for Vermont residents Medicare supplement
benefit plans with Dental and Vision: A, F, High Deductible F, K, and N

Humana Reader’s Digest Healthy Living Medicare Supplement Plan

Readers
Di

est

VT81077RDPD






payoea) payoeal "9|q1npap Ausbiaws [aAel) ubisio} axeledss suejd ayy spnpul
1w J)e wi| J2)e 10U Op INQ ‘g Wied PuUe \/ Led 104 S9|qIoNpap 21edIpaj ay3 apnjul sasuadxs assy] Aoijod
%001 1e %001 1§ 2Y1Aqpied aq Ajueulpio pinom ey sesuadxe ale a|qiPNPap Sy} Jo} ssuSdxa 19%420d-40-1NO
pied 0gs’zs | pred 1099'v$ "0£0'2$ Po9Xa Sesusdxa 193200d-J0-1n0 [1Iun ulbaq Jou [jim 4 uejd sjgianpap ybiy wolj
Wi 19xod | i 19ypod SyjaURg "9|gIdNPap 0£0'Z$ Jeak Jepusied e pled Sey auo Iae 4 Ue|d Se SH}aUa(Q awes sy}
-J0-INO -J0-INO sked uejd ajgionpap ybiy siyy 4 ued s|granpap ybiy e pajjed uondo ue sey os|e 4 Ue|dx
SHjeuog SHjouog SHjeuog SHjauog
IAIIRAOUU| dAIeAOUU| IAIIAOUU| IAIIAOUU|
fousbisw fouabiawiz fousbisw fousbisw JSVETIEIE! fousbisw3
[oAe.] UbIRI0] | [9Ae)] ubIalod |ones] UBISIOH | [9AeIL UBIBIOH | [ones] UDIBIOH | [ones] ubIsio4
(%001) (%001)
SSX3 g Led | SS99x3 g Lied
9|qPNped 9|qibnped
d Hed d Hed
9|qinped 9|qionped 9|qiPNpad 9|qiNped 9|qionNpad 9|qinpeQ 9lqiPnpad 9|qPNpad 9lqionpad
VUed | VUed %0G [ VUed %S/ | VUHed %0S Y Hed Y Hed v Led v Hed v Led
ueINsuIo) [ adueinsuio) | adueinsuio) | dueinsuio) | | SdueinsuIoD) | SdUBINSUIOD | SdUBINSUIOD) | SdUBINSUIOD)
Ajieq Ay[oe4 Ayje4 Ay[De Ayje4 Ajioeq Ay[iDe Aujoey
buisinN buisINN buisinN buisinN buisinN buisinN buisINN BuisinN
P3IIAS PIIIXS | PRIMS %SL | PRIMS %08 PaIIMS PaIIS P3||™S PaIIS
43404 05$
01 dn pue
ISIA 32140 JOJ
JusWAedod %G/ e pled [ 90g 1e pled
0Z$ 0} S)JauRq dISeq | SHjsuaq diseq
dn 1daoxa 1BUYI0 19%001 | 49410 ‘%001
'ULINSUIOD [ ddueInsulod [ 1e pied aed | 1e pied a1ed DURINSUIOD [ 4SIURINSUIOD [  9DURINSUIOD [ 9IURINSUIOD [ SIURINSUIOD [ SIURINSUIOD
d Hed %001 | d¥Hed %001 anjuana.d anjuanaid | | g1ed %001 | dHed %00L | dHed %00l | d¥Hed %00l | dHed %00l | 4Hed %00l
Buipnpul Buipnpul pue uon pue uon buipnpul Buipnpul Buipnpul Buipnpul Buipnpul buipnpul
‘JIseg Iseq -ezIendsoH -pz||e)dsoH iseq JIseg iseq iseq iseq Iseg
N A 1 ), D xd | d d D) g \'/

9DURINSUIOD Y/ Led :9d1dSoH e
1eah yoes poo|q Jo swuid saiy} 1sil4 :poolg e
"SyusWAedod 1o axueInsulod g Hed Jo uoiod e Aed 0} spainsul alinbas N pue

"3 Sue|d "S@21AJSS Jualledino |eydsoy Joj syuswAedod Jo (sesuadxe paroidde-aiedIpalN JO %07 Ajjesauab) edueinsulod g Led :sasuadx3 [edIpaIAl e
"PUD S}$2USQ DIBDIPSIA IS} SAep |euoiippe 9§ 10} 9beIaA0d snjd 9DUrINSUIOD V Hed :uollezijeyidsoH e
S)ijouag oiseg
"91e1S INOA Ul 9|qe|ieAe aq Jou Aew sue|d
9UIOS "d|ge|lene Y/, Ueld aew isnw Auedwod A1sAg “suejd Juswiajddns aiedipaj plepuels ayi JO Yoea ul papnpul SHFaUSQ Sy} SMOYS Heyd Siy L

0L0Z ‘L dunr 18}V 10 Uo p|os sue|d Juswajddng aiedipalp Jo HMeyd Hjauag
N pue ) 4 a|qnanpaq YbiH 4 ‘v sue|d s194o Auedwo) asueinsuj euewny

sue|d 9dueinsu| Juswa|ddng aiedipalN builnal AyljesaH 1sabiq s opeay euewny

VT181077RDPD



HUMANA READER'’S DIGEST HEALTHY LIVING

MEDICARE SUPPLEMENT STATEWIDE MONTHLY PREMIUMS

Community Rates
Effective Date: 01-01-2012

Plan Ages 64 and Under Ages 65 and Older
Plan A $234.96 $169.14
Plan F $286.54 $205.46
High Deductible Plan F $123.66 $90.76
Plan K $177.00 $128.32
Plan N $235.74 $169.69
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MEDICARE SUPPLEMENT DISCOUNTS*

ACH Discount

Save $2 on your monthly premium by electing to make payments electronically. If you wish to take
advantage of this discount be sure to select an automatic payment option in Section 5 of your enrollment
application.

Household Discount**

Save 5% on your monthly premium when more than one member of your household enrolls or is
enrolled in a Humana Medicare Supplement or Humana Reader’s Digest Healthy Living Medicare Supplement
plan. This discount is only applicable to policyholders with effective dates of June 1, 2010 or after. To apply
for this discount, please include the name and Medicare claim number of the person enrolled or enrolling

in @ Humana Medicare Supplement or Humana Reader’s Digest Healthy Living Medicare Supplement policy
living at your address in Section 4 of your enrollment application.

Calculate Your Premium

Base monthly premium (please refer to page 2):

ACH Discount (applied to base premium):

Household Discount (applied to base premium):

Premium Quote (base premium minus discounts):

* We reserve the right to make changes to the premium discount structure. If a change to the discount
structure occurs to your policy, it will affect all policies we issue like yours.

** The household premium discount will be removed if the other Medicare supplement policyholder whose
policy status entitles you to the discount no longer resides with you. However, if that person becomes
deceased, your discount will still apply. This premium change will occur on the billing cycle following the
date we learn your eligibility has ended. Household is defined as a condominium unit, a single family
home, or an apartment unit within an apartment complex.

VT181077RDPD 3



Premium Information

We, Humana Insurance Company, can only raise
Your premium if we raise the premium for all
policies written on exactly the same policy form
as yours in this state.

Premium discounts may be applied or
discontinued based on eligibility.

Disclosure

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 your insurance company.

Right to return policy

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

Humana Insurance Company
Attn: Medicare Enrollments
PO. Box 14168

Lexington, KY 40512-4168

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 less any claims paid.

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

This policy may not fully cover all of your
medical costs.

Neither Humana Insurance Company 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 &
You" handbook for more details.

Humana offers Medicare Supplement Insurance
plans that do not contain innovative benefits.
For more information, please contact Humana at
1-888-310-8482.

Complete answers are
very important

When you fill out the application for the new
policy, be sure to truthfully and completely
answer all questions about your medical and
health history. The company 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.

V181077RDPD



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 Pays You Pay
HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services and
supplies
First 60 days All but $1,156 $0 $1,156
(Part A deductible)

61st through 90th day All but $289 a day | $289 a day $0
91st day and after:

while using 60 lifetime reserve days All but $578 a day | $578 a day $0

once lifetime reserve days are used:

- additional 365 days $0 100% of Medicare | $0**
eligible expenses
- 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 $0 $0
amounts
21st through 100th day All but $14450a |$0 Up to $144.50 a
day 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, [ All but very limited | Medicare $0
including a doctor’s certification of copayment/ copayment/

terminal illness.

coinsurance for
outpatient drugs
and inpatient
respite care

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 A
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $140 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 Pays You Pay

MEDICAL EXPENSES — IN OR OUT

OF THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as physician’s
services, inpatient and outpatient medical
and surgical services and supplies, physical
and speech therapy, diagnostic tests,
durable medical equipment

First $140 of Medicare-approved $0 $0 $140
amounts* (Part B deductible)

Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts

PART B EXCESS CHARGES
(above Medicare-approved amounts) $0 $0 All costs

BLOOD
First three pints $0 All costs $0

Next $140 of Medicare-approved $0 $0 $140
amounts* (Part B deductible)

Remainder of Medicare-approved 80% 20% $0
amounts

CLINICAL LABORATORY SERVICES -
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0

Medicare Parts A & B

Services Medicare Pays Plan Pays You Pay

HOME HEALTH CARE
MEDICARE-APPROVED SERVICES

Medically necessary skilled care services 100% $0 $0
and medical supplies

Durable medical equipment

First $140 of Medicare-approved $0 $0 $140

amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% $0

amounts
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PLAN A

Innovative Benefits

Services Medicare Pays Plan Pays You Pay
DENTAL
In-Network
Preventive Services: $0 100% $0
- Cleaning, up to 2 per calendar year
- Oral Exams, up to 2 per calendar year
- Dental X-Ray, up to 1 per calendar year
Oral Cancer Screening, up to 1 per $0 100% $0
calendar year
Extractions (Unlimited) $0 75% 25%
Restorative (fillings), up to 1 per calendar | $0 50% 50%
year
Out-of-Network
Preventive Services: $0 50% 50%
- Cleaning, up to 2 per calendar year
- Oral Exams, up to 2 per calendar year
- Dental X-Ray, up to 1 per calendar year
Oral Cancer Screening, up to 1 per $0 50% 50%
calendar year
Extractions (Unlimited) $0 50% 50%
Restorative (fillings), up to 1 per calendar | $0 45% 55%
year
VISION
Routine examination with dilation, once | $0 100%* $0
every 12 months
Eye glasses or contact lenses - $0 $100 allowance Remaining Balance

conventional and disposable

*up to $75 allowance provided for
Out-of-Network

VT181077RDPD



PLAN F

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 Pays You Pay
HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services and
supplies
First 60 days All but $1,156 $1,156 $0
(Part A deductible)

61st through 90th day All but $289 a day | $289 a day $0
91st day and after:

while using 60 lifetime reserve days All but $578 a day | $578 a day $0

once lifetime reserve days are used:

- additional 365 days $0 100% of Medicare | $0**
eligible expenses
- 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 $0 $0
amounts
21st through 100th day Allbut $14450a |Upto $144.50 a $0
day 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, | All but very limited | Medicare $0
including a doctor’s certification of copayment/ copayment/

terminal illness.

coinsurance for
outpatient drugs
and inpatient
respite care

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

*Once you have been billed $140 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 Pays You Pay
MEDICAL EXPENSES — IN OR OUT
OF THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as physician’s
services, inpatient and outpatient medical
and surgical services and supplies, physical
and speech therapy, diagnostic tests,
durable medical equipment
First $140 of Medicare-approved $0 $140 $0
amounts* (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts
PART B EXCESS CHARGES
(above Medicare-approved amounts) $0 100% $0
BLOOD
First three pints $0 All costs $0
Next $140 of Medicare-approved $0 $140 $0
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES -
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0
Medicare Parts A & B
Services Medicare Pays Plan Pays You Pay

HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
Medically necessary skilled care services 100% $0 $0
and medical supplies
Durable medical equipment

First $140 of Medicare-approved $0 $140 $0

amounts* (Part B deductible)

Remainder of Medicare-approved 80% 20% $0

amounts

VT181077RDPD



PLAN F

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 of the USA

First $250 each calendar year
Remainder of charges

Medicare Pays

$0
$0

Plan Pays

$0

80% to a lifetime
maximum benefit of
$50,000

You Pay

$250

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

Innovative Benefits

Services Medicare Pays Plan Pays You Pay
DENTAL
In-Network
Preventive Services: $0 100% $0
- Cleaning, up to 2 per calendar year
- Oral Exams, up to 2 per calendar year
- Dental X-Ray, up to 1 per calendar year
Oral Cancer Screening, up to 1 per $0 100% $0
calendar year
Extractions (Unlimited) $0 75% 25%
Restorative (fillings), up to 1 per calendar | $0 50% 50%
year
Out-of-Network
Preventive Services: $0 50% 50%
- Cleaning, up to 2 per calendar year
- Oral Exams, up to 2 per calendar year
- Dental X-Ray, up to 1 per calendar year
Oral Cancer Screening, up to 1 per $0 50% 50%
calendar year
Extractions (Unlimited) $0 50% 50%
Restorative (fillings), up to 1 per calendar | $0 45% 55%
year
10 VT81077RDPD



PLAN F

Innovative Benefits (continued)

Services Medicare Pays Plan Pays You Pay
VISION

Routine examination with dilation, once $0 100%* $0
every 12 months

Eye glasses or contact lenses - $0
conventional and disposable

*up to $75 allowance provided for
Out-of-Network

$100 allowance Remaining Balance

VT181077RDPD 11



HIGH DEDUCTIBLE PLAN F

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.

**This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $2,070
deductible. Benefits from the high deductible Plan F will not begin until out-of-pocket expenses are
$2,070. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the
policy. This includes the Medicare deductibles for Part A and Part B, but does not include the plan’s
separate foreign travel emergency deductible.

After You In Addition
. . Pay $2,070 To $2,070
s IER IR PELE Deductible,** | Deductible,**
Plan Pays You Pay
HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services and
supplies
First 60 days All but $1,156 $1,156 $0
(Part A deductible)

61st through 90th day All but $289 a day | $289 a day $0
91st day and after:

while using 60 lifetime reserve days All but $578 a day | $578 a day $0

once lifetime reserve days are used:

- additional 365 days $0 100% of Medicare | $0***
eligible expenses
- 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 $0 $0
amounts
21st through 100th day Allbut $14450a |Upto $144.50 a $0
day day

101st day and after $0 $0 All costs

***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.

12
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HIGH DEDUCTIBLE PLAN F
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD (Continued)

**This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $2,070
deductible. Benefits from the high deductible Plan F will not begin until out-of-pocket expenses are
$2,070. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the
policy. This includes the Medicare deductibles for Part A and Part B, but does not include the plan’s
separate foreign travel emergency deductible.

After You In Addition
: . Pay $2,070 To $2,070
el ERlEEE Deductible,** | Deductible,**

Plan Pays You Pay

BLOOD

First three pints $0 Three pints $0

Additional amounts 100% $0 $0

HOSPICE CARE

You must meet Medicare’s requirements, | All but very limited | Medicare $0

including a doctor’s certification of copayment/ copayment/

terminal illness.

coinsurance for
outpatient drugs
and inpatient
respite care

coinsurance

VT181077RDPD
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HIGH DEDUCTIBLE PLAN F
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $140 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.

**This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $2,070
deductible. Benefits from the high deductible Plan F will not begin until out-of-pocket expenses are
$2,070. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the
policy. This includes the Medicare deductibles for Part A and Part B, but does not include the plan’s
separate foreign travel emergency deductible.

After You In Addition
: : Pay $2,070 To $2,070
Sl Medicare Pays Deductible,** | Deductible,**
Plan Pays You Pay
MEDICAL EXPENSES — IN OR OUT
OF THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as physician’s
services, inpatient and outpatient medical
and surgical services and supplies, physical
and speech therapy, diagnostic tests,
durable medical equipment
First $140 of Medicare-approved $0 $140 $0
amounts* (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts
PART B EXCESS CHARGES
(above Medicare-approved amounts) $0 100% $0
BLOOD
First three pints $0 All costs $0
Next $140 of Medicare-approved $0 $140 $0
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES -
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0

14 V181077RDPD



HIGH DEDUCTIBLE

MEDICARE (PARTS A AND B)

PLAN F

*Once you have been billed $140 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.

**This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $2,070
deductible. Benefits from the high deductible Plan F will not begin until out-of-pocket expenses are
$2,070. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the
policy. This includes the Medicare deductibles for Part A and Part B, but does not include the plan’s
separate foreign travel emergency deductible.

After You In Addition
. . Pay $2,070 To $2,070
S Medicare Pays Deductible,** | Deductible,**
Plan Pays You Pay
HOME HEALTH CARE
MEDICARE-APPROVED SERVICES
Medically necessary skilled care services 100% $0 $0
and medical supplies
Durable medical equipment
First $140 of Medicare-approved $0 $140 $0
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
Other Benefits - Not Covered By Medicare
After You In Addition
: : Pay $2,070 To $2,070
Sl Medicaicitiays Deductible,** | Deductible,**
Plan Pays You Pay
FOREIGN TRAVEL -
NOT COVERED BY MEDICARE
Medically necessary emergency care
services beginning during the first 60 days
of each trip outside of the USA
First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime [ 20% and amounts

maximum benefit of
$50,000

over the $50,000
lifetime maximum

VT181077RDPD
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HIGH DEDUCTIBLE PLAN F

Innovative Benefits
Dental and vision coverage is not subject to the high deductible for this Plan.

Services Medicare Pays Plan Pays You Pay
DENTAL
In-Network
Preventive Services: $0 100% $0
- Cleaning, up to 2 per calendar year
- Oral Exams, up to 2 per calendar year
- Dental X-Ray, up to 1 per calendar year
Oral Cancer Screening, up to 1 per $0 100% $0
calendar year
Extractions (Unlimited) $0 75% 25%
Restorative (fillings), up to 1 per calendar | $0 50% 50%
year
Out-of-Network
Preventive Services: $0 50% 50%
- Cleaning, up to 2 per calendar year
- Oral Exams, up to 2 per calendar year
- Dental X-Ray, up to 1 per calendar year
Oral Cancer Screening, up to 1 per $0 50% 50%
calendar year
Extractions (Unlimited) $0 50% 50%
Restorative (fillings), up to 1 per calendar | $0 45% 55%
year
VISION
Routine examination with dilation, once | $0 100%* $0
every 12 months
Eye glasses or contact lenses - $0 $100 allowance Remaining Balance

conventional and disposable

*up to $75 allowance provided for
Out-of-Network

16
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PLAN K

*You will pay half of the cost-sharing of some covered services until you reach the annual out-of-pocket limit
of $4,660 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 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 paying this difference in the amount charged by your provider and
the amount paid by Medicare for the item or service.

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 Pays You Pay*
HOSPITALIZATION* *
Semiprivate room and board, general
nursing and miscellaneous services and
supplies
First 60 days All but $1,156 $578 $578
(50% of Part A (50% of Part A
deductible) deductible)®
61st through 90th day All but $289 a day | $289 a day $0
91st day and after:
while using 60 lifetime reserve days All but $578 a day | $578 a day $0
once lifetime reserve days are used:
- additional 365 days $0 100% of Medicare | $0***
eligible expenses
- 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 $0 $0
amounts
21st through 100th day Allbut $14450a |Upto $72.25aday |Upto $72.25a
day day*®
101st day and after $0 $0 All costs

***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.

VT181077RDPD
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PLAN K

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD (Continued)

Services

BLOOD
First three pints

Additional amounts

Medicare Pays

$0
100%

Plan Pays

50%
$0

You Pay*

50%*
$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

50% of coinsurance
or copayments

50% of coinsurance
or copayments®

18
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PLAN K

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

****0Once you have been billed $140 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

MEDICAL EXPENSES — IN OR OUT
OF THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as physician’s
services, inpatient and outpatient medical
and surgical services and supplies, physical

Medicare Pays Plan Pays You Pay*

and speech therapy, diagnostic tests,
durable medical equipment

First $140 of Medicare-approved
amounts* ***

Preventive Benefits for Medicare
covered services

Remainder of Medicare-approved
amounts

$0

Generally 80% or
more of Medicare
approved amounts

Generally 80%

$0

Remainder of
Medicare approved
amounts

Generally 10%

$140 (Part B
deductible)* ***®

All costs above
Medicare approved
amounts

Generally 10%*

PART B EXCESS CHARGES

(above Medicare-approved amounts) $0 $0 All costs (and
they do not count
toward annual
out-of-pocket limit
of $4,660)*

BLOOD

First three pints $0 50% 50%*

Next $140 of Medicare-approved $0 $0 $140 (Part B

amounts****

Remainder of Medicare-approved
amounts

Generally 80%

Generally 10%

deductible)* ***®
Generally 10%*

CLINICAL LABORATORY SERVICES -

TESTS FOR DIAGNOSTIC SERVICES

100%

$0

$0

*This plan limits your annual out-of-pocket payments for Medicare-approved amounts to $4,660 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.

VT181077RDPD
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PLAN K

Medicare Parts A & B

Services

HOME HEALTH CARE
MEDICARE-APPROVED SERVICES

Medically necessary skilled care services
and medical supplies

Durable medical equipment
First $140 of Medicare-approved
amounts* ****

Remainder of Medicare-approved
amounts

Medicare Pays

100%

$0

80%

Plan Pays

$0

$0

10%

You Pay*

$0

$140
(Part B deductible)®

10%*

*****\Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for

People with Medicare.

Innovative Benefits

Services Medicare Pays Plan Pays You Pay

DENTAL

In-Network

Preventive Services: $0 100% $0

- Cleaning, up to 2 per calendar year

- Oral Exams, up to 2 per calendar year

- Dental X-Ray, up to 1 per calendar year

Oral Cancer Screening, up to 1 per $0 100% $0
calendar year

Extractions (Unlimited) $0 75% 25%
Restorative (fillings), up to 1 per calendar | $0 50% 50%
year

Out-of-Network

Preventive Services: $0 50% 50%
- Cleaning, up to 2 per calendar year

- Oral Exams, up to 2 per calendar year

- Dental X-Ray, up to 1 per calendar year

Oral Cancer Screening, up to 1 per $0 50% 50%
calendar year

Extractions (Unlimited) $0 50% 50%
Restorative (fillings), up to 1 per calendar | $0 45% 55%
year
20 VT81077RDPD



PLAN K

Innovative Benefits (continued)

Services Medicare Pays Plan Pays You Pay
VISION

Routine examination with dilation, once $0 100%* $0
every 12 months

Eye glasses or contact lenses - $0
conventional and disposable

*up to $75 allowance provided for
Out-of-Network

$100 allowance Remaining Balance

VT181077RDPD 21



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 Pays You Pay
HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services and
supplies
First 60 days All but $1,156 $1,156 $0
(Part A deductible)

61st through 90th day All but $289 a day | $289 a day $0
91st day and after:

while using 60 lifetime reserve days All but $578 a day | $578 a day $0

once lifetime reserve days are used:

- additional 365 days $0 100% of Medicare | $0**
eligible expenses
- 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 $0 $0
amounts
21st through 100th day Allbut $14450a |Upto $144.50 a $0
day 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, | All but very limited | Medicare $0
including a doctor’s certification of copayment/ copayment/

terminal illness.

coinsurance for
outpatient drugs
and inpatient
respite care

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 N

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $140 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

MEDICAL EXPENSES - IN OR OUT
OF THE HOSPITAL AND OUTPATIENT

HOSPITAL TREATMENT, such as physician’s
services, inpatient and outpatient medical
and surgical services and supplies, physical

and speech therapy, diagnostic tests,
durable medical equipment

First $140 of Medicare-approved
amounts*

Remainder of Medicare-approved
amounts

Medicare Pays

$0

Generally 80%

Plan Pays

$0

Balance, other than
up to $20 per office
visit and up to $50
per emergency
room visit. 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.

You Pay

$140
(Part B deductible)

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

PART B EXCESS CHARGES

(above Medicare-approved amounts) $0 $0 All costs

BLOOD

First three pints $0 All costs $0

Next $140 of Medicare-approved $0 $0 $140

amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% $0

amounts

CLINICAL LABORATORY SERVICES -

TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0

VT181077RDPD
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PLAN N

Medicare Parts A & B

Services

HOME HEALTH CARE
MEDICARE-APPROVED SERVICES

Medically necessary skilled care services
and medical supplies

Durable medical equipment
First $140 of Medicare-approved
amounts*

Remainder of Medicare-approved
amounts

Medicare Pays

100%

$0

80%

Plan Pays

$0

$0

20%

You Pay

$0

$140
(Part B deductible)

$0

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 of the USA

First $250 each calendar year
Remainder of charges

Medicare Pays

$0
$0

Plan Pays

$0

80% to a lifetime
maximum benefit of
$50,000

You Pay

$250

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

Innovative Benefits

Services Medicare Pays Plan Pays You Pay
DENTAL
In-Network
Preventive Services: $0 100% $0
- Cleaning, up to 2 per calendar year
- Oral Exams, up to 2 per calendar year
- Dental X-Ray, up to 1 per calendar year
Oral Cancer Screening, up to 1 per $0 100% $0
calendar year
Extractions (Unlimited) $0 75% 25%
Restorative (fillings), up to 1 per calendar | $0 50% 50%
year
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Innovative Benefits (continued)

Services Medicare Pays Plan Pays You Pay
Out-of-Network
Preventive Services: $0 50% 50%
- Cleaning, up to 2 per calendar year
- Oral Exams, up to 2 per calendar year
- Dental X-Ray, up to 1 per calendar year
Oral Cancer Screening, up to 1 per $0 50% 50%
calendar year
Extractions (Unlimited) $0 50% 50%
Restorative (fillings), up to 1 per calendar | $0 45% 55%
year
VISION
Routine examination with dilation, once | $0 100%* $0
every 12 months
Eye glasses or contact lenses - $0 $100 allowance Remaining Balance

conventional and disposable

*up to $75 allowance provided for
Out-of-Network

VT181077RDPD
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