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Pre-Enrollment 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 1-877-688-1795 (TTY: 711).
We are open October 1 — March 31, daily, 8 a.m. to 8 p.m., local time, Monday through Friday. If you are
calling from April 1 through September 30, alternate technologies (for example, voicemail) will be used on
weekends and holidays.

Understanding the Benefits

Review the full list of benefits found in the Evidence of Coverage (EOC), especially for those services
for which you routinely see a doctor. Visit www.bcbsil.com/retiree-medicare-tools or call 1-877-688-
1795 (TTY: 711) to request 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 provider.

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

Review the formulary to make sure your drugs are covered.

Understanding Important Rules

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, 2026.



http://www.bcbsil.com/retiree-medicare-tools

SECTION | - INTRODUCTION TO
SUMMARY OF BENEFITS

The benefit information provided is a summary of what we cover and what you pay. It does not 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.” You can also see the Evidence of Coverage on our website,
www.bcbsil.com/retiree-medicare-tools.

You have choices about how to get your Medicare benefits

e One choice is to get prescription drug coverage through a Medicare Prescription Drug Plan, like Blue
Cross Group MedicareRx (PDP).

e Another choice is to get your prescription drug coverage through a Medicare Advantage Plan (like an
HMO or PPO) or another Medicare health plan that offers Medicare prescription drug coverage. You
get all your Part A and Part B coverage, and prescription drug coverage (Part D), through these plans.

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Blue Cross Group MedicareRx (PDP) covers
and what you pay.

e |f you want to compare our plan with other Prescription Drug Plans, ask the other plans for their
Summary of Benefits booklets. Or, use the Medicare Plan Finder on www.medicare.gov.

e |f you want to know more about the 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), 24 hours a day, 7 days a week. TTY users should call
1-877-486-2048.

Sections in this booklet

e Things to Know About Blue Cross Group MedicareRx (PDP).
e Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services.
e Covered Medical and Hospital Benefits.

e Prescription Drug Benefits.

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

This document may be available in a non-English language. For additional information, call us at
1-877-688-1795 (TTY: 711).

Things to Know About Blue Cross Group MedicareRx (PDP)
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Hours of Operation & Contact Information

e From October 1 to March 31 we’re open 8 a.m. — 8 p.m., Local Time, 7 days a week.

e From April 1 to September 30, we’re open 8 a.m. — 8 p.m., Local Time, Monday through Friday. If you
are calling from April 1 through September 30, alternate technologies (for example, voicemail) will be
used on weekends and holidays.

e If you are a member of this plan, call us at 1-877-688-1795, (TTY: 711).
e If you are not a member of this plan, call us at 1-877-688-1795, (TTY: 711).

e Our website: www.bcbsil.com/retiree-medicare-tools.

Who can join?

To join Blue Cross Group MedicareRx (PDP), you must have both Medicare Part A and Medicare Part B,
meet your employer's eligibility requirements, and be retired. Our service area includes anywhere in the
United States.

Which pharmacies can | use?

Blue Cross Group MedicareRx (PDP) has a network of pharmacies and you must generally use these
pharmacies to fill your prescriptions for covered Part D drugs.

Some of our network pharmacies have preferred cost-sharing. You may pay less if you use these
pharmacies.

You can see our plan's Pharmacy Directory at our website www.bcbsil.com/retiree-medicare-tools.

Or, call us at 1-877-688-1795 (TTY: 711) and we will send you a copy of the Pharmacy Directory.

What drugs are covered?

We cover Part D drugs.

e You can see the complete plan Formulary (list of Part D prescription drugs) and any restrictions on our
website, www.bcbsil.com/retiree-medicare-tools.

e Or, call us at 1-877-688-1795 (TTY: 711) and we will send you a copy of the Formulary.

How will | determine my drug costs?

Our plan groups each medication into one of five "tiers." You will need to use your formulary to locate what
tier your drug is on to determine how much it will cost you. The amount you pay depends on the drug's tier
and what stage of the benefit you have reached. Later in this document we discuss the benefit stages that
occur: Deductible, Initial Coverage and Catastrophic Coverage.

If you have any questions about this plan's benefits or costs, please contact Blue Cross and

Blue Shield of lllinois
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SECTION Il - SUMMARY OF BENEFITS

Blue Cross Group MedicareRx (PDP)*M

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

SERVICES
Monthly Plan For information concerning the actual premiums you will pay, please contact your
Premium employer or your employer group benefits plan administrator. In addition, you must

keep paying your Medicare Part B premium, if you are enrolled.




PRESCRIPTION DRUG BENEFITS

Deductible Prescription Drug Deductible: S50 for Tiers 1, 2, 3, 4 and 5.

Once you have paid $50 for your Tiers 1, 2, 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 | You pay the following until your yearly out-of-pocket drug costs reach $2,000.

Standard Retail Cost-Sharing

Tier One-month supply Three-month supply
Tier 1 (Preferred Generic) $10 copay $30 copay
Tier 2 (Generic) $10 copay $30 copay
Tier 3 (Preferred Brand) $30 copay $90 copay
Tier 4 (Non-Preferred Drug) $45 copay $135 copay
Tier 5 (Specialty) $45 copay $135 copay

Preferred Retail Cost-Sharing

Tier One-month supply Three-month supply
Tier 1 (Preferred Generic) S5 copay $15 copay
Tier 2 (Generic) S5 copay $15 copay
Tier 3 (Preferred Brand) $25 copay $75 copay
Tier 4 (Non-Preferred Drug) $40 copay $120 copay
Tier 5 (Specialty) $40 copay $120 copay

Standard Mail Order

Tier One-month supply Three-month supply
Tier 1 (Preferred Generic) $10 copay $30 copay
Tier 2 (Generic) $10 copay $30 copay
Tier 3 (Preferred Brand) $30 copay $90 copay
Tier 4 (Non-Preferred Drug) $45 copay $135 copay
Tier 5 (Specialty) $45 copay $135 copay




PRESCRIPTION DRUG BENEFITS

Preferred Mail Order
Tier One-month supply Three-month supply
Tier 1 (Preferred Generic) S5 copay $15 copay
Tier 2 (Generic) S5 copay $15 copay
Tier 3 (Preferred Brand) $25 copay $75 copay
Tier 4 (Non-Preferred Drug) $40 copay $120 copay
Tier 5 (Specialty) $40 copay $120 copay

Long-term Care | f o, reside in a long-term facility, you pay the same as at a standard retail pharmacy.
Tiers 1-5

Out-of-network | v,y may get drugs from an out-of-network pharmacy in specific situations. You

Tiers 1-5 generally must use a network pharmacy to fill your prescription.
Catastrophic After your yearly out-of-pocket drug costs reach $2,000, you pay nothing for covered
Coverage Part D drugs.

Please note: Federal law prohibits individuals enrolled in Medicare from using manufacturer coupons or other
drug discounts with their drug plan. Financial assistance to help with the costs of prescription drugs may be
available through the government’s Extra Help/Low Income Subsidy program. You can apply for Extra Help any
time before or after you enroll in Part D. For more information or to apply, visit the Social Security website at
www.ssa.gov and click “Medicare,” then “Apply for Part D Extra Help.”


http://www.ssa.gov/

DISCLAIMERS

This document is available in other alternate formats.

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 1-877-688-1795 (TTY: 711). Someone who speaks English can help you. This is a
free service.

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 1-877-688-1795
(TTY: 711). Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

This information is not a complete description of benefits. Contact the plan for more information. Limitations,
copayments, and restrictions may apply. Benefits, premiums and/or copayments/coinsurance may change on
January 1 of each year.

You must continue to pay your Medicare Part B premium.

The formulary and/or pharmacy network may change at any time. You will receive notice when necessary.
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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 Illinois:
e 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)

e 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 lllinois 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., 35t 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/smartscreen/main.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

https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html

https://www.hhs.gov/sites/default/files/ocr-cr-complaint-form-package.pdf
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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 1-877-688-1795 (TTY/TDD: 711). Someone who speaks English 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 1-877-688-
1795 (TTY/TDD: 711). Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: Al J# At 6o BRAVFIEARSS, AEBYIEARE S THERE S 25 IR BRI E(TEEID),  An SR IATR BE
SRS, 1B 1-877-688-1795 (TTY/TDD: 711), AP L TARARMRRER G, Xt —Ik
RS,

Chinese Cantonese: {&# A PO s S5 Pk [ rTRE A BERY], & LERAMIR I a B O RIREIRES ., WFEH
RS, FHEE1-877-688-1795 (TTY/TDD: 711), ?ﬂafFﬂaﬁqﬂié@)\éﬂ%ﬁéf%,uw LE ), BT
AR,

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 1-877-688-1795 (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 1-877-688-1795 (TTY/TDD: 711). Un interlocuteur parlant Francais pourra vous aider. Ce
service est gratuit.

Vietnamese: Chung t6i ¢ dich vu théng dich mién phi dé tra 10 cac cau hdi vé chuong sic khde va chuong
trinh thuéc men. Néu qui vi can théng dich vién xin goi 1-877-688-1795 (TTY/TDD: 711). s& ¢4 nhan vién noi
ti€ng Viét giip d& qui vi. Day 1a dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-877-688-1795 (TTY/TDD: 711). Man wird lhnen
dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: FAHE 2|8 B = &4FF Y0 2ot 220l Hell E2| 1A 22 S MH[AE XS5t
UELICE &Y MH|AE 0| 8512 H T3t 1-877-688-1795 (TTY/TDD: 711). HO 2 Z O[S FHA 2.
=0 E ot AL =t EZ AYLILE O] M| A= FE2 2HELICL

Russian: Ecau Y BaC BO3HUKHYT BOMPOCbl OTHOCUTE/IbHO CTPAXOBOIro i MmeanKamMeHTHOrO MNMJiaHa, Bbl MOXXeTe
BOCMO/1b30BaTbCA HalWMMKM BecnnaTHbIMK ycayrammn nepeBog4ymnKkoB. YTobbl BOCNONb30BaTbLCA YC/yramm

nepeBoAYMNKa, NO3BOHMTE Ham Mo TenedoHy 1-877-688-1795 (TTY/TDD: 711). Bam oKaxeT NOMOLLb
COTPYAHMK, KOTOPbIN FTOBOPUT NO-PYCCKU. [laHHanA ycayra 6ecnaatHas.
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TTY/) 1-877-688-1795- (s il (51 36 LW dilomall ()51 @zmsiadl Slads pds L]) duyall odomiy lasascds gl
Jgwaml, Ll L9091 Uy of dsalls :Arabic 711). e by Juasl Gau hdaud «($)58 oo (Je diilme dods 0db, i lune
:TDD

Hindi: SHTRIATRY I &dl &1 TSI BhaRE3Uch b Ut U8 sholdd G et gHRURN o gHIaT
JANIUAH §. T GHTAT UTe B T, § §H 1-877-688-1795 (TTY/TDD: 711). TR TI- Hs. I3 Afad
ST fg=<! SeTdT 831U Hag R Tahdl §. I8 U TR 4l 6.

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 1-877-688-1795 (TTY/TDD: 711). Un
nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servigos de interpretagao gratuitos para responder a qualquer questdo que tenha
acerca do nosso plano de saude ou de medicagdo. Para obter um intérprete, contacte-nos através do nimero
1-877-688-1795 (TTY/TDD: 711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico
é 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 entépret, jis rele nou nan 1-877-688-1795 (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 lekéw. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk
polski, nalezy zadzwoni¢ pod numer 1-877-688-1795 (TTY/TDD: 711). Ta ustuga jest bezptatna.

Japanese: X4 fEDREFEREFELRIR & I G I T T N5 ZTEMICBE AT 572912, “\\*/"@LDR
P—EARHY EFTTINET, ERE TH MIZ/2DITiE. 1-877-688-1795 (TTY/TDD 711). IZBEE
TEEW, BHARFEZGET ANELZEW - LET, ZuiERSOY— X TT,
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o) BlueCross BlueShield
of lllinois

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

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

Prescription drug plans provided by Blue Cross and Blue Shield of lllinois, which refers to Health Care Service
Corporation, a Mutual Legal Reserve Company (HCSC), an Independent Licensee of the Blue Cross and Blue
Shield Association. A Medicare-approved Part D sponsor. Enrollment in HCSC's plans depends on contract
renewal.
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THANK YOU

Connect with us

Contact Information: 1-877-688-1795, TTY: 711
Organization Name: Blue Cross and Blue Shield of Illinois

Organization website: www.bcbsil.com
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