apply to you.

Deductible 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.

Stage 2: Initial You stay in the Intial Coverage Stage until your yearly drug costs reach $5,030. Total yearly drug costs are the
Coverage total drug costs paid by both you and our plan. Once you reach this amount, you will enter the Coverage Gap.
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Cost Shares During the Initial Coverage Stage

Standard Retail Blue Cross Group MedicareRx (PDP)™

Tier 1: One-month supply: $5
Preferred Generic

Three-month supply: $15

Tier 2: One-month supply: $5
Generic

Three-month supply: $15

Tier 3: One-month supply: $30
Preferred Brand

Three-month supply: $90

Tier 4: One-month supply: $45
Non-Preferred

Three- th ly: $135
Drug ree-month supply: $
Tier 5: One-month supply: $45

Specialty Tier

Three-month supply: $135
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Preferred Retail

Tier 1:
Preferred Generic

One-month supply: $0

Blue Cross Group MedicareRx (PDP)™

Three-month supply: $0

Tier 2: One-month supply: $0
Generic Three-month supply: $0
Tier 3: One-month supply: $25

Preferred Brand

Three-month supply: $75

Tier 4:
Non-Preferred
Drug

One-month supply: $40

Three-month supply: $120

Tier 5:
Specialty Tier

One-month supply: $40

Three-month supply: $120
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Standard Mail Order Blue Cross Group MedicareRx (PDP)™

Tier 1: One-month supply: $5
Preferred Generic

Three-month supply: $15

Tier 2: One-month supply: $5
Generic

Three-month supply: $15

Tier 3: One-month supply: $30
Preferred Brand

Three-month supply: $90

Tier 4: One-month supply: $45
Non-Preferred

Three- th ly: $135
Drug ree-month supply: $

Tier 5: One-month supply: $45
Specialty Tier

Three-month supply: $135
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Preferred Mail Order Blue Cross Group MedicareRx (PDP)™

Tier 1: One-month supply: $0
Preferred Generic

Three-month supply: $0

Tier 2: One-month supply: $0
Generic

Three-month supply: $0

Tier 3: One-month supply: $25
Preferred Brand

Three-month supply: $75

Tier 4: One-month supply: $40
Non-Preferred

Three- th ly: $120
Drug ree-month supply: $

Tier 5: One-month supply: $40
Specialty Tier

Three-month supply: $120
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Blue Cross Group MedicareRx (PDP)*

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

Tiers 1-5

Out-of-network You may get drugs from an out-of-network pharmacy in specific situations. You generally must use a network
Tiers 1-5 pharmacy to fill your prescription.

Blue Cross Group MedicareRx (PDP)™

Stage 3: Coverage @ Most Medicare drug plans have a coverage gap (also called the "donut hole"). This means that there's a
Gap 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 $5,030.

See the table(s) below for your costs during this stage. You stay in this stage until your year-to-date
"out-of-pocket costs" (your payments) reach a total of $8,000.
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Standard Retail

Tier 1:
Preferred Generic

One-month supply: $5

Blue Cross Group MedicareRx (PDP)™

Three-month supply: $15

Tier 2: One-month supply: $5
Generic Three-month supply: $15
Tier 3: One-month supply: $30

Preferred Brand

Three-month supply: $90

Tier 4:
Non-Preferred
Drug

One-month supply: $45

Three-month supply: $135

Tier 5:
Specialty Tier

One-month supply: $45
Three-month supply: $135
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Preferred Retail

Tier 1:
Preferred Generic

One-month supply: $0

Blue Cross Group MedicareRx (PDP)™

Three-month supply: $0

Tier 2: One-month supply: $0
Generic Three-month supply: $0
Tier 3: One-month supply: $25

Preferred Brand

Three-month supply: $75

Tier 4:
Non-Preferred
Drug

One-month supply: $40

Three-month supply: $120

Tier 5:
Specialty Tier

One-month supply: $40

Three-month supply: $120
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Standard Mail Order Blue Cross Group MedicareRx (PDP)™

Tier 1: One-month supply: $5
Preferred Generic

Three-month supply: $15

Tier 2: One-month supply: $5
Generic

Three-month supply: $15

Tier 3: One-month supply: $30
Preferred Brand

Three-month supply: $90

Tier 4: One-month supply: $45
Non-Preferred

Three- th ly: $135
Drug ree-month supply: $
Tier 5: One-month supply: $45
Specialty Tier Three-month supply: $135
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Preferred Mail Order Blue Cross Group MedicareRx (PDP)™

Tier 1: One-month supply: $0
Preferred Generic

Three-month supply: $0

Tier 2: One-month supply: $0
Generic

Three-month supply: $0

Tier 3: One-month supply: $25
Preferred Brand

Three-month supply: $75

Tier 4: One-month supply: $40
Non-Preferred

Three- th ly: $120
Drug ree-month supply: $

Tier 5: One-month supply: $40
Specialty Tier

Three-month supply: $120
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_ Blue Cross Group MedicareRx (PDP)™

Stage 4: After your yearly out-of-pocket drug costs reach your out-of-pocket limit (refer to the Evidence of Coverage
Catastrophic Benefit Insert for your yearly limit), you pay nothing for covered Part D drugs.
Coverage
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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 Illinois 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 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, Civilrightscoordinator@hcsc.
net. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, 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.

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield
Association
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ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-877-688-1795 (TTY/TDD: 711).

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica. Llame al 1-877-688-1795 (TTY/TDD: 711).

UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-877-688-1795 (TTY: 711).
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PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-877-688-1795
(TTY/TDD: 711).

(711 2 o819 puall aild p8,) 1-877-688-1795 pd,, Juasl .olxall &l dlgs dyelll xcluall wloas ol gl ,S31 Gazi e 1] calbgxlo

BHMMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM A3bike, TO BaM OOCTYNHbI 6ecnnaTHble ycnyrn nepesoda. 3BoHuTe 1-877-688-1795 (Tenetann: 711).

YAAL ofl dH ASRUAL AL Gl Al ALYES HMLASIA AABIL AHIRL HIZ GUASH 89, 5l 521 1-877-688-1795 (TTY: 711).

1-877-688-1795 (TTY: 711). LS JIS - Ly wliw Lo caio wloxs S 330 LS 0l oS Wl g5 com dlor 95,1 IS Llos

CHU Y: N&u ban noéi Tiéng Viét, cé cac dich vu hé tro ngdn ngl mién phi danh cho ban. Goi s6 1-877-688-1795 (TTY/TDD: 711).

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 1-877-688-1795
(TTY/TDD: 711).




AT & T&T o gial Jrad g ar sah A0 GRa H W97 FgradT 4470 3999 &1 1-877-688-1795 (TTY/TDD: 711) 9 &l il

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-877-688-1795 (ATS : 711).

MPOZOXH: Av piIAate eAANVIKA, 0Tn 81aB€0T) ag BpigkovTal UTTNPETIEG YAWOTIKAG UTTOOTHPIENG, O1 OTTOIEG TTapExovTal dwpeav. KaAéaTe 1-877-688-1795
(TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-877-688-1795
(TTY/TDD: 711).




PR BlueCross BlueShield
VA of Mlinois

®

This information is not a complete description of benefits. Call 1-877-688-1795 (TTY: 711) for more information.

Prescription drug plans provided by 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.
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