SENATE BILL No. 748
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SENATE BILL No. 748

October 18, 2001, Introduced by Senator HAMMERSTROM and referred to the
Committee on Financial Services.

A bill to amend 1956 PA 218, entitled
"The insurance code of 1956,"
by anmendi ng sections 3801, 3807, 3809, 3811, 3815, 3819, and 3829
(MCL 500. 3801, 500.3807, 500.3809, 500.3811, 500.3815, 500.3819,
and 500. 3829), as added by 1992 PA 84, and by addi ng sections
3830 and 3830a.

THE PEOPLE OF THE STATE OF M CHI GAN ENACT:

Sec. 3801. As used in this chapter:

(a) "Applicant" neans:

(1) For an individual nedicare supplenment policy, the person
who seeks to contract for insurance benefits.

(i) For a group mnedi care suppl enent policy, the proposed
certificate hol der.

(B) "BANKRUPTCY" MEANS WHEN A MEDI CARE+CHO CE ORGANI ZATI ON
THAT IS NOT AN | NSURER HAS FI LED, OR HAS HAD FILED AGAINST I T, A
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PETI TI ON FOR DECLARATI ON OF BANKRUPTCY AND HAS CEASED DO NG
BUSI NESS I N THI S STATE.

(C —Ab)— "Certificate" nmeans any certificate delivered or
issued for delivery in this state under a group nedi care suppl e-
ment policy.

(D) (e)— "Certificate fornl neans the formon which the
certificate is delivered or issued for delivery by the insurer.

(E) " CONTI NUOUS PERI OD OF CREDI TABLE COVERAGE' MEANS THE
PERI OD DURI NG WHI CH AN | NDI VI DUAL WAS COVERED BY CREDI TABLE COV-

ERAGE, | F DURI NG THE PERI OD OF THE COVERAGE THE | NDI VI DUAL HAD NO

BREAKS | N COVERAGE GREATER THAN 63 DAYS.

(F) "CREDI TABLE COVERAGE" MEANS COVERAGE OF AN | NDI VI DUAL
PROVI DED UNDER ANY OF THE FOLLOW NG

(i) A GROUP HEALTH PLAN.

(ii) HEALTH | NSURANCE COVERAGE.

(iii) PART A OR PART B OF MEDI CARE.

(iv) MEDI CAl D OTHER THAN COVERAGE CONSI STI NG SOLELY OF BENE-
FI TS UNDER SECTI ON 1928 OF MEDI CAID, 42 U.S.C. 1396s.

(v) CHAPTER 55 OF TITLE 10 OF THE UNI TED STATES CODE, 10
U S.C. 1071 TO 1109.

(vi) A MEDI CAL CARE PROGRAM OF THE | NDI AN HEALTH SERVI CE OR
OF A TRI BAL ORGANI ZATI ON.

(vii) A STATE HEALTH BENEFI TS RI SK POOL.

(viii) A HEALTH PLAN OFFERED UNDER CHAPTER 89 OF TITLE 5 OF
THE UNI TED STATES CODE, 5 U.S.C. 8901 TO 8914.

(iX) A PUBLI C HEALTH PLAN AS DEFI NED | N FEDERAL REGULATI ON.
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(X) HEALTH CARE UNDER SECTION 5(e) OF TITLE I OF THE PEACE
CORPS ACT, PUBLIC LAW 87-293, 22 U. S C. 2504.

(G —({d)y— "Direct response solicitation" neans solicitation
in which an insurer representative does not contact the applicant
in person and explain the coverage avail abl e, such as, but not
limted to, solicitation through direct nmail or through adver-
ti sements in periodicals and ot her nedia.

(H) "EMPLOYEE VELFARE BENEFI T PLAN' MEANS A PLAN, FUND, OR
PROGRAM OF EMPLOYEE BENEFI TS AS DEFI NED I N SECTI ON 3 OF SUBTI TLE
A OF TITLE | OF THE EMPLOYEE RETI REMENT | NCOVE SECURI TY ACT OF
1974, PUBLI C LAW 93-406, 29 U.S. C. 1002.

(1) "I NSOLVENCY" MEANS WHEN AN | NSURER LI CENSED TO TRANSACT
THE BUSI NESS OF | NSURANCE IN THI S STATE HAS HAD A FI NAL ORDER OF
LI QUI DATI ON ENTERED AGAI NST I T WTH A FI NDI NG OF | NSCLVENCY BY A
COURT OF COMPETENT JURI SDI CTION I N THE | NSURER S STATE OF
DOM ClI LE.

(J) "INSURER' | NCLUDES ANY ENTITY, | NCLUD NG A HEALTH CARE
CORPORATI QN, DELI VERI NG OR | SSU NG FOR DELI VERY I N THI S STATE
MEDI CARE SUPPLEMENT POLI ClI ES.

(K) —e)— "Medicaid" nmeans —titte—XtX—of—the—soctal—security-

1396+—t06—1396u— TITLE XI X OF THE SOCI AL SECURI TY ACT, CHAPTER
531, 49 STAT. 620, 42 U.S.C. 1396 TO 1396r-6 AND 1396r-8 TO
1396v.

() )— "Medicare" neans title XVII|I of the social secur-
ity act, chapter 531, 49 Stat. 620, 42 U.S. C. 1395 to 1395b
1395b- 2, ', —= =4 j ;
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1395u—t01395w2,—1395w4to01395zz,—~and—1395bbbto1395cce—
1395b-6 TO 1395b-7, 1395c TO 1395i, 1395i-2 TO 1395i-5, 1395 TO
1395t, 1395u TO 1395w, 1395w 2 TO 1395w 4, 1395w 21 TO 1395w 28,
1395x TO 1395yy, AND 1395bbb TO 1395ggg.

(M "MEDI CARE+CHO CE PLAN' MEANS A PLAN OF COVERAGE FOR
HEALTH BENEFI TS UNDER MEDI CARE PART C AS DEFI NED | N SECTI ON
12-2859 OF PART C OF MEDI CARE, 42 U.S.C 1395w 28, AND | NCLUDES
ANY OF THE FOLLOW NG

(i) COORDI NATED CARE PLANS THAT PROVI DE HEALTH CARE SERV-

I CES, | NCLUDI NG BUT NOT LIMTED TO HEALTH MAI NTENANCE ORGANI ZA-
TI ON PLANS WTH OR W THOUT A PO NT- OF- SERVI CE OPTI ON, PLANS
COFFERED BY PROVI DER- SPONSORED ORGANI ZATI ONS, AND PREFERRED PRO-
VI DER ORGANI ZATI ON PLANS.

(i) MEDI CAL SAVI NGS ACCOUNT PLANS COUPLED W TH A CONTRI BU-
TION I NTO A MEDI CARE+CHO CE MEDI CAL SAVI NGS ACCOUNT.

(iii) MEDI CARE+CHO CE PRI VATE FEE- FOR- SERVI CE PLANS.

(N) —{g)— "Medi care suppl ement buyer’s gui de" means the doc-
ument entitled, "guide to health insurance for people with
nmedi care", devel oped by the national association of insurance
commi ssioners and the United States departnment of health and
human services or a substantially simlar docunent as approved by
t he conm ssi oner.

(O —({h)— "Medicare supplenment policy" neans an indivi dua
or group policy or certificate of insurance that is advertised,
mar ket ed, or designed primarily as a supplenent to rei nbursenents
under nedicare for the hospital, nedical, or surgical expenses of

persons eligible for nedicare and nedi care select policies and
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certificates under section 3817. Medicare supplenent policy does
not include a policy or contract of 1 or nore enployers or |abor
organi zations, or of the trustees of a fund established by 1 or
nore enpl oyers or | abor organizations, or both, for enployees or
former enpl oyees, or both, or for nmenbers or former menbers, or
both, of the |abor organizations.

(P) "PACE' MEANS A PROGRAM OF ALL- I NCLUSI VE CARE FOR THE
ELDERLY AS DESCRI BED I N THE SOCI AL SECURI TY ACT.

(Q —+H)— "Policy forn means the formon which the policy
is delivered or issued for delivery by the insurer

(R) "SECRETARY" MEANS THE SECRETARY OF THE UNI TED STATES
DEPARTMENT OF HEALTH AND HUMAN SERVI CES

(S) "SOCI AL SECURITY ACT" MEANS THE SOCI AL SECURI TY ACT,
CHAPTER 531, 49 STAT. 620.

Sec. 3807. Every insurer issuing a nedicare suppl enent
insurance policy in this state shall nake avail abl e a nedicare
suppl emrent i nsurance policy that includes a basic core package of
benefits to each prospective insured. An insurer issuing a nedi-
care suppl enent insurance policy in this state may nake avail abl e
to prospective insureds benefits pursuant to section 3809 that
are in addition to, but not instead of, the basic core package.
The basic core package of benefits shall include all of the
fol |l ow ng:

(a) Coverage of part A nedicare eligible expenses for hospi-
talization to the extent not covered by nedicare fromthe 61st

day through the 90th day in any medi care benefit peri od.
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(b) Coverage of part A nedicare eligible expenses incurred
for hospitalization to the extent not covered by nedicare for
each nmedicare lifetinme inpatient reserve day used.

(c) Upon exhaustion of the nmedicare hospital inpatient cov-
erage including the lifetime reserve days, coverage of the nedi-
care part A eligible expenses for hospitalization paid at the
di agnostic related group day outlier per diemor other appropri-
ate standard of paynent, subject to a lifetime maxi num benefit of
an additional 365 days.

(d) Coverage under nedicare parts A and B for the reasonable
cost of the first 3 pints of blood or equivalent quantities of
packed red bl ood cells, as defined under federal regulations
unl ess replaced in accordance with federal regulations.

(e) Coverage for the coinsurance anpunt, OR THE COPAYMENT
AMOUNT PAI D FOR HOSPI TAL QOUTPATI ENT DEPARTMENT SERVI CES UNDER A
PROSPECTI VE PAYMENT SYSTEM of nedicare eligible expenses under
part B regardl ess of hospital confinenent, subject to the nedi-
care part B deducti bl e.

Sec. 3809. (1) In addition to the basic core package of
benefits required under section 3807, the follow ng benefits may
be included in a nmedicare suppl enent insurance policy and if
i ncluded shall conformto section 3811(5)(b) to (j):

(a) Medicare part A deductible: coverage for all of the
nmedi care part A inpatient hospital deductible anmount per benefit
peri od.

(b) Skilled nursing facility care: coverage for the actual

billed charges up to the coinsurance anount fromthe 21st day
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through the 100th day in a nedicare benefit period for
posthospital skilled nursing facility care eligible under nedi-
care part A

(c) Medicare part B deductible: coverage for all of the
nmedi care part B deducti bl e anbunt per cal endar year regardl ess of
hospital confinenent.

(d) Eighty percent of the nedicare part B excess charges:
coverage for 80% of the difference between the actual nedicare
part B charge as billed, not to exceed any charge linitation
established by nedicare or state |l aw, and the nedi care-approved
part B charge.

(e) One hundred percent of the nedicare part B excess
charges: coverage for all of the difference between the actua
medi care part B charge as billed, not to exceed any charge |im -
tation established by nedicare or state law, and the
nmedi car e- approved part B charge.

(f) Basic outpatient prescription drug benefit: coverage
for 50% of outpatient prescription drug charges, after a $250.00
cal endar year deductible, to a maxi mum of $1,250.00 in benefits
received by the insured per cal endar year, to the extent not cov-
ered by nedicare.

(g) Extended outpatient prescription drug benefit: coverage
for 50% of outpatient prescription drug charges, after a $250.00
cal endar year deductible, to a maxi mum of $3,000.00 in benefits
received by the insured per cal endar year, to the extent not cov-

ered by nedicare.
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(h) Medically necessary energency care in a foreign
country: coverage to the extent not covered by nedicare for 80%
of the billed charges for nedicare-eligible expenses for nedi-
cally necessary energency hospital, physician, and nedical care
received in a foreign country, which care woul d have been covered
by nedicare if provided in the United States and whi ch care began
during the first 60 consecutive days of each trip outside the
United States, subject to a cal endar year deductible of $250. 00,
and a lifetine maxi mum benefit of $50,000.00. For purposes of
this benefit, "enmergency care" neans care needed i medi ately
because of an injury or an illness of sudden and unexpected
onset .

(i) Preventive nedical care benefit: Coverage for the fol-
| owi ng preventive health services:

(i) An annual clinical preventive nedical history and physi -
cal exami nation that may include tests and services from
subpar agraph (ii) and patient education to address preventive
heal th care neasures.

(i) Any 1 or a conbination of the follow ng preventive
screening tests or preventive services, the frequency of which is
consi dered nedi cal |y appropri ate:

(A) —Fecal—ocecult—btood—test—and—digital— D G TAL recta

exam nati on

—B)y—Marmogram—
(B) (€— Dipstick urinalysis for hematuria, bacteriuria,

and proteinuria.
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(C —ABy— Pure tone, air only, hearing screening test,
adm ni stered or ordered by a physician.

(D) —|EB— Serum chol esterol screening every 5 years.

(E) |F)— Thyroid function test.

(F) —|(6©— Di abetes screening.

(G
tHHre—during—the—year—andtetanus— TETANUS and di pht heri a boost er

every 10 years

(H —+)— Any other tests or preventive mnmeasures determn ned
appropriate by the attendi ng physician.

(j) At-home recovery benefit: coverage for services to pro-
vide short term at-honme assistance with activities of daily
living for those recovering froman illness, injury, or surgery.
At - home recovery services provided shall be primarily services
that assist in activities of daily living. The insured s attend-
i ng physician shall certify that the specific type and frequency
of at-home recovery services are necessary because of a condition
for which a hone care plan of treatnent was approved by
medi care. Coverage is excluded for honme care visits paid for by
medi care or other governnent prograns and care provided by famly
menbers, unpaid volunteers, or providers who are not care
providers. Coverage is limted to:

(i) No nore than the nunber of at-honme recovery visits cer-
tified as necessary by the insured’ s attendi ng physician. The
total nunber of at-hone recovery visits shall not exceed the
nunber of medi care approved hone health care visits under a

nmedi care approved honme care plan of treatnent.
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(ii)) The actual charges for each visit up to a maxi mum
rei mbursement of $40.00 per visit.

(iii) One thousand six hundred dol |l ars per cal endar year.

(iv) Seven visits in any 1 week.

(v) Care furnished on a visiting basis in the insured s
hore.

(vi) Services provided by a care provider as defined in this
section.

(wvii) At-home recovery visits while the insured is covered
under the insurance policy and not otherw se excl uded.

(wviii) At-home recovery visits received during the period
the insured is receiving nedicare approved hone care services or
no nore than 8 weeks after the service date of the |ast nedicare
approved hone health care visit.

(k) New or innovative benefits: an insurer may, with the
prior approval of the conm ssioner, offer new or innovative bene-
fits in addition to the benefits provided in a policy or certifi-
cate that otherwi se conplies with the applicabl e standards.

These benefits may include benefits that are appropriate to nedi-
care suppl ement insurance, new or innovative, not otherw se
avai | abl e, cost-effective, and offered in a manner that is con-
sistent with the goal of sinplification of nmedicare suppl enent
polici es.

(2) Reinbursenent for the preventive screening tests and
servi ces under subsection (1)(i)(ii) shall be for the actua
charges up to 100% of the nedicare-approved anount for each test

or service, as if nedicare were to cover the test or service as
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identified in the American nedical association current procedura
term nol ogy codes, to a maxi num of $120.00 annually under this
benefit. This benefit shall not include paynent for any proce-
dure covered by nedicare.

(3) As used in subsection (1)(j):

(a) "Activities of daily living" include, but are not
limted to, bathing, dressing, personal hygiene, transferring,
eating, anbul ating, assistance with drugs that are normally
sel f-adm ni stered, and changi ng bandages or other dressings.

(b) "Care provider" nmeans a duly qualified or Iicensed hone
heal t h ai de/ honenaker, personal care aide, or nurse provided
through a licensed hone health care agency or referred by a
licensed referral agency or |icensed nurses registry.

(c) "Honme" neans any place used by the insured as a place of
residence, provided that it qualifies as a residence for home
health care services covered by nedicare. A hospital or skilled
nursing facility shall not be considered the insured s hone.

(d) "At-home recovery visit" nmeans the period of a visit
required to provide at honme recovery care, without limt on the
duration of the visit, except each consecutive 4 hours in a
24-hour period of services provided by a care provider is 1
visit.

Sec. 3811. (1) An insurer shall make available to each pro-
spective nedi care suppl ement policyhol der and certificate hol der
a policy formor certificate formcontaining only the basic core

benefits as provided in section 3807.
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(2) Groups, packages, or conbinations of nedicare suppl enent
benefits other than those listed in this section shall not be
offered for sale in this state except as may be permtted in sec-
tion 3809(1) (k).

(3) Benefit plans shall contain the appropriate A through J
designations, shall be uniformin structure, |anguage, and format
to the standard benefit plans in subsection (5), and shall con-
formto the definitions in this chapter. Each benefit shall be
structured in accordance with sections 3807 and 3809 and |ist the
benefits in the order shown in subsection (5). For purposes of
this section, "structure, |anguage, and format" means style,
arrangenent, and overall content of a benefit.

(4) I'n addition to the benefit plan designations A through J
as provi ded under subsection (5), an insurer may use other desig-
nations to the extent permtted by | aw

(5) A medicare suppl enent insurance benefit plan shall con-
formto 1 of the follow ng:

(a) A standardi zed nedi care suppl enment benefit plan A shall
be limted to the basic core benefits common to all benefit plans
as defined in section 3807.

(b) A standardi zed nedi care suppl enment benefit plan B shal
include only the followng: the core benefits as defined in sec-
tion 3807 and the nedicare part A deductible as defined in sec-
tion 3809(1)(a).

(c) A standardi zed nedi care suppl enment benefit plan C shal
include only the following: the core benefits as defined in

section 3807, the nedicare part A deductible, skilled nursing
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facility care, nedicare part B deductible, and nedically
necessary energency care in a foreign country as defined in sec-
tion 3809(1)(a), (b), (c), and (h).

(d) A standardi zed nedi care suppl enment benefit plan D shal
include only the followng: the core benefits as defined in sec-
tion 3807, the nedicare part A deductible, skilled nursing facil-
ity care, nmedically necessary energency care in a foreign coun-
try, and the at-honme recovery benefit as defined in section
3809(1)(a), (b), (h), and (j).

(e) A standardized nedi care suppl enment benefit plan E shal
include only the followng: the core benefits as defined in sec-
tion 3807, the nedicare part A deductible, skilled nursing facil-
ity care, nmedically necessary energency care in a foreign coun-
try, and preventive nedical care as defined in section
3809(1)(a), (b), (h), and (i).

(f) A standardi zed nedi care suppl enent benefit plan F shal
include only the followng: the core benefits as defined in sec-
tion 3807, the nedicare part A deductible, skilled nursing facil-
ity care, nmedicare part B deductible, 100% of the nedicare part B
excess charges, and nedically necessary energency care in a for-
eign country as defined in section 3809(1)(a), (b), (c), (e), and
(h). A STANDARDI ZED MEDI CARE SUPPLEMENT PLAN F H GH DEDUCTI BLE
SHALL I NCLUDE ONLY THE FOLLOW NG 100% OF COVERED EXPENSES FOL-
LON NG THE PAYMENT OF THE ANNUAL HI GH DEDUCTI BLE PLAN F
DEDUCTI BLE. THE COVERED EXPENSES | NCLUDE THE CORE BENEFI TS AS
DEFI NED I N SECTI ON 3807, PLUS THE MEDI CARE PART A DEDUCTI BLE
SKI LLED NURSI NG FACI LI TY CARE, THE MEDI CARE PART B DEDUCTI BLE
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100% OF THE MEDI CARE PART B EXCESS CHARGES, AND MEDI CALLY
NECESSARY EMERGENCY CARE | N A FOREI GN COUNTRY AS DEFI NED | N SEC-
TION 3809(1) (A), (B), (C, (E), AND (H). THE ANNUAL H GH DEDUCT-
| BLE PLAN F DEDUCTI BLE SHALL CONSI ST OF OUT- OF- POCKET EXPENSES,
OTHER THAN PREM UMS, FOR SERVI CES COVERED BY THE MEDI CARE SUPPLE-
MENT PLAN F POLI CY, AND SHALL BE I N ADDI TI ON TO ANY OTHER SPE-
Cl FI C BENEFI T DEDUCTI BLES. THE ANNUAL HI GH DEDUCTI BLE PLAN F
DEDUCTI BLE IS $1, 580. 00 FOR CALENDAR YEAR 2001, AND THE SECRETARY
SHALL ADJUST | T ANNUALLY THEREAFTER TO REFLECT THE CHANGE I N THE
CONSUMER PRI CE | NDEX FOR ALL URBAN CONSUMERS FOR THE 12- MONTH
PERI OD ENDI NG W TH AUGUST OF THE PRECEDI NG YEAR, ROUNDED TO THE
NEAREST MULTI PLE OF $10. 00.

(g) A standardi zed nedi care suppl enment benefit plan G shal
include only the followng: the core benefits as defined in sec-
tion 3807, the nedicare part A deductible, skilled nursing facil-
ity care, 80% of the nedicare part B excess charges, nedically
necessary energency care in a foreign country, and the at-hone
recovery benefit as defined in section 3809(1)(a), (b), (d), (h),
and (j).

(h) A standardi zed nedi care suppl enent benefit plan H shal
include only the followng: the core benefits as defined in sec-
tion 3807, the nedicare part A deductible, skilled nursing facil-
ity care, basic outpatient prescription drug benefit, and nedi-
cally necessary energency care in a foreign country as defined in
section 3809(1)(a), (b), (f), and (h).

(i) A standardi zed nedi care suppl enment benefit plan | shal

include only the following: the core benefits as defined in
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section 3807, the nedicare part A deductible, skilled nursing
facility care, 100% of the nedicare part B excess charges, basic
out patient prescription drug benefit, nedically necessary ener-
gency care in a foreign country, and at-honme recovery benefit as
defined in section 3809(1)(a), (b), (e), (f), (h), and (j).

(j) A standardi zed nedi care suppl enment benefit plan J shal
include only the followng: the core benefits as defined in sec-
tion 3807, the nedicare part A deductible, skilled nursing facil-
ity care, nmedicare part B deductible, 100% of the nedicare part B
excess charges, extended outpatient prescription drug benefit,
nmedi cal | y necessary energency care in a foreign country, preven-
tive nmedical care, and at-honme recovery benefit as defined in
section 3809(1)(a), (b), (c), (e), (g9), (h), (i), and (j). A
STANDARDI ZED MEDI CARE SUPPLEMENT BENEFI T PLAN J H GH DEDUCTI BLE
PLAN SHALL CONSI ST OF ONLY THE FOLLOWN NG  100% OF COVERED
EXPENSES FOLLOW NG THE PAYMENT OF THE ANNUAL HI GH DEDUCTI BLE PLAN
J DEDUCTI BLE. THE COVERED EXPENSES | NCLUDE THE CORE BENEFI TS AS
DEFI NED I N SECTI ON 3807, PLUS THE MEDI CARE PART A DEDUCTI BLE,

SKI LLED NURSI NG FACI LI TY CARE, MEDI CARE PART B DEDUCTI BLE, 100%
CF THE MEDI CARE PART B EXCESS CHARGES, EXTENDED OUTPATI ENT PRE-
SCRI PTI ON DRUG BENEFI T, MEDI CALLY NECESSARY EMERGENCY CARE IN A
FORElI GN COUNTRY, PREVENTI VE MEDI CAL CARE BENEFI T AND AT- HOVE
RECOVERY BENEFI T AS DEFI NED | N SECTI ON 3809(1) (A), (B), (O, (FE),
(G, (H, (1), AND (J). THE ANNUAL H GH DEDUCTI BLE PLAN J
DEDUCTI BLE SHALL CONSI ST OF QOUT- OF- POCKET EXPENSES, OTHER THAN
PREM UMS, FOR SERVI CES COVERED BY THE MEDI CARE SUPPLEMENT PLAN J
POLI CY, AND SHALL BE I N ADDI TI ON TO ANY OTHER SPECI FI C BENEFI T
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DEDUCTI BLES. THE ANNUAL DEDUCTI BLE SHALL BE $1, 580. 00 FOR
CALENDAR YEAR 2001, AND THE SECRETARY SHALL ADJUST | T ANNUALLY
THEREAFTER TO REFLECT THE CHANGE | N THE CONSUMER PRI CE | NDEX FOR
ALL URBAN CONSUMERS FOR THE 12- MONTH PERI OD ENDI NG W TH AUGUST OF
THE PRECEDI NG YEAR, ROUNDED TO THE NEAREST MULTI PLE OF $10. 00.

Sec. 3815. (1) An insurer that offers a nedicare suppl enent
policy shall provide to the applicant at the tinme of application
an outline of coverage and, except for direct response solicita-
tion policies, shall obtain an acknow edgnent of receipt of the
outline of coverage fromthe applicant. The outline of coverage
provi ded to applicants pursuant to this section shall consist of
the follow ng 4 parts:

(a) A cover page.

(b) Prem um i nformation.

(c) Disclosure pages.

(d) Charts displaying the features of each benefit plan
offered by the insurer.

(2) I'F AN OUTLI NE OF COVERACE | S PROVI DED AT THE TI ME OF
APPLI CATI ON AND THE MEDI CARE SUPPLEMENT PCLI CY OR CERTI FI CATE | S
| SSUED ON A BASI S THAT WOULD REQUI RE REVI SI ON OF THE QUTLI NE, A
SUBSTI TUTE OUTLI NE OF COVERAGE PROPERLY DESCRI BI NG THE PCLI CY OR
CERTI FI CATE SHALL ACCOMPANY THE POLI CY OR CERTIFICATE WHEN I T IS
DELI VERED AND SHALL CONTAI N THE FOLLON NG STATEMENT, | N NO LESS
THAN 12- PO NT TYPE, | MVEDI ATELY ABOVE THE COMPANY NAME:

NOTI CE: READ THI S OQUTLI NE OF COVERAGE
CAREFULLY. IT I'S NOT I DENTI CAL TO THE
QUTLI NE OF COVERAGE PROVI DED UPON
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APPLI CATI ON AND THE COVERAGE ORI G NALLY
APPLI ED FOR HAS NOT BEEN | SSUED.

(3) 29— An outline of coverage under subsection (1) shal
be in the | anguage and format prescribed in this section and in
not | ess than 12-point type. The A through J letter designation
of the plan shall be shown on the cover page and the pl ans
offered by the insurer shall be promnently identified. Prenm um
i nformati on shall be shown on the cover page or i mediately fol-
| owi ng the cover page and shall be proninently displayed. The
prem um and nmet hod of paynment node shall be stated for all plans
that are offered to the applicant. Al possible premuns for the
applicant shall be illustrated. The following itens shall be
included in the outline of coverage in the order prescribed bel ow
and in substantially the followng form as approved by the

conmi Ssi oner ;

03085’ 01 *
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(I nsurer Nane)
Medi care Suppl ement Cover age
Qutline of Medicare Suppl enent Coverage- Cover Page:
Benefit Plan(s)___~ [insert letter(s) of plan(s) being offered]

Medi care suppl ement insurance can be sold in only 10 standard plans PLUS 2 H GH DEDUCTI BLE
PLANS. This chart shows the benefits included in each plan. Every insurer shall make
avai lable Plan "A". Sone plans nmay not be available in your state.

BASI C BENEFI TS: Included in Al Plans.

Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare
benefits end.

Medi cal Expenses: Part B coi nsurance (20% of Medi care-approved expenses) OR FOR HOSPI TAL
QUTPATI ENT DEPARTMENT SERVI CES UNDER A PROSPECTI VE PAYMENT SYSTEM APPLI CABLE COPAYMENTS.
Bl ood: First three pints of blood each year.

| A ] B | C | D | E | Foo G | H | [ | J
Basi c Benefits [ x | x | x | x | x | X | X | X | X | X
Ski Il ed Nursing
Co- I nsur ance X X X X X X X X
Part A Deductible | | x | x | x | x | X | X | X | X | X
Part B Deductible | | [ x | | | X | | | | X
Part B Excess X X X X
100% 80% 100% 100%
Forei gn Travel
Emer gency X X X X X X X X
At - Home Recovery | X X | | X | X
X X X
Dr ugs $1,250 |$1,250 |[$3,000
Limt Limt Limt
Preventive Care | | X | | | | X

03085’ 01 *
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PREM UM | NFORVATI ON

We (insert insurer’s nane) can only raise your premumif we
raise the premumfor all policies |ike yours in this state. (If
the premumis based on the increasing age of the insured,

i ncl ude information specifying when premuns will change).
DI SCLOSURES

Use this outline to conpare benefits and prem uns anong pol -
icies, certificates, and contracts.
READ YOUR POLI CY VERY CAREFULLY

This is only an outline describing your policy s nost inpor-
tant features. The policy is your insurance contract. You rnust
read the policy itself to understand all of the rights and duties
of both you and your insurance conpany.

RIGHT TO RETURN POLI CY

If you find that you are not satisfied with your policy, you
may return it to (insert insurer’'s address). |If you send the
policy back to us within 30 days after you receive it, we wll
treat the policy as if it had never been issued and return all of
your payments.

POLI CY REPLACENMENT

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.

NOTI CE
This policy may not fully cover all of your nedical costs.

[ For agent issued policies]

03085’ 01 *
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Neither (insert insurer’s nane) nor its agents are connected
wi th nedicare

[ For direct response issued policies]

(I'nsert insurer’s nane) is not connected wth nedicare.
This outline of coverage does not give all the details of nedi-
care coverage. Contact your l|ocal social security office or con-
sult "the nedicare handbook"” for nore details.

COVPLETE ANSWERS ARE VERY | MPORTANT

When you fill out the application for the new policy, be
sure to answer truthfully and conpletely all questions about your
medi cal and health history. The conpany may cancel your policy
and refuse to pay any clainms if you |l eave out or falsify inpor-
tant medical information. [If the policy or certificate is guar-
anteed issue, this paragraph need not appear.]

Revi ew the application carefully before you signit. Be
certain that all information has been properly recorded.

[Include for each plan offered by the insurer a chart show
ing the services, nedicare paynents, plan paynents, and insured
paynents using the sanme | anguage, in the same order, and using
uni form |l ayout and format as shown in the charts that follow. An
insurer may use additional benefit plan designations on these
charts pursuant to section 3809(1) (k). Include an explanation of
any innovative benefits on the cover page and in the chart, in a
manner approved by the comm ssioner. The insurer issuing the
policy shall change the dollar anpbunts each year to reflect cur-
rent figures. No nore than 4 plans may be shown on 1 chart.]

Charts for each plan are as foll ows:

03085’ 01 *
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PLAN A

MEDI CARE ( PART A) --HOSPI TAL SERVI CES- - PER BENEFI T PERI OD
*A benefit period begins on the first day you receive service as an

i npa-
tient 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
r Ow.
SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and board,
general nursing and m s-
cel | aneous services and
supplies
First 60 days Al but —$628— $792| $0 | —$628— $792
(Part A
Deducti bl e)
61st thru 90t h day Al but —$157— $198| —$157— $198| $0
a day a day
91st day and after:
--VWile using 60 lifetine
reserve days Al but —$314— $396| —$314— $396| $0
a day a day
--Once lifetine reserve
days are used:
--Addi tional 365 days |[$0 100% of $0
Medi car e
Eligible
Expenses
--Beyond the
Addi tional 365 days | $0 $0 Al Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nust neet Medicare’'s
requi renents, including
havi ng been in a hospital
for at | east 3 days and
entered a Medi care-approved
facility within 30 days
after |eaving the hospital
First 20 days Al'l approved
anount s $0 $0
21st thru 100th day Al but —$78-56— |$0 |Up to
$99 a day —$78-56— $99
a day
101st day and after $0 $0 Al'l costs

03085’ 01 *
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BLOOD _

First 3 pints $0 3 pints $0

Addi tional anounts 100% $0 $0
HOSPI CE CARE

Avai |l abl e as | ong as your Al'l but very $0 Bal ance

doctor certifies you are
termnally ill and you
el ect to receive these
services

limted coinsurance
for outpatient
drugs and inpati ent
respite care

03085’ 01 *
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PLAN A

MEDI CARE ( PART B)-- MEDI CAL SERVI CES- - PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved anpbunts for covered

services (which are noted with an asterisk),

have been nmet for the cal endar year

your

Part B Deductible w |l

SERVI CES

MEDI CARE PAYS

PLAN PAYS

YOQU PAY

MEDI CAL EXPENSES- -
In or out of the hospital
and out patient hospital
treatnment, such as Physi -
cian’s services, inpatient
and out patient nedical and
surgi cal services and sup-
plies, physical and speech
t her apy, diagnostic tests,
dur abl e nmedi cal equi pnent,
First $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts
Part B Excess Charges
(Above Medicare
Approved Anounts)

$0

80%

$0

$0

20%

$0

$100 (Part B
Deducti bl e)

$0

Al Costs

BLOOD

First 3 pints

Next $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts

$0
$0

80%

Al Costs
$0

20%

$0

$100 (Part B
Deducti bl e)

$0

CLI NI CAL LABORATORY

SERVI CES- -

Bl ood tests for diagnostic
services

100%

$0

$0

(conti nued)

03085’ 01 *



O©oOO~NOUIR_W NP

24
PARTS A & B

HOVE HEALTH CARE
Medi care Approved
Servi ces
--Medi cally necessary
skilled care services
and medi cal squIies
--Dur abl e nmedi cal equi p-
nment
First $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts

100%

$0

80%

$0

$0

20%

$0

$100 (Part B
Deducti bl e)

$0
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PLAN B

MEDI CARE ( PART A) --HOSPI TAL SERVI CES- - PER BENEFI T PERI OD
*A benefit period begins on the first day you receive service as an

i npa-
tient 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
r Ow.
SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and board,
general nursing and m s-
cel | aneous services and
supplies
First 60 days Al but —$628— $792| —$628— $792| $0
(Part A
Deducti bl e)
61st thru 90t h day Al but —$157— $198| —$157— $198| $0
a day a day
91st day and after
--VWile using 60 lifetine
reserve days Al but —$314— $396| —$314— $396| $0
a day a day
--Once lifetine reserve
days are used:
--Addi tional 365 days |[$0 100% of $0
Medi car e
Eligible
Expenses
--Beyond the
Addi tional 365 days | $0 $0 Al Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nust neet Medicare’'s
requi renents, including
havi ng been in a hospital
for at | east 3 days and
entered a Medi care-approved
facility within 30 days
after |eaving the hospital
First 20 days Al'l approved
anount s $0 $0
21st thru 100th day Al but —$78-56— |$0 |Up to
$99 a day —$78-56— $99
a day
101st day and after $0 $0 Al'l costs
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BLOOD _

First 3 pints $0 3 pints $0

Addi tional anounts 100% $0 $0
HOSPI CE CARE

Avai |l abl e as | ong as your Al'l but very $0 Bal ance

doctor certifies you are
termnally ill and you
el ect to receive these
services

limted coinsurance
for outpatient
drugs and inpati ent
respite care
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PLAN B

MEDI CARE ( PART B)-- MEDI CAL SERVI CES- - PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved anpbunts for covered

services (which are noted with an asterisk),

have been nmet for the cal endar year

your

Part B Deductible w |l

SERVI CES

MEDI CARE PAYS

PLAN PAYS

YOQU PAY

MEDI CAL EXPENSES- -
In or out of the hospital
and out patient hospital
treatnment, such as Physi -
cian’s services, inpatient
and out patient nedical and
surgi cal services and sup-
plies, physical and speech
t her apy, diagnostic tests,
dur abl e nmedi cal equi pnent,
First $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts
Part B Excess Charges
(Above Medicare
Approved Anounts)

$0

80%

$0

$0

20%

$0

$100 (Part B
Deducti bl e)

$0

Al Costs

BLOOD

First 3 pints

Next $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts

$0
$0

80%

Al Costs
$0

20%

$0

$100 (Part B
Deducti bl e)

$0

CLI NI CAL LABORATORY

SERVI CES- -

Bl ood tests for diagnostic
services

100%

$0

$0

(conti nued)
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PARTS A & B

HOVE HEALTH CARE
Medi care Approved
Servi ces
--Medi cally necessary
skilled care services
and medi cal squIies
--Dur abl e nmedi cal equi p-
nment
First $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts

100%

$0

80%

$0

$0

20%

$0

$100 (Part B
Deducti bl e)

$0
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PLAN C

MEDI CARE ( PART A) --HOSPI TAL SERVI CES- - PER BENEFI T PERI OD
*A benefit period begins on the first day you receive service as an

i npa-
tient 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
r Ow.
SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and board,
general nursing and m s-
cel | aneous services and
supplies
First 60 days Al but —$628— $792| —$628— $792| $0
(Part A
Deducti bl e)
61st thru 90t h day Al but —$157— $198| —$157— $198| $0
a day a day
91st day and after
--VWile using 60 lifetine
reserve days Al but —$314— $396| —$314— $396| $0
a day a day
--Once lifetine reserve
days are used:
--Addi tional 365 days |[$0 100% of $0
Medi car e
Eligible
Expenses
--Beyond the
Addi tional 365 days | $0 $0 Al Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nust neet Medicare’'s
requi renents, including
havi ng been in a hospital
for at | east 3 days and
entered a Medi care-approved
facility within 30 days
after |eaving the hospital
First 20 days Al'l approved
anount s $0 $0
21st thru 100th day Al but —$7850— |Up to | $0
$99 a day . |
$99 a day
101st day and after $0 $0 Al'l costs
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BLOOD _

First 3 pints $0 3 pints $0

Addi tional anounts 100% $0 $0
HOSPI CE CARE

Avai |l abl e as | ong as your Al'l but very $0 Bal ance

doctor certifies you are
termnally ill and you
el ect to receive these
services

limted coinsurance
for outpatient
drugs and inpati ent
respite care
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PLAN C

MEDI CARE ( PART B)-- MEDI CAL SERVI CES- - PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved anpbunts for covered
our Part B Deductible wll

services (which are noted with an asterisk),

have been nmet for the cal endar year

y

SERVI CES

MEDI CARE PAYS

PLAN PAYS

YOQU PAY

MEDI CAL EXPENSES- -
In or out of the hospital
and out patient hospital
treatnment, such as Physi -
cian’s services, inpatient
and out patient nedical and
surgi cal services and sup-
plies, physical and speech
t her apy, diagnostic tests,
dur abl e nmedi cal equi pnent,
First $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts
Part B Excess Charges
(Above Medicare
Approved Anounts)

$0

80%

$0

$100 (Part B

De
20

$0

ducti bl e)
%

$0

$0

Al

| Costs

BLOOD

First 3 pints

Next $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts

$0
$0

80%

Al

$100 (Part B

De
20

| Costs

ducti bl e)
%

$0
$0

$0

CLI NI CAL LABORATORY

SERVI CES- -

Bl ood tests for diagnostic
services

100%

$0

$0

(conti nued)
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PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Servi ces
--Medi cally necessary
skilled care services
and nedi cal squIies 100% $0 $0
--Dur abl e nmedi cal equi p-
ment
First $100 of Medicare
Appr oved Anpbunt s* $0 $100 (Part B $0
Deducti bl e)
Remai nder of Medicare
Approved Anopunts 80% 20% $0
OTHER BENEFI TS- - NOT COVERED BY MEDI CARE
FOREI GN TRAVEL- -
Not covered by Medicare
Medi cal |y necessary emer-
gency care services begin-
ning during the first 60
days of each trip
out si de the USA
First $250 each
cal endar year $0 $0 $250
Remai nder of charges $0 80%to a life- |20% and
time maxi num anmounts over
benefit of t he $50, 000
$50, 000 lifetime
maxi mum

03085’ 01 ~
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PLAN D

MEDI CARE ( PART A) --HOSPI TAL SERVI CES- - PER BENEFI T PERI OD
*A benefit period begins on the first day you receive service as an

i npa-
tient 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
r Ow.
SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and board,
general nursing and m s-
cel | aneous services and
supplies
First 60 days Al but —$628— $792| —$628— $792| $0
(Part A
Deducti bl e)
61st thru 90t h day Al but —$157— $198| —$157— $198| $0
a day a day
91st day and after
--VWile using 60 lifetine
reserve days Al but —$314— $396| —$314— $396| $0
a day a day
--Once lifetine reserve
days are used:
--Addi tional 365 days |[$0 100% of $0
Medi car e
Eligible
Expenses
--Beyond the
Addi tional 365 days | $0 $0 Al Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nust neet Medicare’'s
requi renents, including
havi ng been in a hospital
for at | east 3 days and
entered a Medi care-approved
facility within 30 days
after |eaving the hospital
First 20 days Al'l approved
anount s $0 $0
21st thru 100th day Al but —$7850— |Up to | $0
$99 a day . |
$99 a day
101st day and after $0 $0 Al'l costs
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BLOOD _

First 3 pints $0 3 pints $0

Addi tional anounts 100% $0 $0
HOSPI CE CARE

Avai |l abl e as | ong as your Al'l but very $0 Bal ance

doctor certifies you are
termnally ill and you
el ect to receive these
services

limted coinsurance
for outpatient
drugs and inpati ent
respite care
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PLAN D

MEDI CARE ( PART B)-- MEDI CAL SERVI CES- - PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved anpbunts for covered

services (which are noted with an asterisk),

have been nmet for the cal endar year

your

Part B Deductible w |l

SERVI CES

MEDI CARE PAYS

PLAN PAYS

YOQU PAY

MEDI CAL EXPENSES- -
In or out of the hospital
and out patient hospital
treatnment, such as Physi -
cian’s services, inpatient
and out patient nedical and
surgi cal services and sup-
plies, physical and speech
t her apy, diagnostic tests,
dur abl e nmedi cal equi pnent,
First $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts
Part B Excess Charges
(Above Medicare
Approved Anounts)

$0

80%

$0

$0

20%

$0

$100 (Part B
Deducti bl e)

$0

Al Costs

BLOOD

First 3 pints

Next $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts

$0
$0

80%

Al Costs
$0

20%

$0

$100 (Part B
Deducti bl e)

$0

CLI NI CAL LABORATORY

SERVI CES- -

Bl ood tests for diagnostic
services

100%

$0

$0

(conti nued)
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30
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32
33
34
35
36
37
38
39
40

41

36

PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Servi ces
--Medi cally necessary
skilled care services
and nedi cal squIies 100% $0 $0
--Dur abl e nmedi cal equi p-
ment
First $100 of Medicare
Appr oved Anpbunt s* $0 $0 $100 (Part B
Deducti bl e)
Remai nder of Medicare
Appr oved Anopunts 80% 20% $0
AT- HOVE RECOVERY SERV-
VI CES- -
Not covered by Medicare
Hone care certi -
fied by your doctor, for
personal care during
recovery froman injury
or sickness for which
Medi care approved a Hone
Care Treatnent Pl an
--Benefit for each visit |$0 Actual Charges
to $40 a visit |Bal ance
--Number of visits
covered (nust be
received within 8
weeks of last Medi-
care Approved visit) $0 Up to the num
ber of Medicare
Appr oved
visits, not to
exceed 7 each
week
- - Cal endar year nmaxi num | $0 $1, 600

(conti nued)
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OTHER BENEFI TS- - NOT' COVERED BY MEDI CARE

FORElI GN TRAVEL- -
Not covered by Medicare
Medi cal | y necessary emer-
gency care services
begi nni ng during the
first 60 days of each
trip outside the USA
First $250 each
cal endar vyear
Remai nder of charges

$0
$0

$0

80%to a life-
time maxi mum
benefit of
$50, 000

$250

20% and
anmount s over
t he $50, 000
lifetine
maxi mum

03085’ 01 ~*
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PLAN E

MEDI CARE ( PART A) --HOSPI TAL SERVI CES- - PER BENEFI T PERI OD
*A benefit period begins on the first day you receive service as an

i npa-
tient 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
r Ow.
SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and board,
general nursing and m s-
cel | aneous services and
supplies
First 60 days Al but —$628— $792| —$628— $792| $0
(Part A
Deducti bl e)
61st thru 90t h day Al but —$157— $198| —$157— $198| $0
a day a day
91st day and after
--VWile using 60 lifetine
reserve days Al but —$314— $396| —$314— $396| $0
a day a day
--Once lifetine reserve
days are used:
--Addi tional 365 days |[$0 100% of $0
Medi car e
Eligible
Expenses
--Beyond the
Addi tional 365 days | $0 $0 Al Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nust neet Medicare’'s
requi renents, including
havi ng been in a hospital
for at | east 3 days and
entered a Medi care-approved
facility within 30 days
after |eaving the hospital
First 20 days Al'l approved
anount s $0 $0
21st thru 100th day Al but —$7850— |Up to | $0
$99 a day . |
$99 a day
101st day and after $0 $0 Al'l costs
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BLOOD _

First 3 pints $0 3 pints $0

Addi tional anounts 100% $0 $0
HOSPI CE CARE

Avai |l abl e as | ong as your Al'l but very $0 Bal ance

doctor certifies you are
termnally ill and you
el ect to receive these
services

limted coinsurance
for outpatient
drugs and inpati ent
respite care

03085’ 01 *
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PLAN E

MEDI CARE ( PART B)--MEDI CAL SERVI CES- - PER CALENDAR YEAR

*Once you have been billed $100 of Medicare-Approved anpbunts for covered

services (which are noted with an asterisk),

have been nmet for the cal endar year

your

Part B Deductible wll

SERVI CES

MEDI CARE PAYS

PLAN PAYS

YOQU PAY

MEDI CAL EXPENSES- -
In or out of the hospital
and out patient hospital
treatnment, such as Physi -
cian’s services, inpatient
and out patient nedical and
surgi cal services and sup-
plies, physical and speech
t her apy, diagnostic tests,
dur abl e nmedi cal equi pnent,
First $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts
Part B Excess Charges
(Above Medicare
Approved Anounts)

$0

80%

$0

$0

20%

$0

$100 (Part B
Deducti bl e)

$0

Al Costs

BLOOD

First 3 pints

Next $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts

$0
$0

80%

Al Costs
$0

20%

$0

$100 (Part B
Deducti bl e)

$0

CLI NI CAL LABORATORY

SERVI CES- -

Bl ood tests for diagnostic
services

100%

$0

$0

(conti nued)

03085’ 01 *
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PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Servi ces
--Medi cally necessary
skilled care services
and nedi cal squIies 100% $0 $0
--Dur abl e nmedi cal equi p-
ment
First $100 of Medicare
Appr oved Anpbunt s* $0 $0 $100 (Part B
Deducti bl e)
Remai nder of Medicare
Approved Anopunts 80% 20% $0
OTHER BENEFI TS- - NOT COVERED BY MEDI CARE
FOREI GN TRAVEL- -
Not covered by Medicare
Medi cal |y necessary ener-
gency care services
begi nning during the first
60 days of each trip
out si de the USA
First $250 each
cal endar year $0 $0 $250
Remai nder of Charges $0 80%to a life- [20% and
time maxi mum anounts over
benefit of t he $50, 000
$50, 000 lifetime
maxi mum

PREVENTI| VE MEDI CAL CARE
BENEFI T- -

Not covered by Medicare
Annual physical and preven-
tive tests and services
such as: fecal occult

bl ood test, digital

rectal exam mammogram
heari ng screening, dipstick
urinal ysis, diabetes
screening, thyroid func-
tion test, influenza shot,
tetanus and di phtheria
boost er and educati on,

03085’ 01 *
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adm ni stered or ordered
by your doctor when not
covered by Medicare

First $120 each

cal endar year

Addi ti onal charges
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Cost s
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PLAN F OR H GH DEDUCTI BLE PLAN F
MEDI CARE ( PART A) --HOSPI TAL SERVI CES- - PER BENEFI T PERI OD
*A benefit period begins on the first day you receive service as an

i npa-

tient in a hospital and ends after you have been out of the hospital
have not received skilled care in any other facility for 60 days in a

I ow.

**TH S H GH DEDUCTI BLE PLAN PAYS THE SAME OR OFFERS THE SAMVE BENEFI TS AS

PLAN F AFTER YOU HAVE PAI D A CALENDAR YEAR ($1, 580) DEDUCTI BLE.

BENEFI TS

FROM THE H GH DEDUCTI BLE PLAN F WLL NOT BEG N UNTI L OUT- OF- POCKET
EXPENSES ARE $1, 580. OUT- OF- POCKET EXPENSES FOR THI S DEDUCTI BLE ARE

EXPENSES THAT WOULD ORDI NARI LY BE PAI D BY THE POLI CY

THI S | NCLUDES

MEDI CARE DEDUCTI BLES FOR PART A AND PART B, BUT DOES NOT | NCLUDE THE
PLAN S SEPARATE FOREI GN TRAVEL EMERGENCY DEDUCTI BLE

‘ MEDI CARE PAYS | AFTER YOU

SERVI CES I N ADDI TI ON
PAY $1, 580 | TO $1, 580
DEDUCTI BLE* *,
DEDUCTI BLE* *,
PLAN PAYS | YOU PAY
HOSPI TALI ZATI ON*
Sem private room and board,
general nursing and m s-
cel I aneous services and
supplies
First 60 days é%gszt —$628— | —$628— $792 | $0
(Part A
Deducti bl e)
61st thru 90t h day Al but —$157— | —$157 | $0
$198 a day $198 a day
91st day and after
--VWile using 60 lifetine
reserve days Al but —$34— | —$314— | $0
$396 a day $396 a day
--Once lifetine reserve
days are used:
--Addi tional 365 days |$0 100% of $0
Medi care
Eligible
Expenses
--Beyond the
Addi tional 365 days |$0 $0 Al Costs

SKI LLED NURSI NG FACI LI TY
CARE*

You nust neet Medicare’'s
requi renents, including
havi ng been in a hospital
for at | east 3 days and

03085’ 01 *
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entered a Medi care-approved
facility within 30 days
after |eaving the hospital
First 20 days Al'l approved
anmount s $0 $0
21st thru 100t h day Al'l but Up to $0
—$78-56— $99 | —$78-56— $99
a day a day
101st day and after $0 $0 Al'l costs
BLOCD
First 3 pints $0 3 pints $0
Addi ti onal anounts 100% $0 $0
HOSPI CE CARE
Avai |l abl e as | ong as your Al'l but very $0 Bal ance
doctor certifies you are limted coinsurance
termnally ill and you for outpatient

el ect to receive these
services

drugs and inpatient

respite care

03085’ 01 *
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PLAN F

MEDI CARE ( PART B)-- MEDI CAL SERVI CES- - PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved anpbunts for covered
services (which are noted with an asterisk), your Part B Deductible wll
have been nmet for the cal endar year.
**TH S H GH DEDUCTI BLE PLAN PAYS THE SAME OR OFFERS THE SAVE BENEFI TS AS
EEQEFFTQFTER YOU HAVE PAI D A CALENDAR YEAR ($1, 580) DEDUCTI BLE.
FROM THE H GH DEDUCTI BLE PLAN F W LL NOT BEG N UNTI L OUT- OF- POCKET
EXPENSES ARE $1,580. OUT- OF- POCKET EXPENSES FOR THI S DEDUCTI BLE ARE
EXPENSES THAT WOULD ORDI NARI LY BE PAID BY THE POLICY. THI S | NCLUDES
MEDI CARE DEDUCTI BLES FOR PART A AND PART B, BUT DOES NOT | NCLUDE THE
PLAN S SEPARATE FOREI GN TRAVEL EMERGENCY DEDUCTI BLE.

| I I
SERVI CES MEDI CARE PAYS | AFTER YOU | N ADDI TI ON

PAY $1, 580 TO $1, 580
EDLCT] BLE | | DEDUCTI BLE**, |
’ | | PLAN PAYS | YOU PAY

MEDI CAL EXPENSES- -
In or out of the hospital
and out patient hospital
treatment, such as Physi -
cian’s services, inpatient
and out patient nedical and
surgi cal services and sup-
plies, physical and speech
t herapy, diagnostic tests,
dur abl e nmedi cal equi pnent,
First $100 of Medicare
Appr oved Anpunt s* $0 $100 (Part B $0

Deducti bl e)
Remai nder of Medicare
Appr oved Anpunts 80% 20% $0
Part B Excess Charges
(Above Medi care

Appr oved Anobunts) $0 100% $0
BLOOD
First 3 pints $0 Al Costs $0
Next $100 of Medicare
Appr oved Anopunt s* $0 $100 (Part B $0
Deducti bl e)

Remai nder of Medicare
Approved Anobunts 80% 20% $0

03085’ 01 *
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CLI NI CAL LABORATORY

SERVI CES- -

Bl ood tests for diagnostic
services

‘ 100%

(conti nued)
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PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Servi ces
--Medi cally necessary
skilled care services
and nedi cal squIies 100% $0 $0
--Dur abl e nmedi cal equi p-
ment
First $100 of Medicare
Appr oved Anpbunt s* $0 $100 (Part B $0
Deducti bl e)
Remai nder of Medicare
Approved Anopunts 80% 20% $0
OTHER BENEFI TS- - NOT COVERED BY MEDI CARE
FOREI GN TRAVEL- -
Not covered by Medicare
Medi cal |y necessary emer-
gency care services begin-
ning during the first 60
days of each trip
out si de the USA
First $250 each
cal endar year $0 $0 $250
Remai nder of charges $0 80%to a life- |20% and
time maxi num anmounts over
benefit of t he $50, 000
$50, 000 lifetime
maxi mum

03085’ 01 ~
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PLAN G

MEDI CARE ( PART A) --HOSPI TAL SERVI CES- - PER BENEFI T PERI OD
*A benefit period begins on the first day you receive service as an

i npa-
tient in a hospital
have not

r OW.

and ends after you have been out of the hospita
received skilled care in any other facility for 60 days in a

and

SERVI CES

MEDI CARE PAYS

PLAN PAYS

YOQU PAY

HOSPI TALI ZATI ON*

Sem private room and board,
general nursing and m s-
cel | aneous services and
supplies

First 60 days Al but —$628— $792| —$628— $792| $0
(Part A
Deducti bl e)
61st thru 90t h day Al but —-$157 —$157— | $0
$198 a day $198 a day
91st day and after
--VWile using 60 lifetine
reserve days Al but —-$314— | $314— | $0
$396 a day $396 a day
--Once lifetine reserve
days are used:
--Addi tional 365 days |[$0 100% of $0
Medi car e
Eligible
Expenses
--Beyond the
Addi tional 365 days | $0 $0 Al Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nust neet Medicare’'s
requi renents, including
havi ng been in a hospital
for at | east 3 days and
entered a Medi care-approved
facility within 30 days
after |eaving the hospital
First 20 days Al'l approved
anount s $0 $0
21st thru 100th day Al but —$7850— |Up to | $0
$99 a day . |
$99 a day
101st day and after $0 $0 Al'l costs

03085’ 01 *
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BLOOD _

First 3 pints $0 3 pints $0

Addi tional anounts 100% $0 $0
HOSPI CE CARE

Avai |l abl e as | ong as your Al'l but very $0 Bal ance

doctor certifies you are
termnally ill and you
el ect to receive these
services

limted coinsurance
for outpatient
drugs and inpati ent
respite care

03085’ 01 *
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MEDI CARE ( PART B)-- MEDI CAL SERVI CES- - PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved anpbunts for covered
your Part B Deductible wll

services (which are noted with an asterisk),

have been nmet for the cal endar year

SERVI CES

MEDI CARE PAYS

PLAN PAYS

YOQU PAY

MEDI CAL EXPENSES- -
In or out of the hospital
and out patient hospital
treatnment, such as Physi -
cian’s services, inpatient
and out patient nedical and
surgi cal services and sup-
plies, physical and speech
t her apy, diagnostic tests,
dur abl e nmedi cal equi pnent,
First $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts
Part B Excess Charges
(Above Medicare
Approved Anounts)

$0

80%

$0

$0

20%

80%

$100 (Part B
Deducti bl e)

$0

20%

BLOOD

First 3 pints

Next $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts

$0
$0

80%

Al Costs
$0

20%

$0

$100 (Part B
Deducti bl e)

$0

CLI NI CAL LABORATORY

SERVI CES- -

Bl ood tests for diagnostic
services

100%

$0

$0

(conti nued)

03085’ 01 *
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30
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32
33
34
35
36
37
38
39
40

41

51

PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Servi ces
--Medi cally necessary
skilled care services
and nedi cal squIies 100% $0 $0
--Dur abl e nmedi cal equi p-
ment
First $100 of Medicare
Appr oved Anpbunt s* $0 $0 $100 (Part B
Deducti bl e)
Remai nder of Medicare
Appr oved Anopunts 80% 20% $0
AT- HOVE RECOVERY SERV-
VI CES- -
Not covered by Medicare
Hone care certi -
fied by your doctor, for
personal care during
recovery froman injury
or sickness for which
Medi care approved a Hone
Care Treatnent Pl an
--Benefit for each visit |$0 Actual Charges
to $40 a visit |Bal ance
--Number of visits
covered (nust be
received within 8
weeks of last Medi-
care Approved visit) $0 Up to the num
ber of Medicare
Appr oved
visits, not to
exceed 7 each
week
- - Cal endar year nmaxi num | $0 $1, 600

(conti nued)

03085’ 01 ~
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OTHER BENEFI TS- - NOT' COVERED BY MEDI CARE

FORElI GN TRAVEL- -
Not covered by Medicare
Medi cal | y necessary emer-
gency care services
begi nni ng during the
first 60 days of each
trip outside the USA
First $250 each
cal endar vyear
Remai nder of charges

$0
$0

$0

80%to a life-
time maxi mum
benefit of
$50, 000

$250

20% and
anmount s over
t he $50, 000
lifetine
maxi mum

03085’ 01 ~*
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PLAN H

MEDI CARE ( PART A) --HOSPI TAL SERVI CES- - PER BENEFI T PERI OD
*A benefit period begins on the first day you receive service as an

i npa-
tient in a hospital
have not

r OW.

and ends after you have been out of the hospita
received skilled care in any other facility for 60 days in a

and

SERVI CES

MEDI CARE PAYS

PLAN PAYS

YOQU PAY

HOSPI TALI ZATI ON*

Sem private room and board,
general nursing and m s-
cel | aneous services and
supplies

First 60 days Al but —$628— $792| —$628— $792| $0
(Part A
Deducti bl e)
61st thru 90t h day Al but —-$157 | —$157— | $0
$198 a day $198 a day
91st day and after
--VWile using 60 lifetine
reserve days Al but —-$314— | $314— | $0
$396 a day $396 a day
--Once lifetine reserve
days are used:
--Addi tional 365 days |[$0 100% of $0
Medi car e
Eligible
Expenses
--Beyond the
Addi tional 365 days | $0 $0 Al Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nust neet Medicare’'s
requi renents, including
havi ng been in a hospital
for at | east 3 days and
entered a Medi care-approved
facility within 30 days
after |eaving the hospital
First 20 days Al'l approved
anount s $0 $0
21st thru 100th day Al but —$7850— |Up to | $0
$99 a day . |
$99 a day
101st day and after $0 $0 Al'l costs

03085’ 01 *
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BLOOD _

First 3 pints $0 3 pints $0

Addi tional anounts 100% $0 $0
HOSPI CE CARE

Avai |l abl e as | ong as your Al'l but very $0 Bal ance

doctor certifies you are
termnally ill and you
el ect to receive these
services

limted coinsurance
for outpatient
drugs and inpati ent
respite care

03085’ 01 *
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PLAN H

MEDI CARE ( PART B)--MEDI CAL SERVI CES- - PER CALENDAR YEAR

*Once you have been billed $100 of Medicare-Approved anpbunts for covered

services (which are noted with an asterisk),

have been nmet for the cal endar year

your

Part B Deductible wll

SERVI CES

MEDI CARE PAYS

PLAN PAYS

YOQU PAY

MEDI CAL EXPENSES- -
In or out of the hospital
and out patient hospital
treatnment, such as Physi -
cian’s services, inpatient
and out patient nedical and
surgi cal services and sup-
plies, physical and speech
t her apy, diagnostic tests,
dur abl e nmedi cal equi pnent,
First $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts
Part B Excess Charges
(Above Medicare
Approved Anounts)

$0

80%

$0

$0

20%

$0

$100 (Part B
Deducti bl e)

$0

Al Costs

BLOOD

First 3 pints

Next $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts

$0
$0

80%

Al Costs
$0

20%

$0

$100 (Part B
Deducti bl e)

$0

CLI NI CAL LABORATORY

SERVI CES- -

Bl ood tests for diagnostic
services

100%

$0

$0

(conti nued)
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PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Servi ces
--Medi cally necessary
skilled care services
and nedi cal squIies 100% $0 $0
--Dur abl e nmedi cal equi p-
ment
First $100 of Medicare
Appr oved Anpbunt s* $0 $0 $100 (Part B
Deducti bl e)
Remai nder of Medicare
Approved Anopunts 80% 20% $0
OTHER BENEFI TS- - NOT COVERED BY MEDI CARE
FOREI GN TRAVEL- -
Not covered by Medicare
Medi cal |y necessary ener-
gency care services
begi nning during the first
60 days of each trip
out si de the USA
First $250 each
cal endar year $0 $0 $250
Remai nder of Charges $0 80%to a life- [20% and
time maxi mum anounts over
benefit of t he $50, 000
$50, 000 lifetime
maxi mum
BASI C QUTPATI ENT PRE-
SCRI PTI ON DRUGS- -
Not covered by Medicare
First $250 each
cal endar year $0 $0 $250
Next $2,500 each
cal endar year $0 50% - $1, 250 50%
cal endar year
maxi mum benefit
Over $2,500 each
cal endar year $0 $0 Al Costs

03085’ 01 *
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PLAN |

MEDI CARE ( PART A) --HOSPI TAL SERVI CES- - PER BENEFI T PERI OD
*A benefit period begins on the first day you receive service as an

i npa-
tient 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
r Ow.
SERVI CES MEDI CARE PAYS PLAN PAYS YOU PAY
HOSPI TALI ZATI ON*
Sem private room and board,
general nursing and m s-
cel | aneous services and
supplies
First 60 days Al but —$628— $792| —$628— $792| $0
(Part A
Deducti bl e)
61st thru 90t h day Al but —$157— $198| —$157— $198| $0
a day a day
91st day and after
--VWile using 60 lifetine
reserve days Al but —$314— $396| —$314— $396| $0
a day a day
--Once lifetine reserve
days are used:
--Addi tional 365 days |[$0 100% of $0
Medi car e
Eligible
Expenses
--Beyond the
Addi tional 365 days | $0 $0 Al Costs
SKI LLED NURSI NG FACI LI TY
CARE*
You nust neet Medicare’'s
requi renents, including
havi ng been in a hospital
for at | east 3 days and
entered a Medi care-approved
facility within 30 days
after |eaving the hospital
First 20 days Al'l approved
anmount s $0 $0
21st thru 100th day Al but —$7850— |Up to | $0
$99 a day . |
$99 a day
101st day and after $0 $0 Al'l costs

03085’ 01 *
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BLOOD _

First 3 pints $0 3 pints $0

Addi tional anounts 100% $0 $0
HOSPI CE CARE

Avai |l abl e as | ong as your Al'l but very $0 Bal ance

doctor certifies you are
termnally ill and you
el ect to receive these
services

limted coinsurance
for outpatient
drugs and inpati ent
respite care

03085’ 01 *
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MEDI CARE ( PART B)-- MEDI CAL SERVI CES- - PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved anpbunts for covered
your Part B Deductible wll

services (which are noted with an asterisk),

have been nmet for the cal endar year

SERVI CES

MEDI CARE PAYS

PLAN PAYS

YOQU PAY

MEDI CAL EXPENSES- -
In or out of the hospital
and out patient hospital
treatnment, such as Physi -
cian’s services, inpatient
and out patient nedical and
surgi cal services and sup-
plies, physical and speech
t her apy, diagnostic tests,
dur abl e nmedi cal equi pnent,
First $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts
Part B Excess Charges
(Above Medicare
Approved Anounts)

$0

80%

$0

$0

20%

100%

$100 (Part B
Deducti bl e)

$0

$0

BLOOD

First 3 pints

Next $100 of Medicare
Approved Anount s*

Remai nder of Medicare
Approved Anounts

$0
$0

80%

Al Costs
$0

20%

$0

$100 (Part B
Deducti bl e)

$0

CLI NI CAL LABORATORY

SERVI CES- -

Bl ood tests for diagnostic
services

100%

$0

$0

(conti nued)
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PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Servi ces
--Medi cally necessary
skilled care services
and nedi cal squIies 100% $0 $0
--Dur abl e nmedi cal equi p-
ment
First $100 of Medicare
Appr oved Anpbunt s* $0 $0 $100 (Part B
Deducti bl e)
Remai nder of Medicare
Appr oved Anopunts 80% 20% $0
AT- HOVE RECOVERY
SERVI CES- -
Not covered by Medicare
Hone care certified by
your doctor, for personal
care during recovery from
an in'urK or sickness
for i ch Medi care approved
a Honme Care Treatnent Pl an Bal ance
--Benefit for each visit | $0 Actual Charges
to $40 a visit
--Nurmber of visits cov- $0 Up to the num
ered (nust be received ber of Medicare
within 8 weeks of | ast Appr oved
Medi care Approved visits, not to
visit) exceed 7 each
week
- - Cal endar year nmaxi num | $0 $1, 600

(conti nued)

03085’ 01 *
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OTHER BENEFI TS- - NOT' COVERED BY MEDI CARE

FORElI GN TRAVEL- -

Not covered by Medicare
Medi cal | y necessary emer-
gency care services begin-
ning during the first 60
days of each trip outside
t he USA

First $250 each cal en- $0 $0 $250
dar year
Remal nder of Charges* $0 80%to a life- |20% and
time maxi mum anmount s over
benefit of t he $50, 000
$50, 000 lifetinme
maxi nmum
BASI C QUTPATI ENT PRE-
SCRI PTI ON DRUGS- -
Not covered by Medicare
First $250 each cal endar $0 $0 $250
year
Next $2,500 each cal endar $0 50% - $1, 250 50%
year cal endar year
maxi mum
benefit
Over $2,500 each cal endar $0 $0 All Costs

year
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PLAN J OR H GH DEDUCTI BLE PLAN J

MEDI CARE ( PART A) --HOSPI TAL SERVI CES- - PER BENEFI T PERI OD
*A benefit period begins on the first day you receive service as an

i npa-

tient 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

I ow.

**TH S H GH DEDUCTI BLE PLAN PAYS THE SAME OR OFFERS THE SAMVE BENEFI TS AS
PLAN J AFTER YOU HAVE PAI D A CALENDAR YEAR ($1, 580) DEDUCTI BLE.

BENEFI TS

FROM THE H GH DEDUCTI BLE PLAN J W LL NOT BEG N UNTI L OUT- OF- POCKET

EXPENSES ARE $1, 580. OUT- OF- POCKET EXPENSES FOR THI S DEDUCTI BLE ARE
EXPENSES THAT WOULD ORDI NARI LY BE PAID BY THE POLI CY. TH S | NCLUDES
MEDI CARE DEDUCTI BLES FOR PART A AND PART B, BUT DOES NOT | NCLUDE THE

PLAN S SEPARATE FOREI GN TRAVEL EMERGENCY DEDUCTI BLE

SERVI CES ‘ MEDI CARE PAYS | AFTER YOQOU

I N ADDI TI ON
‘ PAY $1, 580 | TO $1, 580
DEDUCTI BLE* *,
DEDUCTI BLE* *,
| | PLAN PAYS | YOU PAY
HOSPI TALI ZATI ON*
Sem private room and board,
general nursing and m s-
cel I aneous services and
supplies
First 60 days Al but —$628— | | $0
$792 $792
(Part A
Deducti bl e)
61st thru 90t h day Al but —-$157 | —$157 $198 | $0
$198 a day a day
91st day and after
--VWile using 60 lifetine
reserve days Al but —-$314— | —$314— $396 | $0
$396 a day a day
--Once lifetinme reserve
days are used:
--Addi tional 365 days |$0 100% of $0
Medi care
Eligible
Expenses
--Beyond the
Addi tional 365 days |$0 $0 Al Costs

SKI LLED NURSI NG FACI LI TY
CARE*

You nust neet Medicare’'s
requi renents, including
havi ng been in a hospital
for at | east 3 days and
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entered a Medi care-approved
facility within 30 days
after |eaving the hospital
First 20 days Al'l approved
anmount s $0 $0
21st thru 100t h day Al'l but Up to $0
—$78-50— | $78-56—
$99 a day $99 a day
101st day and after $0 $0 Al'l costs
BLOCD
First 3 pints $0 3 pints $0
Addi ti onal anounts 100% $0 $0
HOSPI CE CARE
Avai |l abl e as | ong as your Al'l but very $0 Bal ance
doctor certifies you are limted coinsurance
termnally ill and you for outpatient

el ect to receive these
services

drugs and inpatient

respite care

03085’ 01 *



©0 ~NOURWNE

64

PLAN J

MEDI CARE ( PART B)-- MEDI CAL SERVI CES- - PER CALENDAR YEAR
*Once you have been billed $100 of Medicare-Approved anpbunts for covered
services (which are noted with an asterisk), your Part B Deductible wll
have been nmet for the cal endar year.
**TH S H GH DEDUCTI BLE PLAN PAYS THE SAME OR OFFERS THE SAVE BENEFI TS AS
EEQEFT]TQFTER YOU HAVE PAI D A CALENDAR YEAR ($1, 580) DEDUCTI BLE.
FROM THE H GH DEDUCTI BLE PLAN J WLL NOT BEG N UNTI L OUT- OF- POCKET
EXPENSES ARE $1,580. OUT- OF- POCKET EXPENSES FOR THI S DEDUCTI BLE ARE
EXPENSES THAT WOULD ORDI NARI LY BE PAID BY THE POLICY. THI S | NCLUDES
MEDI CARE DEDUCTI BLES FOR PART A AND PART B, BUT DOES NOT | NCLUDE THE
PLAN S SEPARATE FOREI GN TRAVEL EMERGENCY DEDUCTI BLE.

| I I
SERVI CES MEDI CARE PAYS | AFTER YOU | N ADDI TI ON

PAY $1, 580 TO $1, 580
EDLCT] BLE | | DEDUCTI BLE**, |
’ | | PLAN PAYS | YOU PAY

MEDI CAL EXPENSES- -
In or out of the hospital
and out patient hospital
treatment, such as Physi -
cian’s services, inpatient
and out patient nedical and
surgi cal services and sup-
plies, physical and speech
t herapy, diagnostic tests,
dur abl e nmedi cal equi pnent,
First $100 of Medicare
Appr oved Anpunt s* $0 $100 (Part B $0

Deducti bl e)
Remai nder of Medicare
Appr oved Anpunts 80% 20% $0
Part B Excess Charges
(Above Medi care

Appr oved Anobunts) $0 100% $0
BLOOD
First 3 pints $0 Al Costs $0
Next $100 of Medicare
Appr oved Anopunt s* $0 $100 (Part B $0
Deducti bl e)

Remai nder of Medicare
Approved Anobunts 80% 20% $0
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CLI NI CAL LABORATORY

SERVI CES- -

Bl ood tests for diagnostic
services

‘ 100%

(conti nued)
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PARTS A & B
HOVE HEALTH CARE
Medi care Approved
Servi ces
--Medi cally necessary
skill ed care services
and nedi cal squIies 100% $0 $0
--Dur abl e nmedi cal equi p-
ment
First $100 of Medicare
Appr oved Anpbunt s* $0 $100 (Part B $0
Deducti bl e)
Remai nder of Medicare
Appr oved Anopunts 80% 20% $0
AT- HOVE RECOVERY
SERVI CES- -
Not covered by Medicare
Hone care certified by
your doctor, for personal
care begi nning during
recovery froman injury or
si ckness for which Medi care
approved a Hone Care Treat-
ment Pl an
--Benefit for each visit |$0 Actual Charges | Bal ance
to $40 a visit
--Nunmber of visits cov- $0 Up to the num
ered (nust be received ber of Medicare
within 8 weeks of [|ast Appr oved
Medi care Approved visits, not to
visit) exceed 7 each
week
- - Cal endar year nmaxi num | $0 $1, 600

(conti nued)
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OTHER BENEFI TS- - NOT' COVERED BY MEDI CARE

FORElI GN TRAVEL- -
Not covered by Medicare
gency care services begin-
ning during the first 60
days of each trip outside
t he USA

Fi rst $250 each cal en-

dar year

Remal nder of Charges

$0
$0

$0

80%to a life-
time maxi mum
benefit of
$50, 000

$250

20% and
anmount s over
t he $50, 000
lifetine
maxi mum

EXTENDED OUTPATI ENT PRE-

SCRI PTI ON DRUGS- -

Not covered by Medicare
First $250 each cal endar
year
Next $6, 000 each cal endar
year

Over $6,000 each cal endar
year

$0
$0

$0

$0

50% - $3, 000
cal endar year
maxi mum
benefit

$0

$250
50%

Al Costs

PREVENTI| VE MEDI CAL CARE
BENEFI T- -
Not covered by Medicare
Annual physical and pre-
ventive tests and services
such as: fecal occult
bl ood test, digital recta
exam nmanmmogram hearing
screeni ng, dipstick
urinalysis, diabetes
screening, thyroid func-
tion test, influenza shot,
tetanus and di phtheria
boost er and educati on,
adm ni stered or ordered by
your doctor when not
covered by Medicare
Fi rst $120 each cal endar
year

Addi ti onal charges

$0
$0

$120
$0

$0

Al costs
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Sec. 3819. (1) An insurance policy shall not be titled,
advertised, solicited, or issued for delivery in this state as a
nmedi care suppl enment policy if the policy does not neet the mni-
mum st andards prescribed in this section. These m nimum st an-
dards are in addition to all other requirenents of this chapter

(2) The followi ng standards apply to nedi care suppl enent
policies:

(a) A medicare supplenent policy shall not deny a claimfor
| osses incurred nore than 6 nonths fromthe effective date of
coverage because it involved a preexisting condition. The policy
or certificate shall not define a preexisting condition nore
restrictively than to nmean a condition for which nmedical advice
was given or treatnment was recommended by or received froma phy-
sician within 6 nonths before the effective date of coverage.

(b) A medi care suppl enent policy shall not indemify against
| osses resulting fromsickness on a different basis than | osses
resulting from accidents.

(c) A medicare supplenment policy shall provide that benefits
designed to cover cost sharing amounts under nedicare will be
changed automatically to coincide with any changes in the appli -
cabl e nmedi care deducti bl e anbunt and copaynent percent age
factors. Premunms nmay be nodified to correspond with such
changes.

(d) A medi care suppl enent policy shall be guaranteed
renewabl e. Termi nation shall be for nonpaynent of prem um or

material msrepresentation only.

03085’ 01 *



© 00 N o o A~ W N PP

10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27

69

(e) Term nation of a nedicare supplenent policy shall not
reduce or limt the paynent of benefits for any continuous | oss
that commenced while the policy was in force, but the extension
of benefits beyond the period during which the policy was in
force may be predicated upon the continuous total disability of
the insured, limted to the duration of the policy benefit
period, if any, or payment of the maxi num benefits.

(f) A nmedicare supplenent policy shall not provide for ter-
m nati on of coverage of a spouse solely because of the occurrence
of an event specified for term nation of coverage of the insured,
ot her than the nonpaynment of prem um

(3) A medicare supplenent policy shall provide that benefits
and prem unms under the policy shall be suspended at the request
of the policyholder or certificate holder for a period not to
exceed 24 nonths in which the policyholder or certificate hol der
has applied for and is determned to be entitled to nedical
assi stance under nedicaid, but only if the policyhol der or cer-
tificate holder notifies the insurer of such assistance within 90
days after the date the individual becones entitled to the
assi stance. Upon receipt of tinely notice, the insurer shall
return to the policyholder or certificate hol der that portion of
the premumattributable to the period of nedicaid eligibility,
subject to adjustnent for paid clains. |f a suspension occurs
and if the policyholder or certificate holder |oses entitlement
to medi cal assi stance under nedicaid, the policy shall be auto-
matically reinstituted effective as of the date of term nation of

the assistance if the policyholder or certificate hol der provides
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notice of | oss of nedicaid nedical assistance within 90 days
after the date of the |loss and pays the premumattributable to
the period effective as of the date of termnation of the
assi stance. EACH MEDI CARE SUPPLENMENT POLI CY SHALL PROVI DE THAT
BENEFI TS AND PREM UMS UNDER THE POLI CY SHALL BE SUSPENDED AT THE
REQUEST OF THE POLI CYHOLDER | F THE POLI CYHOLDER |I'S ENTI TLED TO
BENEFI TS UNDER SECTI ON 226(B) OF TITLE Il OF THE SOCI AL SECURI TY
ACT, AND | S COVERED UNDER A GROUP HEALTH PLAN AS DEFI NED | N
SECTI ON 1862(B) (1) (A (v) OF THE SOCI AL SECURI TY ACT. | F SUSPEN
SION OCCURS AND | F THE POLI CYHOLDER OR CERTI FI CATE HOLDER LOSES
COVERAGE UNDER THE GROUP HEALTH PLAN, THE POLI CY SHALL BE AUTO-
MATI CALLY REI NSTI TUTED EFFECTI VE AS OF THE DATE OF LOSS OF COVER-
ACGE | F THE PCLI CYHOLDER PROVI DES NOTI CE OF LOSS OF COVERAGE
WTH N 90 DAYS AFTER THE DATE OF THE LOSS AND PAYS THE PREM UM
ATTRI BUTABLE TO THE PERI OD, EFFECTI VE AS OF THE DATE OF TERM NA-
TI ON OF ENROLLMENT I N THE GROUP HEALTH PLAN. All of the follow ng
apply to the reinstitution of a medicare suppl ement policy under
thi s subsection:

(A) —+— The reinstitution shall not provide for any wait-
ing period with respect to treatnent of preexisting conditions.

(B) —+)— Reinstituted coverage shall be substantially
equi val ent to coverage in effect before the date of the
suspensi on.

(C —(iH)— Cassification of premuns for reinstituted cov-
erage shall be on terns at | east as favorable to the policyhol der

or certificate holder as the prem umclassification terns that
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woul d have applied to the policyholder or certificate hol der had
the coverage not been suspended.

Sec. 3829. (1) An insurer shall not deny or condition the
i ssuance or effectiveness of a nedicare suppl enent policy avail -
able for sale in this state, or discrimnate in the pricing of
such a policy, because of the health status, clainms experience,
recei pt of health care, or nedical condition of an applicant if
an application for the policy is submtted during the 6-nonth
period beginning with the first nonth in which an individual who
is 65 years of age or older first enrolled for benefits under
nmedi care part B. Each nedi care supplement policy currently
avai l able froman insurer shall be nade available to all appli-
cants who qualify under this section w thout regard to age.

(2) I'F AN APPLI CANT QUALI FI ES UNDER SUBSECTION (1), SUBM TS
AN APPLI CATI ON DURI NG THE TI ME PERI OD PROVI DED I N SUBSECTION (1),
AND AS OF THE DATE OF APPLI CATI ON HAS HAD A CONTI NUOUS PERI OD OF
CREDI TABLE COVERAGE OF NOT LESS THAN 6 MONTHS, THE | NSURER SHALL
NOT EXCLUDE BENEFI TS BASED ON A PREEXI STING CONDI TION. | F THE
APPLI CANT QUALI FI ES UNDER SUBSECTI ON (1), SUBM TS AN APPLI CATI ON
DURI NG THE TI ME PERI OD I N SUBSECTI ON (1), AND AS OF THE DATE OF
APPLI CATI ON HAS HAD A CONTI NUOUS PERI OD OF CREDI TABLE COVERAGE
THAT IS LESS THAN 6 MONTHS, THE | NSURER SHALL REDUCE THE PERI OD
OF ANY PREEXI STI NG CONDI TI ON EXCLUSI ON BY THE AGGREGATE OF THE
PERI OD OF CREDI TABLE COVERAGE APPLI CABLE TO THE APPLI CANT AS OF
THE ENROLLMENT DATE. THE SECRETARY SHALL SPECI FY THE MANNER OF
THE REDUCTI ON UNDER THI S SUBSECTI ON.
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(3) EXCEPT AS PROVI DED | N SUBSECTI ON (2) AND SECTI ON 3833,
SUBSECTI ON (1) DOES NOT PREVENT THE EXCLUSI ON OF BENEFI TS UNDER A
POLI CY, DUR NG THE FI RST 6 MONTHS, BASED ON A PREEXI STI NG CONDI -
TI ON FOR WH CH THE POLI CYHOLDER OR CERTI FI CATE HOLDER RECEI VED
TREATMENT OR WAS OTHERW SE DI AGNOSED DURI NG THE 6 MONTHS BEFORE
THE COVERAGE BECAME EFFECTI VE.

(4) "CREDI TABLE COVERAGE" DOES NOT | NCLUDE ANY OF THE
FOLLOW NG:

(A) ONE OR MORE OF THE FOLLOW NG

(i) COVERAGE ONLY FOR ACCI DENT OR DI SABI LI TY | NCOVE | NSUR-
ANCE, OR ANY COMBI NATI ON OF ACCl DENT OR DI SABI LI TY | NCOVE
| NSURANCE.

(ii) COVERAGE | SSUED AS A SUPPLEMENT TO LI ABI LI TY
| NSURANCE.

(iii) LI ABILITY | NSURANCE, | NCLUDI NG GENERAL LI ABILITY
| NSURANCE AND AUTOVOBI LE LI ABI LI TY | NSURANCE.

(iv) WORKERS COMPENSATI ON OR SI M LAR | NSURANCE.

(v) AUTOVOBI LE MEDI CAL PAYMENT | NSURANCE.

(vi) CREDI T- ONLY | NSURANCE.

(vii) COVERAGE FOR ON-SI TE MEDI CAL CLI NI CS.

(viii) OTHER SI M LAR | NSURANCE COVERAGE, SPECI FIED I N FED-
ERAL REGULATI ONS, UNDER WHI CH BENEFI TS FOR MEDI CAL CARE ARE SEC-
ONDARY OR | NCI DENTAL TO OTHER | NSURANCE BENEFI TS.

(B) THE FOLLOW NG BENEFI TS | F THEY ARE PROVI DED UNDER A SEP-
ARATE POLI CY, CERTI FI CATE, OR CONTRACT OF | NSURANCE OR ARE OTHER-
W SE NOT AN | NTEGRAL PART OF THE PLAN:
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(i) LI M TED SCOPE DENTAL OR VI SI ON BENEFI TS.

(ii)) BENEFI TS FOR LONG TERM CARE, NURSI NG HOVE CARE, HOME
HEALTH CARE, COMMUNI TY- BASED CARE, OR ANY COVBI NATI ON OF
LONG TERM CARE, NURSI NG HOVE CARE, HOVE HEALTH CARE, OR
COVMUNI TY- BASED CARE.

(iif) SUCH OTHER SI M LAR, LI M TED BENEFI TS AS ARE SPECI FI ED
I N FEDERAL REGULATI ONS.

(6 THE FOLLOW NG BENEFI TS | F OFFERED AS | NDEPENDENT, NONCO-
ORDI NATED BENEFI TS:

(i) COVERAGE ONLY FOR A SPECI FI ED DI SEASE OR | LLNESS.

(i) HOSPI TAL | NDEMNI TY OR OTHER FI XED | NDEMNI TY | NSURANCE.

(D) THE FOLLOWNG IF I T I S OFFERED AS A SEPARATE PCLI CY,
CERTI FI CATE, OR CONTRACT OF | NSURANCE:

(i) MEDI CARE SUPPLEMENTAL POLI CY AS DEFI NED UNDER
SECTI ON 1882(G (1) OF PART D OF MEDI CARE, 42 U.S.C. 1395ss.

(ii)) COVERAGE SUPPLEMENTAL TO THE COVERAGE PROVI DED UNDER
CHAPTER 55 OF TITLE 10 OF THE UNI TED STATES CODE, 10 U.S.C. 1071
TO 1109.

(iit) SI'M LAR SUPPLEMENTAL COVERAGE PROVI DED TO COVERAGE
UNDER A GROUP HEALTH PLAN.

SEC. 3830. (1) AN ELI G BLE PERSON IS AN | NDI VI DUAL
DESCRI BED | N SUBSECTI ON (2) WHO APPLIES TO ENROLL UNDER A MEDI -
CARE SUPPLEMENT PCLI CY DURI NG THE PERI OD DESCRI BED I N
SUBSECTI ON (3), AND WHO SUBM TS EVI DENCE OF THE DATE OF TERM NA-
TION OR DI SENROLLMENT W TH THE APPLI CATI ON FOR A MEDI CARE SUPPLE-
MENT POLICY. FOR AN ELI A BLE PERSQON, AN I NSURER SHALL NOT DENY
OR CONDI TI ON THE | SSUANCE OR EFFECTI VENESS OF A MEDI CARE
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SUPPLEMENT POLI CY DESCRI BED | N SUBSECTI ONS (5), (6), AND (7) THAT
| S OFFERED AND | S AVAI LABLE FOR | SSUANCE TO NEW ENRCLLEES BY THE
I NSURER, SHALL NOT DI SCRI M NATE I N THE PRI CI NG OF THE MEDI CARE
SUPPLEMENT PCLI CY BECAUSE OF HEALTH STATUS, CLAI M5 EXPERI ENCE,
RECElI PT OF HEALTH CARE, OR MEDI CAL CONDI TI ON, AND SHALL NOT
| MPOSE AN EXCLUSI ON OF BENEFI TS BASED ON A PREEXI STI NG CONDI TI ON
UNDER THE MEDI CARE SUPPLEMENT POLI CY.

(2) AN ELI G BLE PERSON UNDER THI' S SECTION | S AN | NDI VI DUAL
THAT MEETS ANY OF THE FOLLOW NG

(A) I'S ENROLLED UNDER AN EMPLOYEE WELFARE BENEFI T PLAN THAT
PROVI DES HEALTH BENEFI TS THAT SUPPLEMENT THE BENEFI TS UNDER MEDI -
CARE AND THE PLAN TERM NATES OR THE PLAN CEASES TO PROVI DE ALL
THOSE SUPPLEMENTAL HEALTH BENEFI TS TO THE | NDI VI DUAL.

(B) I'S ENROLLED W TH A MEDI CARE+CHO CE ORGANI ZATI ON UNDER A
MEDI CARE+CHO CE PLAN UNDER PART C OF MEDI CARE, AND ANY OF THE
FOLLOW NG Cl RCUMSTANCES APPLY, OR THE INDI VIDUAL IS 65 YEARS COF
AGE OR OLDER AND I'S ENROLLED WTH A PACE PROVI DER UNDER
SECTI ON 1894 OF THE SOCI AL SECURI TY ACT, AND THERE ARE Cl RCUM
STANCES SI M LAR TO THOSE DESCRI BED BELOW THAT WOULD PERM T DI S-
CONTI NUANCE OF THE | NDI VI DUAL’ S ENROLLMENT W TH THE PROVI DER | F
THE | NDI VI DUAL WERE ENROLLED I N A MEDI CARE+CHO CE PLAN:

(1) THE CERTI FI CATI ON OF THE ORGANI ZATI ON OR PLAN HAS BEEN
TERM NATED.

(ii) THE ORGANI ZATI ON HAS TERM NATED OR OTHERW SE DI SCONTI N-
UED PROVI DI NG THE PLAN I N THE AREA | N WHI CH THE | NDI VI DUAL
RESI DES.
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(iif) THE I NDI VIDUAL IS NO LONGER ELI G BLE TO ELECT THE PLAN
BECAUSE OF A CHANGE I N THE | NDI VI DUAL’ S PLACE OF RESI DENCE OR
OTHER CHANGE I N Cl RCUMSTANCES SPECI FI ED BY THE SECRETARY, BUT NOT
| NCLUDI NG TERM NATI ON OF THE | NDI VI DUAL’ S ENROLLMENT ON THE BASI S
DESCRI BED | N SECTI ON 1851(G (3)(B) OF THE SOCI AL SECURI TY ACT,
VHERE THE | NDI VI DUAL HAS NOT PAI D PREM UMS ON A TI MELY BASI S OR
HAS ENGAGED | N DI SRUPTI VE BEHAVI OR AS SPECI FI ED | N STANDARDS
ESTABLI SHED UNDER SECTI ON 1856 OF THE SOCI AL SECURI TY ACT, OR THE
PLAN | S TERM NATED FOR ALL | NDI VI DUALS W THI N A RESI DENCE AREA.

(iv) THE I NDI VI DUAL DEMONSTRATES, | N ACCORDANCE W TH GUI DE-

LI NES ESTABLI SHED BY THE SECRETARY, THAT THE ORGANI ZATI ON OFFER-

| NG THE PLAN SUBSTANTI ALLY VI CLATED A MATERI AL PROVI SI ON OF THE
ORGANI ZATI ON' S CONTRACT I N RELATI ON TO THE | NDI VI DUAL, | NCLUDI NG
THE FAI LURE TO PROVI DE AN ENROLLEE ON A TI MELY BASI S MEDI CALLY
NECESSARY CARE FOR WHI CH BENEFI TS ARE AVAI LABLE UNDER THE PLAN OR
THE FAI LURE TO PROVI DE COVERED CARE | N ACCORDANCE W TH APPLI CABLE
QUALI TY STANDARDS, OR THE ORGANI ZATI ON, OR AGENT OR OTHER ENTI TY
ACTI NG ON THE ORGANI ZATI ON' S BEHALF, MATERI ALLY M SREPRESENTED
THE PLAN S PROVI SIONS | N MARKETI NG THE PLAN TO THE | NDI VI DUAL.

(v) THE I NDI VI DUAL MEETS OTHER EXCEPTI ONAL CONDI TI ONS AS THE
SECRETARY NMAY PROVI DE.

(© 1S ENROLLED W TH AN ELI G BLE ORGANI ZATI ON UNDER A CON-
TRACT UNDER SECTI ON 1876 OF THE SOCI AL SECURI TY ACT, A SIM LAR
ORGANI ZATI ON OPERATI NG UNDER DEMONSTRATI ON PRQJIECT AUTHORI TY,
EFFECTI VE FOR PERI ODS BEFORE APRIL 1, 1999, AN ORGAN ZATI ON UNDER
AN AGREEMENT UNDER SECTI ON 1833(A) (1) (A) OF THE SCCI AL SECURI TY
ACT, HEALTH CARE PREPAYMENT PLAN, OR AN CRGANI ZATI ON UNDER A
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MEDI CARE SELECT POLI CY, AND THE ENROLLMENT CEASES UNDER THE SAME
Cl RCUMSTANCES THAT WOULD PERM T DI SCONTI NUANCE OF AN | NDI VI DUAL’ S
ELECTI ON OF COVERAGE UNDER SUBDI VI SI ON ( B) .

(D) 1'S ENRCLLED UNDER A MEDI CARE SUPPLEMENT POLI CY AND THE
ENROLLMENT CEASES BECAUSE OF ANY OF THE FOLLOW NG

(i) THE 1 NSOLVENCY OF THE | NSURER OR BANKRUPTCY OF THE NO\-
| NSURER ORGANI ZATI ON OR OF OTHER | NVOLUNTARY TERM NATI ON OF COV-
ERAGE OR ENROLLMENT UNDER THE POQOLI CY.

(ii)) THE 1 NSURER SUBSTANTI ALLY VI OLATED A MATERI AL PROVI SI ON
OF THE POLI CY.

(iif) THE 1 NSURER, OR AN AGENT OR OTHER ENTI TY ACTI NG ON THE
| NSURER' S BEHALF, MATERI ALLY M SREPRESENTED THE PCLI CY’ S PROVI -
SI ONS | N MARKETI NG THE POLI CY TO THE | NDI VI DUAL.

(E) WAS ENROLLED UNDER A MEDI CARE SUPPLEMENT PCLI CY AND TER-
M NATES ENROLLMENT AND SUBSEQUENTLY ENRCLLS, FOR THE FI RST TI Mg,
W TH ANY MEDI CARE+CHO CE ORGANI ZATI ON UNDER A MEDI CARE+CHO CE
PLAN UNDER PART C OF MEDI CARE, ANY ELI G BLE ORGANI ZATI ON UNDER A
CONTRACT UNDER SECTI ON 1876 OF THE SOCI AL SECURI TY ACT, MEDI CARE
COST, ANY SIM LAR ORGANI ZATI ON OPERATI NG UNDER DEMONSTRATI ON
PROQJECT AUTHORI TY, ANY PACE PROVI DER UNDER SECTI ON 1894 OF THE
SCClI AL SECURI TY ACT, OR A MEDI CARE SELECT POLI CY; AND THE SUBSE-
QUENT ENROLLMENT | S TERM NATED BY THE ENRCLLEE DURI NG ANY PERI OD
W TH N THE FI RST 12 MONTHS OF THE SUBSEQUENT ENROLLMENT DURI NG
VH CH THE ENRCOLLEE | S PERM TTED TO TERM NATE THE SUBSEQUENT
ENRCLLMENT UNDER SECTI ON 1851(E) OF THE SOCI AL SECURI TY ACT.

(F) UPON FI RST BECOM NG ELI G BLE FOR BENEFI TS UNDER PART A
OF MEDI CARE AT AGE 65, ENROLLS I N A MEDI CARE+CHO CE PLAN UNDER
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PART C OF MEDI CARE, OR W TH A PACE PROVI DER UNDER SECTI ON 1894 OF
THE SOCI AL SECURI TY ACT, AND DI SENROLLS FROM THE PLAN OR PROGRAM
BY NOT LATER THAN 12 MONTHS AFTER THE EFFECTI VE DATE OF
ENROL L VENT.

(3) THE GUARANTEED | SSUE TI ME PERI ODS UNDER THI S SECTI ON ARE
AS FOLLOWE:

(A) FOR AN | NDI VI DUAL DESCRI BED | N SUBSECTI ON (2) (A), THE
GUARANTEED | SSUE TI ME PERI OD BEG NS ON THE DATE THE | NDI VI DUAL
RECEI VES A NOTI CE OF TERM NATI ON OR CESSATI ON OF ALL SUPPLEMENTAL
HEALTH BENEFI TS OR, | F A NOTI CE |'S NOT RECEI VED, NOTI CE THAT A
CLAI M HAS BEEN DENI ED BECAUSE OF A TERM NATI ON OR CESSATI ON, AND
ENDS 63 DAYS AFTER THE DATE OF THE APPLI CABLE NOTI CE.

(B) FOR AN | NDI VI DUAL DESCRI BED | N SUBSECTI ON (2)(B), (O,
(E), OR (F) WHOSE ENROLLMENT |'S TERM NATED | NVOLUNTARI LY, THE
GUARANTEED | SSUE TI ME PERI OD BEG NS ON THE DATE THAT THE | NDI VI D-
UAL RECEI VES A NOTI CE OF TERM NATI ON AND ENDS 63 DAYS AFTER THE
DATE THE APPLI CABLE COVERAGE |'S TERM NATED.

(C) FOR AN | NDI VI DUAL DESCRI BED | N SUBSECTI ON (2)(D)( i), THE
GUARANTEED | SSUE TI ME PERI OD BEG NS ON THE EARLI ER OF THE DATE
THAT THE | NDI VI DUAL RECEI VES A NOTI CE OF TERM NATION, A NOTI CE OF
THE | SSUER S BANKRUPTCY OR | NSOLVENCY, OR OTHER SUCH SI M LAR
NOTI CE, |F ANY, OR THE DATE THAT THE APPLI CABLE COVERAGE | S TER-
M NATED, AND ENDS ON THE DATE THAT |'S 63 DAYS AFTER THE DATE THE
COVERAGE | S TERM NATED.

(D) FOR AN | NDI VI DUAL DESCRI BED | N SUBSECTI ON (2) (B),

(D) (ii), (D)(iii)), (E), OR (F) WHO DI SENROLLS VOLUNTARI LY, THE
GUARANTEED | SSUE TI ME PERI OD BEG NS ON THE DATE THAT IS 60 DAYS
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BEFORE THE EFFECTI VE DATE OF THE DI SENROLLMENT AND ENDS ON THE
DATE THAT |'S 63 DAYS AFTER THE EFFECTI VE DATE.

(E) FOR AN | NDI VI DUAL DESCRI BED | N SUBSECTI ON (2) BUT NOT
DESCRI BED | N SUBDI VI SIONS (A) TO (D), THE GUARANTEED | SSUE TI ME
PERI OD BEG NS ON THE EFFECTI VE DATE OF DI SENROLLMENT AND ENDS ON
THE DATE THAT 1S 63 DAYS AFTER THE EFFECTI VE DATE.

(4) FOR AN | NDI VI DUAL DESCRI BED | N SUBSECTI ON (2) (E) WHOSE
ENROLLMENT W TH AN ORGANI ZATI ON OR PROVI DER DESCRI BED | N SUBSEC-
TION (2)(E) 1S | N\VOLUNTARI LY TERM NATED W THI N THE FI RST 12
MONTHS OF ENROLLMENT, AND WHO, W THOUT AN | NTERVENI NG ENROLLMENT,
ENROLLS W TH ANOTHER SUCH ORGANI ZATI ON OR PROVI DER, THE SUBSE-
QUENT ENROLLMENT SHALL BE CONSI DERED AN | NI TI AL ENROLLNMENT
DESCRI BED | N SUBSECTI ON (2) (E). FOR AN | NDI VI DUAL DESCRI BED | N
SUBSECTI ON (2) (F) WHOSE ENROLLMENT W THIN A PLAN OR | N A PROGRAM
DESCRI BED | N SUBSECTI ON (2) (F) IS | NVOLUNTARI LY TERM NATED W THI N
THE FI RST 12 MONTHS OF ENROLLMENT, AND WHO, W THOUT AN | NTERVEN-
| NG ENROLLMENT, ENROLLS | N ANOTHER SUCH PLAN OR PROGRAM THE SUB-
SEQUENT ENROLLMENT SHALL BE CONSI DERED AN | NI TI AL ENROLLMENT
DESCRI BED | N SUBSECTI ON (2) (F). FOR PURPOSES OF SUBSECTI ONS
(2)(E) AND (F), AN ENROLLMENT OF AN | NDI VI DUAL W TH AN ORGANI ZA-
TI ON OR PROVI DER DESCRI BED | N SUBSECTI ON (2) (E), OR WTH A PLAN
OR PROVI DER DESCRI BED | N SUBSECTI ON (2) (F), SHALL NOT BE CONSI D-
ERED TO BE AN | NI TI AL ENROLLMENT AFTER THE 2- YEAR PERI OD BEG N-
NI NG ON THE DATE ON WH CH THE | NDI VI DUAL FI RST ENROLLED W TH SUCH
AN ORGANI ZATI ON, PROVI DER, OR PLAN,

(5) THE MEDI CARE SUPPLEMENT POLI CY TO WH CH AN ELI Gl BLE
PERSON | S ENTI TLED UNDER SUBSECTI ON (2) (A), (B), (C), AND (D) IS
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A MEDI CARE SUPPLEMENT POLI CY THAT HAS A BENEFI T PACKAGE
CLASSI FIED AS PLAN A, B, C, OR F OFFERED BY ANY | NSURER

(6) THE MEDI CARE SUPPLEMENT POLICY TO WHI CH AN ELI G BLE
PERSON | S ENTI TLED UNDER SUBSECTION (2) (E) IS THE SAME MEDI CARE
SUPPLEMENT PCLICY IN WHI CH THE | NDI VI DUAL WAS MOST RECENTLY PRE-
VI QUSLY ENRCLLED, | F AVAI LABLE FROM THE SAME | NSURER, OR, | F NOT
SO AVAI LABLE, A POLICY DESCRI BED | N SUBSECTI ON (5).

(7) THE MEDI CARE SUPPLEMENT POLICY TO WHI CH AN ELI G BLE
PERSON | S ENTI TLED UNDER SUBSECTI ON (2) (F) SHALL | NCLUDE ANY
MEDI CARE SUPPLEMENT POLI CY OFFERED BY ANY | NSURER

SEC. 3830A. (1) AT THE TIME OF AN EVENT DESCRI BED I N
SECTI ON 3830(2) BECAUSE OF WHI CH AN | NDI VI DUAL LOSES COVERAGE COR
BENEFI TS DUE TO THE TERM NATI ON OF A CONTRACT OR AGREEMENT
POLI CY, OR PLAN, THE ORGANI ZATI ON THAT TERM NATES THE CONTRACT OR
AGREEMENT, THE | NSURER TERM NATI NG THE POLI CY, OR THE ADM NI STRA-
TOR OF THE PLAN BEI NG TERM NATED, RESPECTI VELY, SHALL NOTI FY THE
| NDI VI DUAL OF H'S OR HER RI GHTS UNDER SECTI ON 3830 AND OF THE
OBLI GATI ONS COF | NSURERS OF MEDI CARE SUPPLEMENT POLI CI ES UNDER
SECTI ON 3830(1). THE NOTI CE SHALL BE COVMUNI CATED CONTEMPORANE-
OQUSLY W TH THE NOTI FI CATI ON COF TERM NATI ON.

(2) AT THE TI ME OF AN EVENT DESCRI BED | N SECTI ON 3830( 2)
BECAUSE OF WHI CH AN | NDI VI DUAL CEASES ENROLLMENT UNDER A CONTRACT
OR AGREEMENT, PQLICY, OR PLAN, THE ORGANI ZATI ON THAT OFFERS THE
CONTRACT OR AGREEMENT, REGARDLESS OF THE BASI S FOR THE CESSATI ON
OF ENROLLMENT, THE | NSURER OFFERI NG THE POLI CY, OR THE ADM NI S-
TRATOR OF THE PLAN, RESPECTI VELY, SHALL NOTI FY THE | NDI VI DUAL OF
H' S OR HER RI GHTS UNDER SECTI ON 3830 AND OF THE OBLI GATI ONS OF
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1 I NSURERS OF MEDI CARE SUPPLEMENT POLI Cl ES UNDER SECTI ON 3830(1).
2 THE NOTI CE SHALL BE COVMUNI CATED W THI N 10 WORKI NG DAYS OF THE
3 | NSURER RECEI VI NG NOTI FI CATI ON OF DI SENROLLMENT.
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