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Humana Insurance Company offers Plans A, B, C, F, High Deductible F, G, High  
Deductible G, K, L and N
Benefit Chart of Medicare Supplement Plans Sold on or After January 1, 2020
This chart shows the benefits included in each of the standard Medicare supplement plans. Some plans may not  
be available. Only applicants first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F.    
Note: A ¸ means 100% of the benefit is paid.

Benefits Plans Available to All Applicants 

Medicare 
first eligible 
before 2020 

only 

A B D G1 K L M N C F1

Medicare Part A 
Coinsurance 
and hospital 
coverage (up to 
an additional 
365 days after 
Medicare benefits 
are used up) 

¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸

Medicare Part B 
Coinsurance or 
Copayment 

¸ ¸ ¸ ¸ 50% 75% ¸
¸

copays 
apply3

¸ ¸

Blood (first three 
pints) ¸ ¸ ¸ ¸ 50% 75% ¸ ¸ ¸ ¸

Part A Hospice 
Care Coinsurance 
or Copayment 

¸ ¸ ¸ ¸ 50% 75% ¸ ¸ ¸ ¸

Skilled Nursing 
Facility 
Coinsurance 

N/A N/A 
¸ ¸ 50% 75% ¸ ¸ ¸ ¸

Medicare Part A 
Deductible 

N/A 
¸ ¸ ¸ 50% 75% 50% ¸ ¸ ¸

Medicare Part B 
Deductible 

N/A N/A N/A N/A N/A N/A N/A N/A 
¸ ¸

Medicare Part B 
Excess Charges 

N/A N/A N/A 
¸

N/A N/A N/A N/A N/A 
¸

Foreign Travel 
Emergency (up to 
plan limits) 

N/A N/A 
¸ ¸

N/A N/A 
¸ ¸ ¸ ¸

Out of Pocket 
Limit in 2022 2

N/A N/A N/A N/A $6,6202 $3,310 2 N/A N/A N/A N/A 

1 Plans F and G also have a high deductible option which require first paying a plan deductible of $2,490 before 
the plan begins to pay. Once the plan deductible is met, the plan pays 100% of covered services for the rest of the 
calendar year. High Deductible Plan G does not cover the Medicare Part B deductible. However, high deductible 
plans F and G count your payment of the Medicare Part B deductible toward meeting the plan deductible. 

2 Plans K and L pay 100% of covered services for the rest of the calendar year once you meet the out-of-pocket 
yearly limit.  

3 Plan N pays 100% of the Part B coinsurance, except for a copayment of up to $20 for some office visits and up 
to a $50 copayment for emergency room visits that do not result in an inpatient admission. 
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If you choose to cancel your policy, coverage will 
end on the last day of the month in which we 
receive your cancelation request. If you have 
paid premiums for months after your plan's end 
date, we will refund your premium for those 
months. Your refund will not be processed on a 
pro-rated basis. 

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. 

Disclosure 
This policy may not fully cover all of your 
medical costs. Neither this company nor any of 
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. For additional 
information concerning policy benefits, contact 
the Health Insurance Counseling and Advocacy 
Program (HICAP) or your agent. Call the HICAP 
toll-free telephone number, 1-800-434-0222, 
for a referral to your local HICAP office. HICAP is 
a service provided free of charge by the State 
of California. 

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. 

Premium Information 
We, Humana Insurance Company, can only 
change the renewal premium for your policy if 
we also change the renewal premium for all 
policies that we issue like yours in this State. No 
change in premium will be made because of 
the number of claims you file, nor because of a 
change in your health or your type of work. 
If you are rated as age 65 or older, this is an 
attained age rated policy, which means that 
your premiums will increase based on age. 
Your attained age premium increase will go 
into effect on the first monthly renewal date 
which falls on or follows the policy annual 
anniversary date. The premium increase will be 
based on your age attained on or before the 
last day of the renewal calendar month. A 
premium change will not be made more than 
once in a 12-month period. 
However, if you enroll prior to age 65, you will 
remain in the same age category for the 
duration of your policy. 

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 for any reason, you shall have the right to 
return this policy via regular mail to: 

Humana Insurance Company 
Attn: Medicare Enrollments 
P.O. Box 14168 
Lexington, KY 40512-4168 

If you send the policy back to us within 30 days 
of receiving it, and have full premium refunded if 
after examination of the policy, the return shall 
void the policy from the beginning, and the 
parties shall be in the same position as if no 
policy had been issued. 
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Guaranteed Issue Guidelines 
Open Enrollment – You are eligible for 
Guaranteed Issue if you apply for a Humana 
Medicare Supplement Plan policy prior to or 
during the six-month period beginning with the 
first day of the first month in which you are 
enrolled for benefits under Part B of Medicare. 
Annual Open Enrollment – You are entitled to 
an annual open enrollment period lasting 60 
days, commencing with your birthday, during 
which time you may purchase any Medicare 
Supplement policy that offers benefits equal to 
or lesser than those provided by the previous 
coverage. 
Other Situations – You are eligible for 
Guaranteed Issue if you apply for the policy no 
later than 63 days after the date of 
termination of enrollment described below, you 
submit evidence of the date of termination or 
disenrollment with the Enrollment Application, 
and you meet one of the following conditions: 
1. You are enrolled in an employee welfare 

benefit plan that provides health benefits 
that supplement the benefits under 
Medicare, and the plan terminates or 
ceases to provide such supplemental 
health benefits; or you are enrolled in an 
employee welfare benefit plan that is 
primary to Medicare and the plan 
terminates, or ceases to provide health 
benefits because you left the plan. 

2. You are enrolled with a Medicare 
Advantage organization under a Medicare 
Advantage Plan (the “Plan”) under Part C 
of Medicare and any of the following apply; 
or you are 65 years of age or older and are 
enrolled with a Program of All-Inclusive 
Care for Elderly (PACE), and there are 
circumstances similar to those described 
as follows that would permit 
discontinuance of your enrollment with the 
provider if you were enrolled in a Medicare 
Advantage Plan: 
• The Medicare Advantage organization 

or Plan's certification under this part 
has been terminated or the Medicare 
Advantage organization or Plan has 

notified you of an impending termination 
of certification; or  

• The Medicare Advantage organization 
has terminated or otherwise 
discontinued providing the Plan in the 
area in which you reside, or has notified 
you of an impending termination or 
discontinuance of the plan; or  

• You are no longer eligible to elect the 
Plan because: 
i) of a change in your place of residence 

or other change in circumstances 
specified by the Secretary of the 
Department of Health and Human 
Services (the "Secretary"), excluding 
those circumstances where you were 
disenrolled from the Plan for any of 
the reasons described in 
Section1851(g)(3)(B) of the federal 
Social Security Act (e.g., where you 
have not paid premiums on a timely 
basis, or you have engaged in 
disruptive behavior as 

ii) the Plan is terminated for all enrollees 
residing within a particular residential 
service area; or  

• The Medicare Advantage Plan in which 
you've been enrolled reduces any of its 
benefits or increases the amount of cost 
sharing or discontinues for other than 
good cause relating to quality of care, its 
relationship or contract under the plan 
with a provider who is currently 
furnishing services to you. If any of these 
circumstances occur, you're eligible for a 
Medicare supplement policy issued by the 
same issuer through which you were 
enrolled at the time the benefit 
reduction, premium increase, or provider 
discontinuance occurs or for one issued 
by a subsidiary of the parent company of 
that issuer or by a network that contracts 
with the parent company of that issuer. 

(Continued on next page) 
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If no Medicare supplement policy is 
available to you from the same issuer of 
your Medicare Advantage Plan, a 
subsidiary of the parent company of that 
issuer, or a network that contracts with 
the parent company of that issuer, you're 
eligible for a Medicare supplement policy 
during the Medicare Advantage Annual 
Enrollment Period if your Medicare 
Advantage Plan: 
• Increases your premium by more 

than 15 percent 
• Increases physician, hospital, or drug 

copayments by 15 percent 
• Reduces any benefits under the plan 
• Discontinues, for other than good 

cause relating to quality of care, its 
relationship or contract under the 
plan with a provider who is currently 
furnishing services to you 

Note: In the case the Medicare 
Advantage Plan discontinues its 
relationship with a provider providing 
services to you, your eligibility for a 
Medicare supplement policy is not 
restricted to during the Medicare 
Advantage Annual Enrollment Period. 

• You demonstrate, in accordance with 
guidelines established by the Secretary, 
that: 
i) the Medicare Advantage organization 

offering the Plan substantially 
violated a material provision of the 
organization's contract with the 
Centers for Medicare & Medicaid 
Services in relation to you, including 
the failure to provide you, on a timely 
basis, with medically necessary care 
for which benefits are available under 
the Plan, or the failure to provide such 
covered care in accordance with 
applicable quality standards; or 

ii) the Medicare Advantage organization 
or agent or other entity acting on the 
Medicare Advantage organization's 
behalf, materially misrepresented the 
plan's provisions in marketing the 
Plan to you; or 

• You meet such other exceptional 
conditions as the Secretary may provide. 

3. Your enrollment ceases under the same 
circumstances that would permit 
discontinuance under Section 2, and you are 
enrolled with one the following: 
• An eligible organization under a contract 

under Section 1876 of the Social Security 
Act (Medicare cost); or 

• A similar organization operating 
under demonstration project authority, 
effective for periods before April 1,1999; 
or 

• An organization under an agreement 
under Section 1833(a)(1)(A) of the Social 
Security Act (health care prepayment 
plan); or 

• An organization under a Medicare 
Select policy. 

4. You are enrolled in a Medicare Supplement 
policy and the enrollment ceases because: 
• Of the insolvency of the issuer or 

bankruptcy of the non-issuer 
organization, or of other involuntary 
termination of coverage or enrollment 
under the policy; or 

• The issuer of the policy substantially 
violated a material provision of the 
policy; or 

• The issuer or an agent or other entity 
acting on the issuer's behalf, materially 
misrepresented the policy's provisions in 
marketing the policy to you. 

5. You were enrolled under a Medicare 
supplement policy and you terminate 
enrollment and subsequently enroll, for 
the first time, with (1) any Medicare 
Advantage organization under a Medicare 
Advantage Plan under Part C of Medicare, (2) 
any eligible organization under a contract 
under Section 1876 of the Social Security Act 
(Medicare cost), (3) any similar organization 
operating under demonstration project 
authority, (4) any PACE program under 
Section 1894 of the Social Security Act, or (5) 
a Medicare Select policy, and enrollment 
under this section is terminated by you 
during any period within the first 12 months 

(Continued on next page) 



Page 12 CA81077M20-1 

of such subsequent enrollment (during which 
you are permitted to terminate such 
subsequent enrollment under Section 
1851(e) of the federal Social Security Act). 

6. You upon first becoming enrolled for benefits 
under Medicare Part A and Part B, enroll in a 
Medicare Advantage Plan under Part C of 
Medicare, or in a PACE program under 
Section 1894 of the Social Security Act, and 
disenroll from the plan or program within 12 
months of the effective date of enrollment. 

7. You qualify for a 6 month open enrollment 
period if you lose Military Health Coverage 
because: 
• A military base closes; or 
• A military base no longer offers health 

care services; or 
• You move away from a military base; or 
• You lose access to health care services at 

a military base. 
8. You qualify for a 6 month open enrollment 

period if you lose your eligibility for full 
Medi-Cal benefits due to an increase in your 
income or assets. 

"Note to individuals under the age of 65: An 
issuer shall make available Medicare 
supplement benefit plans A, B, C, F, and G, if 
currently available, to an applicant who 
qualifies for Guaranteed Issue, is 64 years of 
age or younger and who does not have 
end-stage renal disease. An issuer shall also 
make available to those applicants Medicare 
supplement benefit plan K or L, if currently 
available, or Medicare supplement benefit 
plan M or N, if currently available. The 
selection between Medicare supplement plan 
K or L and the selection between Medicare 
supplement benefit plan M or N is made at 
the issuer's discretion." 
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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 $1,556 $0 $1,556 

(Part A deductible) 
61st through 90th day All but $389 a day $389 a day $0 
91st day and after: 

while using 60 lifetime reserve days 
once lifetime reserve days are used: 

All but $778 a day $778 a day $0 

• additional 365 days $0 100% of Medicare 
eligible expenses 

$0** 

• 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 

amounts 
$0 $0 

21st through 100th day All but $194.50 
a day 

$0 Up to $194.50 
a 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, 
including a doctor's certification of 
terminal illness. 

All but very limited 
copayment/ 

coinsurance for 
outpatient drugs 

and inpatient 
respite care 

Medicare 
copayment/ 
coinsurance 

$0 

**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. 



Page 14 CA81077M20-1 

Plan A
Medicare (Part B) - Medical Services - Per 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 $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Part B deductible) 

Remainder of Medicare-approved 
amounts 

Generally 80% Generally 20% $0 

Part B Excess Charges  
(above Medicare-approved amounts) $0 $0 All costs 

(subject to any 
applicable State 

or Federal 
restrictions on 
such charges) 

Blood 
First three pints $0 All costs $0 
Next $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Part B deductible) 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Clinical Laboratory Services 
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0 

Services Medicare Pays Plan Pays You Pay 
Home Health Care  
MEDICARE-APPROVED SERVICES 
Medically necessary skilled care services 
and medical supplies 

100% $0 $0 

Durable medical equipment 
First $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Part B deductible) 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Medicare (Parts A and B) 

* Once you have been billed $233 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. 
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Plan B
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 $1,556 $1,556 

(Part A deductible) 
$0 

61st through 90th day All but $389 a day $389 a day $0 
91st day and after: 

while using 60 lifetime reserve days 
once lifetime reserve days are used: 

All but $778 a day $778 a day $0 

• additional 365 days $0 100% of Medicare 
eligible expenses 

$0** 

• 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 

amounts 
$0 $0 

21st through 100th day All but $194.50 
a day 

$0 Up to $194.50 
a 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, 
including a doctor's certification of 
terminal illness. 

All but very limited 
copayment/ 

coinsurance for 
outpatient drugs 

and inpatient 
respite care 

Medicare 
copayment/ 
coinsurance 

$0 

**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 B
Medicare (Part B) - Medical Services - Per 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 $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Part B deductible) 

Remainder of Medicare-approved 
amounts 

Generally 80% Generally 20% $0 

Part B Excess Charges  
(above Medicare-approved amounts) $0 $0 All costs 

(subject to any 
applicable State 

or Federal 
restrictions on 
such charges) 

Blood 
First three pints $0 All costs $0 
Next $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Part B deductible) 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Clinical Laboratory Services 
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0 

Services Medicare Pays Plan Pays You Pay 
Home Health Care  
MEDICARE-APPROVED SERVICES 
Medically necessary skilled care services 
and medical supplies 

100% $0 $0 

Durable medical equipment 
First $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Part B deductible) 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Medicare (Parts A and B) 

* Once you have been billed $233 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. 
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Plan C
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 $1,556 $1,556 

(Part A deductible) 
$0 

61st through 90th day All but $389 a day $389 a day $0 
91st day and after: 

while using 60 lifetime reserve days 
once lifetime reserve days are used: 

All but $778 a day $778 a day $0 

• additional 365 days $0 100% of Medicare 
eligible expenses 

$0** 

• 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 

amounts 
$0 $0 

21st through 100th day All but $194.50 
a day 

Up to $194.50 
a day 

$0 

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, 
including a doctor's certification of 
terminal illness. 

All but very limited 
copayment/ 

coinsurance for 
outpatient drugs 

and inpatient 
respite care 

Medicare 
copayment/ 
coinsurance 

$0 

**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 C
Medicare (Part B) - Medical Services - Per 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 $233 of Medicare-approved 
amounts* 

$0 $233 
(Part B deductible) 

$0 

Remainder of Medicare-approved 
amounts 

Generally 80% Generally 20% $0 

Part B Excess Charges  
(above Medicare-approved amounts) $0 $0 All costs 

(subject to any 
applicable State or 
Federal restrictions 
on such charges) 

Blood 
First three pints $0 All costs $0 
Next $233 of Medicare-approved 
amounts* 

$0 $233 
(Part B deductible) 

$0 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Clinical Laboratory Services 
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0 

Services Medicare Pays Plan Pays You Pay 
Home Health Care  
MEDICARE-APPROVED SERVICES 
Medically necessary skilled care services 
and medical supplies 

100% $0 $0 

Durable medical equipment 
First $233 of Medicare-approved 
amounts* 

$0 $233 
(Part B deductible) 

$0 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Medicare (Parts A and B) 

*Once you have been billed $233 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. 
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Services Medicare Pays 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 

maximum benefit 
of $50,000 

20% and amounts 
over the $50,000 

lifetime maximum 

Plan C
Other Benefits - Not Covered By Medicare 
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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 $1,556 $1,556 

(Part A deductible) 
$0 

61st through 90th day All but $389 a day $389 a day $0 
91st day and after: 

while using 60 lifetime reserve days 
once lifetime reserve days are used: 

All but $778 a day $778 a day $0 

• additional 365 days $0 100% of Medicare 
eligible expenses 

$0** 

• 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 

amounts 
$0 $0 

21st through 100th day All but $194.50 
a day 

Up to $194.50 
a day 

$0 

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, 
including a doctor's certification of 
terminal illness. 

All but very limited 
copayment/ 

coinsurance for 
outpatient drugs 

and inpatient 
respite care 

Medicare 
copayment/ 
coinsurance 

$0 

**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 

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 $233 of Medicare-approved 
amounts* 

$0 $233 
(Part B deductible) 

$0 

Remainder of Medicare-approved 
amounts 

Generally 80% Generally 20% $0 

Part B Excess Charges  
(above Medicare-approved amounts) $0 100% $0 

Blood 
First three pints $0 All costs $0 
Next $233 of Medicare-approved 
amounts* 

$0 $233 
(Part B deductible) 

$0 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Clinical Laboratory Services 
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0 

Services Medicare Pays Plan Pays You Pay 
Home Health Care  
MEDICARE-APPROVED SERVICES 
Medically necessary skilled care services 
and medical supplies 

100% $0 $0 

Durable medical equipment 
First $233 of Medicare-approved 
amounts* 

$0 $233 
(Part B deductible) 

$0 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Medicare (Parts A and B) 

* Once you have been billed $233 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. 
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Services Medicare Pays 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 

maximum benefit 
of $50,000 

20% and amounts 
over the $50,000 

lifetime maximum 

Plan F
Other Benefits - Not Covered By Medicare 
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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 you have paid a calendar year $2,490 

deductible. Benefits from the high deductible Plan F will not begin until out-of-pocket expenses are 
$2,490. 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. 

Services Medicare Pays 

After You 
Pay $2,490 

Deductible,** 
Plan Pays 

In Addition 
To $2,490 

Deductible,** 
You Pay 

Hospitalization* 
Semiprivate room and board, general 
nursing and miscellaneous services 
and supplies 
First 60 days All but $1,556 $1,556 

(Part A deductible) 
$0 

61st through 90th day All but $389 a day $389 a day $0 
91st day and after: 

while using 60 lifetime reserve days 
once lifetime reserve days are used: 

All but $778 a day $778 a day $0 

• additional 365 days $0 100% of Medicare 
eligible expenses 

$0*** 

• 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 

amounts 
$0 $0 

21st through 100th day All but $194.50 
a day 

Up to $194.50 
a day 

$0 

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. 
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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 you have paid a calendar year $2,490 

deductible. Benefits from the high deductible Plan F will not begin until out-of-pocket expenses are 
$2,490. 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. 

Services Medicare Pays 

After You 
Pay $2,490 

Deductible,** 
Plan Pays 

In Addition 
To $2,490 

Deductible,** 
You Pay 

Blood 
First three pints $0 Three pints $0 
Additional amounts 100% $0 $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 

Medicare 
copayment/ 
coinsurance 

$0 
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High Deductible Plan F
Medicare (Part B) - Medical Services - Per Calendar Year 

Services Medicare Pays 

After You 
Pay $2,490 

Deductible,** 
Plan Pays 

In Addition 
To $2,490 

Deductible,** 
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 $233 of Medicare-approved 
amounts* 

$0 $233 
(Part B deductible) 

$0 

Remainder of Medicare-approved 
amounts 

Generally 80% Generally 20% $0 

Part B Excess Charges  
(above Medicare-approved amounts) $0 100% $0 

Blood 
First three pints $0 All costs $0 
Next $233 of Medicare-approved 
amounts* 

$0 $233 
(Part B deductible) 

$0 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Clinical Laboratory Services 
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0 

* Once you have been billed $233 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 you have paid a calendar year $2,490 
deductible. Benefits from the high deductible Plan F will not begin until out-of-pocket expenses are $2,490. 
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. 
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High Deductible Plan F
Medicare (Parts A and B) 

Other Benefits - Not Covered By Medicare 

Services Medicare Pays 

After You 
Pay $2,490 

Deductible,** 
Plan Pays 

In Addition 
To $2,490 

Deductible,** 
You Pay 

Home Health Care  
MEDICARE-APPROVED SERVICES 
Medically necessary skilled care services 
and medical supplies 

100% $0 $0 

Durable medical equipment 
First $233 of Medicare-approved 
amounts* 

$0 $233 
(Part B deductible) 

$0 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

* Once you have been billed $233 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 you have paid a calendar year $2,490 
deductible. Benefits from the high deductible Plan F will not begin until out-of-pocket expenses are $2,490. 
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. 

Services Medicare Pays 

After You 
Pay $2,490 

Deductible,** 
Plan Pays 

In Addition 
To $2,490 

Deductible,** 
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 

maximum benefit 
of $50,000 

20% and amounts 
over the $50,000 

lifetime maximum 
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Plan G
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 $1,556 $1,556 

(Part A deductible) 
$0 

61st through 90th day All but $389 a day $389 a day $0 
91st day and after: 

while using 60 lifetime reserve days 
once lifetime reserve days are used: 

All but $778 a day $778 a day $0 

• additional 365 days $0 100% of Medicare 
eligible expenses 

$0** 

• 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 

amounts 
$0 $0 

21st through 100th day All but $194.50 
a day 

Up to $194.50 
a day 

$0 

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, 
including a doctor's certification of 
terminal illness. 

All but very limited 
copayment/ 

coinsurance for 
outpatient drugs 

and inpatient 
respite care 

Medicare 
copayment/ 
coinsurance 

$0 

**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 G
Medicare (Part B) - Medical Services - Per 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 $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Part B deductible) 

Remainder of Medicare-approved 
amounts 

Generally 80% Generally 20% $0 

Part B Excess Charges  
(above Medicare-approved amounts) $0 100% $0 

Blood 
First three pints $0 All costs $0 
Next $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Part B deductible) 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Clinical Laboratory Services 
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0 

Services Medicare Pays Plan Pays You Pay 
Home Health Care  
MEDICARE-APPROVED SERVICES 
Medically necessary skilled care services 
and medical supplies 

100% $0 $0 

Durable medical equipment 
First $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Part B deductible) 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Medicare (Parts A and B) 

*Once you have been billed $233 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. 
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Services Medicare Pays 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 

maximum benefit 
of $50,000 

20% and amounts 
over the $50,000 

lifetime maximum 

Plan G
Other Benefits - Not Covered By Medicare 
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High Deductible Plan G
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 G after you have paid a calendar year $2,490 

deductible. Benefits from the high deductible plan G will not begin until out-of-pocket expenses are 
$2,490. Out-of-pocket expenses for this deductible include expenses for the Medicare Part B deductible, 
and expenses that would ordinarily be paid by the policy. This does not include the plan's separate 
foreign travel emergency deductible. 

Services Medicare Pays 

After You 
Pay $2,490 

Deductible,** 
Plan Pays 

In Addition 
To $2,490 

Deductible,** 
You Pay 

Hospitalization* 
Semiprivate room and board, general 
nursing and miscellaneous services 
and supplies 
First 60 days All but $1,556 $1,556 

(Part A deductible) 
$0 

61st through 90th day All but $389 a day $389 a day $0 
91st day and after: 

while using 60 lifetime reserve days 
once lifetime reserve days are used: 

All but $778 a day $778 a day $0 

• additional 365 days $0 100% of Medicare 
eligible expenses 

$0*** 

• 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 

amounts 
$0 $0 

21st through 100th day All but $194.50 
a day 

Up to $194.50 
a day 

$0 

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. 
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High Deductible Plan G
Medicare (Part A) - Hospital Services - Per Benefit Period  (Continued) 
** This high deductible plan pays the same benefits as Plan G after you have paid a calendar year $2,490 

deductible. Benefits from the high deductible plan G will not begin until out-of-pocket expenses are 
$2,490. Out-of-pocket expenses for this deductible include expenses for the Medicare Part B deductible, 
and expenses that would ordinarily be paid by the policy. This does not include the plan's separate 
foreign travel emergency deductible. 

Services Medicare Pays 

After You 
Pay $2,490 

Deductible,** 
Plan Pays 

In Addition 
To $2,490 

Deductible,** 
You Pay 

Blood 
First three pints $0 Three pints $0 
Additional amounts 100% $0 $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 

Medicare 
copayment/ 
coinsurance 

$0 
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High Deductible Plan G
Medicare (Part B) - Medical Services - Per Calendar Year 

Services Medicare Pays 

After You 
Pay $2,490 

Deductible,** 
Plan Pays 

In Addition 
To $2,490 

Deductible,** 
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 $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Unless Part B 
deductible has 

been met) 
Remainder of Medicare-approved 
amounts 

Generally 80% Generally 20% $0 

Part B Excess Charges  
(above Medicare-approved amounts) $0 100% $0 

Blood 
First three pints $0 All costs $0 
Next $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Unless Part B 
deductible has 

been met) 
Remainder of Medicare-approved 
amounts 

80% 20% $0 

Clinical Laboratory Services 
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0 

* Once you have been billed $233 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 G after you have paid a calendar year $2,490 
deductible. Benefits from the high deductible plan G will not begin until out-of-pocket expenses are 
$2,490. Out-of-pocket expenses for this deductible include expenses for the Medicare Part B deductible, 
and expenses that would ordinarily be paid by the policy. This does not include the plan's separate foreign 
travel emergency deductible. 
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High Deductible Plan G
Medicare (Parts A and B) - Medical Services - Per Calendar Year 

Other Benefits - Not Covered By Medicare 

Services Medicare Pays 

After You 
Pay $2,490 

Deductible,** 
Plan Pays 

In Addition 
To $2,490 

Deductible,** 
You Pay 

Home Health Care  
MEDICARE-APPROVED SERVICES 
Medically necessary skilled care services 
and medical supplies 

100% $0 $0 

Durable medical equipment 
First $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Unless Part B 
deductible has 

been met) 
Remainder of Medicare-approved 
amounts 

80% 20% $0 

* Once you have been billed $233 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 G after you have paid a calendar year $2,490 
deductible. Benefits from the high deductible plan G will not begin until out-of-pocket expenses are 
$2,490. Out-of-pocket expenses for this deductible include expenses for the Medicare Part B deductible, 
and expenses that would ordinarily be paid by the policy. This does not include the plan's separate foreign 
travel emergency deductible. 

Services Medicare Pays 

After You 
Pay $2,490 

Deductible,** 
Plan Pays 

In Addition 
To $2,490 

Deductible,** 
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 

maximum benefit 
of $50,000 

20% and amounts 
over the $50,000 

lifetime maximum 
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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 $6,620 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 subject to any applicable State or 
Federal restrictions on such charges. 

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 $1,556 $778 

(50% of Part A 
deductible) 

$778 
(50% of Part A 
deductible) 

61st through 90th day All but $389 a day $389 a day $0 
91st day and after: 

while using 60 lifetime reserve days 
once lifetime reserve days are used: 

All but $778 a day $778 a day $0 

• additional 365 days $0 100% of Medicare 
eligible expenses 

$0*** 

• 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 

amounts 
$0 $0 

21st through 100th day All but $194.50 
a day 

Up to $97.25 
a day 

Up to $97.25 
a 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. 
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Plan K
Medicare (Part A) - Hospital Services - Per Benefit Period  (Continued) 

Services Medicare Pays Plan Pays You Pay* 
Blood 
First three pints $0 50% 50% 
Additional amounts 100% $0 $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 
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Plan K
Medicare (Part B) - Medical Services - Per 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 $233 of Medicare-approved 
amounts**** 

$0 $0 $233 (Part B 
deductible)**** 

Preventive Benefits for Medicare covered 
services 

Generally 80% or 
more of Medicare 

approved amounts 

Remainder of 
Medicare approved 

amounts 

All costs above 
Medicare approved 

amounts 
Remainder of Medicare-approved 
amounts 

Generally 80% Generally 10% Generally 10% 

Part B Excess Charges  
(above Medicare-approved amounts) $0 $0 All costs (subject 

to any applicable 
State or Federal 
restrictions on 

such charges and 
they do not count 

toward annual 
out-of-pocket 

limit of $6,620)* 

Blood 
First three pints $0 50% 50% 
Next $233 of Medicare-approved 
amounts**** 

$0 $0 $233 (Part B 
deductible)**** 

Remainder of Medicare-approved 
amounts 

Generally 80% Generally 10% 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 $6,620 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 
subject to any applicable State or Federal restrictions on such charges. 

****Once you have been billed $233 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. 
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Plan K
Medicare (Parts A and B) 

Services Medicare Pays Plan Pays You Pay* 
Home Health Care  
MEDICARE-APPROVED SERVICES 
Medically necessary skilled care services 
and medical supplies 

100% $0 $0 

Durable medical equipment 
First $233 of Medicare-approved 
amounts***** 

$0 $0 $233 (Part B 
deductible) 

Remainder of Medicare-approved 
amounts 

80% 10% 10% 

*****Medicare benefits are subject to change. Please consult the latest  Guide to Health Insurance for People 
with Medicare .
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Plan L
*You will pay one-fourth of the cost-sharing of some covered services until you reach the annual 
out-of-pocket limit of $3,310 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 subject to any applicable State or Federal 
restrictions on such charges. 

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 $1,556 $1,167 

(75% of Part A 
deductible) 

$389 
(25% of Part A 
deductible) 

61st through 90th day All but $389 a day $389 a day $0 
91st day and after: 

while using 60 lifetime reserve days 
once lifetime reserve days are used: 

All but $778 a day $778 a day $0 

• additional 365 days $0 100% of Medicare 
eligible expenses 

$0*** 

• 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 

amounts 
$0 $0 

21st through 100th day All but $194.50 
a day 

Up to $145.88 
a day 

Up to $48.62 
a 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. 
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Plan L
Medicare (Part A) - Hospital Services - Per Benefit Period  (Continued) 

Services Medicare Pays Plan Pays You Pay* 
Blood 
First three pints $0 75% 25% 
Additional amounts 100% $0 $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 

75% of 
coinsurance or 

copayments 

25% of 
coinsurance or 
copayments 
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Plan L
Medicare (Part B) - Medical Services - Per 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 $233 of Medicare-approved 
amounts**** 

$0 $0 $233 (Part B 
deductible)**** 

Preventive Benefits for Medicare covered 
services 

Generally 80% or 
more of Medicare 

approved amounts 

Remainder of 
Medicare approved 

amounts 

All costs above 
Medicare approved 

amounts 
Remainder of Medicare-approved 
amounts 

Generally 80% Generally 15% Generally 5% 

Part B Excess Charges  
(above Medicare-approved amounts) $0 $0 All costs (subject 

to any applicable 
State or Federal 
restrictions on 

such charges and 
they do not count 

toward annual 
out-of-pocket 

limit of $3,310)* 

Blood 
First three pints $0 75% 25% 
Next $233 of Medicare-approved 
amounts**** 

$0 $0 $233 (Part B 
deductible)**** 

Remainder of Medicare-approved 
amounts 

Generally 80% Generally 15% Generally 5% 

Clinical Laboratory Services 
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0 
*This plan limits your annual out-of-pocket payments for Medicare-approved amounts to $3,310 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 subject 
to any applicable State or Federal restrictions on such charges. 

****Once you have been billed $233 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. 
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Plan L
Medicare (Parts A and B) 

Services Medicare Pays Plan Pays You Pay* 
Home Health Care  
MEDICARE-APPROVED SERVICES 
Medically necessary skilled care services 
and medical supplies 

100% $0 $0 

Durable medical equipment 
First $233 of Medicare-approved 
amounts***** 

$0 $0 $233 (Part B 
deductible) 

Remainder of Medicare-approved 
amounts 

80% 15% 5% 

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



Page 42 CA81077M20-1 

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 $1,556 $1,556 

(Part A deductible) 
$0 

61st through 90th day All but $389 a day $389 a day $0 
91st day and after: 

while using 60 lifetime reserve days 
once lifetime reserve days are used: 

All but $778 a day $778 a day $0 

• additional 365 days $0 100% of Medicare 
eligible expenses 

$0** 

• 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 

amounts 
$0 $0 

21st through 100th day All but $194.50 
a day 

Up to $194.50 
a day 

$0 

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, 
including a doctor's certification of 
terminal illness. 

All but very limited 
copayment/ 

coinsurance for 
outpatient drugs 

and inpatient 
respite care 

Medicare 
copayment/ 
coinsurance 

$0 

**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 

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 $233 of Medicare-approved 
amounts* 

$0 $0 $233 (Part B 
deductible) 

Remainder of Medicare-approved 
amounts 

Generally 80% 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. 

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 (subject 

to any applicable 
State or Federal 
restrictions on 
such charges) 

Blood 
First three pints $0 All costs $0 
Next $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Part B deductible) 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

Clinical Laboratory Services 
TESTS FOR DIAGNOSTIC SERVICES 100% $0 $0 

*Once you have been billed $233 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. 
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Plan N
Medicare (Parts A and B) 

Services Medicare Pays 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 

maximum benefit 
of $50,000 

20% and amounts 
over the $50,000 

lifetime maximum 

Other Benefits - Not Covered By Medicare 

Services Medicare Pays Plan Pays You Pay 
Home Health Care  
MEDICARE-APPROVED SERVICES 
Medically necessary skilled care services 
and medical supplies 

100% $0 $0 

Durable medical equipment 
First $233 of Medicare-approved 
amounts* 

$0 $0 $233 
(Part B deductible) 

Remainder of Medicare-approved 
amounts 

80% 20% $0 
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Notes 
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Notes 
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Important _____________________________________________________________________
At Humana, it is important you are treated fairly. 
Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do 
not discriminate on the basis of race, color, national origin, ancestry, ethnicity, sex, sexual 
orientation, gender, gender identity, disability, age, marital status, religion, or language in their 
programs and activities, including in admission or access to, or treatment or employment in, 
their programs and activities. 

•   The following department has been designated to handle inquiries regarding Humana’s non-
discrimination policies: Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618, 
877-320-1235 (TTY: 711).

Auxiliary aids and services, free of charge, are available to you.  
877-320-1235 (TTY: 711)
Humana provides free auxiliary aids and services, such as qualified sign language interpreters, 
video remote interpretation, and written information in other formats to people with 
disabilities when such auxiliary aids and services are necessary to ensure an equal opportunity 
to participate.

This information is available for free in other languages. Please call our 
customer service number at 877-320-1235 (TTY: 711). Hours of operation: 
8 a.m. – 8 p.m. Eastern time.
Español (Spanish): Llame al número indicado para recibir servicios gratuitos de asistencia 
lingüística. 877-320-1235 (TTY: 711). Horas de operación: 8 a.m. a 8 p.m. hora del este.

 (Chinese)  877-320-1235
711
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