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AMERICAN CONTINENTAL INSURANCE COMPANY 
OUTLINE OF MEDICARE SUPPLEMENT COVERAGE COVER PAGE: Page 1 of 2 

BENEFIT PLANS AVAILABLE: A, B, F, HIGH DEDUCTIBLE F, G, N 
These charts show the benefits included in each of the standard Medicare supplement plans. Every company must make available Plan “A”. 
Some plans may not be available in your state. 

Basic Benefits:  
Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare benefits end.  
Medical Expenses: Part B coinsurance (generally 20% of Medicare-Approved expenses) or, co-payments for hospital outpatient services. Plans 
K, L, and N require insureds to pay a portion of coinsurance or copayments 
Blood: First three pints of blood each year.    
Hospice-Part A coinsurance 

A B C D F/F* G K L M N 

Basic, 
including 
100% Part B 
coinsurance 

Basic, 
including 
100% Part B 
coinsurance 

Basic, 
including 
100% Part B 
coinsurance 

Basic, 
including 
100% Part B 
coinsurance 

Basic, 
including 
100% Part B 
coinsurance 

Basic, 
including 
100% Part B 
coinsurance 

Hospitalization 
and preventive 
care paid at 
100%; other 
basic benefits 
paid at 50% 

Hospitalization 
and preventive 
care paid at 
100%; other 
basic benefits 
paid at 75% 

Basic, 
including 
100% Part B 
coinsurance 

Basic, including 
100% Part B 
coinsurance, except 
up to $20 copayment 
for office visit, and 
up to $50 copayment 
for ER  

   Skilled 
Nursing 
Facility 
Coinsurance 

Skilled 
Nursing 
Facility 
Coinsurance 

Skilled 
Nursing 
Facility 
Coinsurance 

Skilled 
Nursing 
Facility 
Coinsurance 

50% Skilled 
Nursing 
Facility 
Coinsurance 

75% Skilled 
Nursing Facility 
Coinsurance 

Skilled 
Nursing 
Facility 
Coinsurance 

Skilled Nursing 
Facility Coinsurance 

 Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

Part A 
Deductible 

50% Part A 
Deductible 

75% Part A 
Deductible 

50% Part A 
Deductible 

Part A Deductible 

  Part B 
Deductible 

 Part B 
Deductible 

     

    Part B 
Excess 
(100%) 

Part B 
Excess 
(100%) 

    

  Foreign 
Travel 
Emergency 

Foreign 
Travel 
Emergency 

Foreign 
Travel 
Emergency 

Foreign 
Travel 
Emergency 

  Foreign 
Travel 
Emergency 

Foreign Travel 
Emergency 

      Out-of-pocket 
limit $[4800]; 
paid at 100% 
after limit 
reached 

 Out-of-pocket 
limit $[2400]; 
paid at 100% 
after limit 
reached 

  

*Plans F also has an option called a high deductible plan F. This high deductible plan pays the same benefits as Plan F after one has paid a calendar year 
[$2110] deductible. Benefits from high deductible plan F will not begin until out-of-pocket expenses exceed [$2110].  Out-of-pocket expenses for this deductible 
are expenses that would ordinarily be paid by the policy. These expenses include the Medicare deductibles for Part A and Part B, but do not include the plan’s 
separate foreign travel emergency deductible. 
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 American Continental Insurance Company 
Arkansas Individual Premium Rates 

PLAN A  
 

Zip Codes beginning with 722 

 Preferred Rate  Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,639.00        852.28  434.34 136.53       1,822.00        947.44  482.83 151.77 
 
 

Zip Codes 72002, 72053, 72065, 72076, 72078, 72099, 72103, 72113-72120, 72124, 72135, 72142, 72164, 72180, 72183, 72190, 
72198, 72199 

          

                          Preferred Rate   Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,639.00        852.28  434.34 136.53       1,822.00        947.44  482.83 151.77 
 
 

All other Zip Codes beginning with 720 and 721 

              Preferred Rate                  Standard Rate  

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,389.00        722.28  368.09 115.70       1,544.00        802.88  409.16 128.62 
 
 

Rest of State (Zip Codes not listed above) 

 Preferred Rate  Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,311.00        681.72  347.42 109.21       1,457.00        757.64  386.11 121.37 
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American Continental Insurance Company 
Arkansas Individual Premium Rates 

PLAN B  
 

Zip Codes beginning with 722 

 Preferred Rate  Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      2,065.00       1,073.80     547.23       172.01        2,295.00       1,193.40     608.18       191.17  
 
 

Zip Codes 72002, 72053, 72065, 72076, 72078, 72099, 72103, 72113-72120, 72124, 72135, 72142, 72164, 72180, 72183, 72190, 
72198, 72199 

          

                              Preferred Rate   Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      2,065.00       1,073.80     547.23       172.01        2,295.00       1,193.40     608.18       191.17  
 
 

All other Zip Codes beginning with 720 and 721 

                Preferred Rate                  Standard Rate  

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,751.00          910.52     464.02       145.86        1,946.00       1,011.92     515.69       162.10  
 
 

Rest of State (Zip Codes not listed above) 

 Preferred Rate  Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,652.00          859.04     437.78       137.61        1,836.00          954.72     486.54       152.94  
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American Continental Insurance Company 
Arkansas Individual Premium Rates 

PLAN F  
 

Zip Codes beginning with 722 

 Preferred Rate  Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      2,337.00       1,215.24     619.31       194.67        2,598.00       1,350.96     688.47       216.41  
 
 

Zip Codes 72002, 72053, 72065, 72076, 72078, 72099, 72103, 72113-72120, 72124, 72135, 72142, 72164, 72180, 72183, 72190, 
72198, 72199 

          

                          Preferred Rate   Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      2,337.00       1,215.24     619.31       194.67        2,598.00       1,350.96     688.47       216.41  
 
 

All other Zip Codes beginning with 720 and 721 

               Preferred Rate                 Standard Rate  

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,981.00       1,030.12     524.97       165.02        2,202.00       1,145.04     583.53       183.43  
 
 

Rest of State (Zip Codes not listed above) 

 Preferred Rate  Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,870.00          972.40     495.55       155.77        2,078.00       1,080.56     550.67       173.10  
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American Continental Insurance Company 
Arkansas Individual Premium Rates 

PLAN HF  
 

Zip Codes beginning with 722 

 Preferred Rate  Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All       920.00        478.40     243.80       76.64        1,021.00        530.92     270.57       85.05  
 
 

Zip Codes 72002, 72053, 72065, 72076, 72078, 72099, 72103, 72113-72120, 72124, 72135, 72142, 72164, 72180, 72183, 72190, 
72198, 72199 

          

                        Preferred Rate   Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All       920.00        478.40     243.80       76.64        1,021.00        530.92     270.57       85.05  
 
 

All other Zip Codes beginning with 720 and 721 

              Preferred Rate                  Standard Rate  

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All       780.00        405.60     206.70       64.97           865.00        449.80     229.23       72.05  
 
 

Rest of State (Zip Codes not listed above) 

 Preferred Rate  Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All       736.00        382.72     195.04       61.31           816.00        424.32     216.24       67.97  
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American Continental Insurance Company 
Arkansas Individual Premium Rates 

PLAN G 
 

Zip Codes beginning with 722 

 Preferred Rate  Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      2,101.00       1,092.52     556.77       175.01        2,334.00       1,213.68     618.51       194.42  
 
 

Zip Codes 72002, 72053, 72065, 72076, 72078, 72099, 72103, 72113-72120, 72124, 72135, 72142, 72164, 72180, 72183, 72190, 
72198, 72199 

          

                         Preferred Rate   Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      2,101.00       1,092.52     556.77       175.01        2,334.00       1,213.68     618.51       194.42  
 
 

All other Zip Codes beginning with 720 and 721 

              Preferred Rate                 Standard Rate  

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,781.00          926.12     471.97       148.36        1,978.00       1,028.56     524.17       164.77  
 
 

Rest of State (Zip Codes not listed above) 

 Preferred Rate   Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,681.00          874.12     445.47       140.03        1,867.00          970.84     494.76       155.52  
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American Continental Insurance Company 
Arkansas Individual Premium Rates 

PLAN N 
 

Zip Codes beginning with 722 

 Preferred Rate  Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,667.00        866.84     441.76       138.86        1,854.00        964.08     491.31       154.44  
 
 

Zip Codes 72002, 72053, 72065, 72076, 72078, 72099, 72103, 72113-72120, 72124, 72135, 72142, 72164, 72180, 72183, 72190, 
72198, 72199 

          

                        Preferred Rate   Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,667.00        866.84     441.76       138.86        1,854.00        964.08     491.31       154.44  
 
 

All other Zip Codes beginning with 720 and 721 

             Preferred Rate               Standard Rate  

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,413.00        734.76     374.45       117.70        1,572.00        817.44     416.58       130.95  
 
 

Rest of State (Zip Codes not listed above) 

 Preferred Rate  Standard Rate 

Issue 
Age Annual Semi Qtrly Mthly  Annual Semi Qtrly Mthly 

All      1,334.00        693.68     353.51       111.12        1,483.00        771.16     393.00       123.53  
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PLAN A 

MEDICARE (PART A) – MEDICAL SERVICES – PER CALENDAR YEAR 

*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 [$1156] $0 [$1156] 
(Part A 
Deductible) 

61st thru 90th day All but [$289] a day [$289] a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but [$578] a day [$578] a day $0 
Once lifetime reserve days are 
used: 

   

Additional 365 days $0 100% of Medicare 
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 3 
days and entered a Medicare-
Approved facility within 30 days 
after leaving the hospital 

   

First 20 days All approved amounts $0 $0 
21st thru 100th day All but [$144.50] a day $0 Up to [$144.50] a 

day 
101st day and after $0 $0 All costs 

BLOOD    
First 3 pints $0 3 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 A 

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

*Once you have been billed [$140] of Medicare-Approved amounts for covered services (which are 
noted with an asterisk), your Part B deductible will have been met for the calendar year. 

SERVICES 
MEDICARE 

PAYS 
PLAN 
PAYS 

YOU 
PAY 

MEDICAL EXPENSES –  
IN OR OUT OF THE HOSPITAL 
AND OUTPATIENT HOSPITAL 
TREATMENT, such as physician's 
services, inpatient and outpatient 
medical and surgical services and 
supplies, physical and speech 
therapy, diagnostic test, durable 
medical equipment 

   

First [$140] of Medicare-Approved 
amounts* 

$0 $0 [$140] 
(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 

BLOOD    
First 3 pints $0 All costs $0 
Next [$140] of Medicare-Approved 
amounts* 

$0 $0 [$140] 
(Part B Deductible) 

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

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

PARTS A & 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 [$140] of Medicare 
  Approved amounts* 
 

$0 $0 [$140] 
(Part B Deductible) 

Remainder of Medicare 
  Approved amounts 80% 20% $0 
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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 [$1156] [$1156] 
(Part A Deductible) 

$0 

61st thru 90th day All but [$289] a day [$289] a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but [$578] a day [$578] a day $0 
Once lifetime reserve days are 
used: 

   

Additional 365 days $0 100% of Medicare 
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 3 
days and entered a Medicare-
Approved facility within 30 days 
after leaving the hospital 

   

First 20 days All approved 
amounts 

$0 $0 

21st thru 100th day All but [$144.50] a 
day 

$0 Up to [$144.50] a 
day 

101st day and after $0 $0 All costs 

BLOOD    
First 3 pints $0 3 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 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 

* Once you have been billed [$140] of Medicare-Approved amounts for covered services (which are 
noted with an asterisk), your Part B deductible will have been met for the calendar year. 

SERVICES 
MEDICARE 

PAYS 
PLAN 
PAYS 

YOU 
PAY 

MEDICAL EXPENSES –    
IN OR OUT OF THE HOSPITAL 
AND OUTPATIENT HOSPITAL 
TREATMENT, such as physician's 
services, inpatient and outpatient 
medical and surgical services and 
supplies, physical and speech 
therapy, diagnostic test, durable 
medical equipment 

   

First [$140] of Medicare-Approved 
amounts* 

$0 $0 [$140] 
(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 

BLOOD    
First 3 pints $0 All costs $0 
Next [$140] of Medicare-Approved 
amounts* 

$0 $0 [$140] 
(Part B Deductible) 

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

CLINICAL LABORATORY 
SERVICES – 

   

TESTS FOR DIAGNOSTIC 
SERVICES 100% $0 $0 
    

PARTS A & 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 [$140] of Medicare    
  Approved amounts* 
 

$0 $0 [$140] 
(Part B Deductible) 

Remainder of Medicare  
  Approved amounts 80% 20% $0 
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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 [$1156] [$1156] 
(Part A Deductible) 

$0 

61st thru 90th day All but [$289] a day [$289] a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but [$578] a day [$578] a day $0 
Once lifetime reserve days are 
used: 

   

Additional 365 days $0 100% of Medicare 
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 3 
days and entered a Medicare-
Approved facility within 30 days 
after leaving the hospital 

   

First 20 days All approved 
amounts 

$0 $0 

21st thru 100th day All but [$144.50] a 
day 

Up to [$144.50] a 
day 

$0 

101st day and after $0 $0 All costs 

BLOOD    
First 3 pints $0 3 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 365 days as provided in the 
policy’s “Core Benefits.”  During this time the hospital is prohibited from billing you for the balance based on 
any difference between its billed charges and the amount Medicare would have paid. 
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PLAN F 

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

*Once you have been billed [$140] of Medicare-Approved amounts for covered services (which are 
noted with an asterisk), your Part B deductible will have been met for the calendar year. 

SERVICES 
MEDICARE 

PAYS 
PLAN 
PAYS 

YOU 
PAY 

MEDICAL EXPENSES –     
IN OR OUT OF THE HOSPITAL 
AND OUTPATIENT HOSPITAL 
TREATMENT, such as physician's 
services, inpatient and outpatient 
medical and surgical services and 
supplies, physical and speech 
therapy, diagnostic test, durable 
medical equipment 

   

First [$140] of Medicare-Approved 
amounts* 

$0 [$140] 
(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 3 pints $0 All costs $0 
Next [$140] of Medicare-Approved 
amounts* 

$0 [$140] 
(Part B Deductible) 

$0 

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

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

PARTS A & 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 [$140] of Medicare    
  Approved amounts* 
 

$0 [$140] 
(Part B Deductible) 

$0 

Remainder of Medicare 
  Approved amounts 80% 20% $0 
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PLAN F 

OTHER BENEFITS – NOT COVERED BY MEDICARE 

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 
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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High Deductible F 

MEDICARE (PART A) – HOSPITAL SERVICES – PER BENEFIT PERIOD 

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends 
after you have been out of the hospital and have not received skilled care in any other facility for 60 
days in a row. 

***This high deductible plan pays the same benefits as Plan F after one has paid a calendar year 
[$2110] deductible. Benefits from high deductible plan F will not begin until out-of-pocket expenses 
are [$2110].  Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by 
the policy. These expenses include the Medicare deductibles for Part A and Part B, but do not include 
the plan’s separate foreign travel emergency deductible. 

 
SERVICES 

 
 

MEDICARE 
PAYS 

AFTER YOU PAY 
[$2110] 

DEDUCTIBLE*** 
PLAN PAYS 

IN ADDITION TO 
[$2110] 

DEDUCTIBLE*** 
YOU PAY 

HOSPITALIZATION*    
Semiprivate room and board, 
general nursing and 
miscellaneous services and 
supplies 

   

First 60 days All but [$1156] [$1156] 
(Part A Deductible) 

$0 

61st thru 90th day All but [$289] a day [$289] a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but [$578] a day [$578] a day $0 
Once lifetime reserve days are 
used: 

   

Additional 365 days $0 100% of Medicare 
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 3 
days and entered a Medicare-
Approved facility within 30 days 
after leaving the hospital 

   

First 20 days All approved 
amounts 

$0 $0 

21st thru 100th day All but [$144.50] a 
day 

Up to [$144.50] a 
day 

$0 

101st day and after $0 $0 All costs 

BLOOD    
First 3 pints $0 3 pints $0 
Additional amounts 100% $0 $0 
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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 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 B) – MEDICAL SERVICES – PER CALENDAR YEAR 

*Once you have been billed [$140] of Medicare-Approved amounts for covered services (which are 
noted with an asterisk), your Part B deductible will have been met for the calendar year. 

***This high deductible plan pays the same benefits as Plan F after one has paid a calendar year 
[$2110] deductible. Benefits from high deductible plan F will not begin until out-of-pocket expenses 
are [$2110]. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by 
the policy. These expenses include the Medicare deductibles for Part A and Part B, but do not include 
the plan’s separate foreign travel emergency deductible. 

 
 

SERVICES 

 
 

MEDICARE 
PAYS 

AFTER YOU PAY 
[$2110] 

DEDUCTIBLE*** 
PLAN PAYS 

IN ADDITION TO 
[$2110] 

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 test, durable 
medical equipment 

   

First [$140] of Medicare-Approved 
amounts* 

$0 [$140] 
(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 3 pints $0 All costs $0 
Next [$140] of Medicare-Approved 
amounts* 

$0 [$140] 
(Part B Deductible) 

$0 

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

CLINICAL LABORATORY 
SERVICES –     
TESTS FOR DIAGNOSTIC 
SERVICES 100% $0 $0 
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HIGH DEDUCTIBLE PLAN F 
 

PARTS A & B 

 
SERVICES 

 
 

MEDICARE 
PAYS 

AFTER YOU PAY 
[$2110] 

DEDUCTIBLE*** 
PLAN PAYS 

IN ADDITION TO 
[$2110] 

DEDUCTIBLE*** 
YOU PAY 

HOME HEALTH CARE –     
MEDICARE APPROVED 
SERVICES 

   

Medically necessary skilled care 
services and medical supplies 
 

100% $0 $0 

Durable medical equipment    

First [$140] of Medicare 
  Approved amounts* 
 

$0 [$140] 
(Part B Deductible) 

$0 

Remainder of Medicare 
  Approved amounts 80% 20% $0 
 

OTHER BENEFITS – NOT COVERED BY MEDICARE 

 
SERVICES 

 
 

MEDICARE 
PAYS 

AFTER YOU PAY 
[$2110] 

DEDUCTIBLE** 
PLAN PAYS 

IN ADDITION TO 
[$2110] 

DEDUCTIBLE** 
YOU PAY 

FOREIGN TRAVEL –     
NOT COVERED BY MEDICARE    
Medically necessary emergency 
care services beginning during the 
first 60 days of each trip outside 
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 [$1156] [$1156] 
(Part A Deductible) 

$0 

61st thru 90th day All but [$289] a day [$289] a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but [$578] a day [$578] a day $0 
Once lifetime reserve days are 
used: 

   

Additional 365 days $0 100% of Medicare 
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 3 
days and entered a Medicare-
Approved facility within 30 days 
after leaving the hospital 

   

First 20 days All approved 
amounts 

$0 $0 

21st thru 100th day All but [$144.50] a 
day 

Up to [$144.50] a 
day 

$0 

101st day and after $0 $0 All costs 

BLOOD    
First 3 pints $0 3 pints $0 
Additional amounts 100% $0 $0 

HOSPICE CARE    
You must meet Medicare’s 
requirements, including a doctor’s 
certification of terminal illness  
services 

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 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. 



 

   21 

PLAN G 

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

*Once you have been billed [$140] of Medicare-Approved amounts for covered services (which are 
noted with an asterisk), your Part B deductible will have been met for the calendar year. 

SERVICES 
MEDICARE 

PAYS 
PLAN 
PAYS 

YOU 
PAY 

MEDICAL EXPENSES –  
IN OR OUT OF THE HOSPITAL 
AND OUTPATIENT HOSPITAL 
TREATMENT, such as physician's 
services, inpatient and outpatient 
medical and surgical services and 
supplies, physical and speech 
therapy, diagnostic test, durable 
medical equipment 

   

First [$140] of Medicare-Approved 
amounts* 

$0 $0 [$140] 
(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 3 pints $0 All costs $0 
Next [$140] of Medicare-Approved 
amounts* 

$0 $0 [$140] 
(Part B Deductible) 

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

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

PARTS A & 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 [$140] of Medicare 
  Approved amounts* 

$0 $0 [$140] 
(Part B Deductible) 

Remainder of Medicare 
  Approved amounts 80% 20% $0 
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PLAN G 

 

OTHER BENEFITS – NOT COVERED BY MEDICARE 

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 
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 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 [$1156] [$1156] 
(Part A Deductible) 

$0 

61st thru 90th day All but [$289] a day [$289] a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but [$578] a day [$578] a day $0 
Once lifetime reserve days are 
used: 

   

Additional 365 days $0 100% of Medicare 
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 3 
days and entered a Medicare-
Approved facility within 30 days 
after leaving the hospital 

   

First 20 days All approved 
amounts 

$0 $0 

21st thru 100th day All but [$144.50] a 
day 

Up to [$144.50] a 
day 

$0 

101st day and after $0 $0 All costs 

BLOOD    
First 3 pints $0 3 pints $0 
Additional amounts 100% $0 $0 

HOSPICE CARE    
You must meet Medicare’s 
requirements, including a doctor’s 
certification of terminal illness  
services 

All but very limited 
copayment/ 
coinsurance for 
outpatient drugs 
and inpatient 
respite care 

Medicare  
co-payment/ 
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 365 days as provided in the 
policy’s “Core Benefits.”  During this time the hospital is prohibited from billing you for the balance based on 
any difference between its billed charges and the amount Medicare would have paid. 
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PLAN N 

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

*Once you have been billed [$140] of Medicare-Approved amounts for covered services (which are 
noted with an asterisk), your Part B deductible will have been met for the calendar year. 

SERVICES 
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 test, durable 
medical equipment 

   

First [$140] of Medicare-Approved 
amounts* 

$0 $0 [$140] 
(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  
co-payment 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 

BLOOD    
First 3 pints $0 All costs $0 
Next [$140] of Medicare-Approved 
amounts* 

$0 $0 [$140] 
(Part B Deductible) 

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

CLINICAL LABORATORY 
SERVICES –     
TESTS FOR DIAGNOSTIC 
SERVICES 100% $0 $0 
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PLAN N 

 

PARTS A & 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 [$140] of Medicare 
  Approved amounts* 

$0 $0 [$140] 
(Part B Deductible) 

Remainder of Medicare 
  Approved amounts 80% 20% $0 

OTHER BENEFITS – NOT COVERED BY MEDICARE 

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 
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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