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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, Basic, Basic, Basic, Basic, Basic, Hospitalization | Hospitalization | Basic, Basic, including
including including including including including including and preventive | and preventive | including 100% Part B

100% Part B
coinsurance

100% Part B
coinsurance

100% Part B
coinsurance

100% Part B
coinsurance

100% Part B
coinsurance

100% Part B
coinsurance

care paid at
100%; other
basic benefits
paid at 50%

care paid at
100%; other
basic benefits
paid at 75%

100% Part B
coinsurance

coinsurance, except
up to $20 copayment
for office visit, and
up to $50 copayment

for ER
Skilled Skilled Skilled Skilled 50% Skilled 75% Skilled Skilled Skilled Nursing
Nursing Nursing Nursing Nursing Nursing Nursing Facility | Nursing Facility Coinsurance
Facility Facility Facility Facility Facility Coinsurance Facility
Coinsurance | Coinsurance | Coinsurance | Coinsurance | Coinsurance Coinsurance
Part A Part A Part A Part A Part A 50% Part A 75% Part A 50% Part A Part A Deductible
Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible
Part B Part B
Deductible Deductible
Part B Part B
Excess Excess
(100%) (100%)
Foreign Foreign Foreign Foreign Foreign Foreign Travel
Travel Travel Travel Travel Travel Emergency
Emergency | Emergency | Emergency Emergency Emergency
Out-of-pocket Out-of-pocket
limit $[4800]; limit $[2400];
paid at 100% paid at 100%
after limit after limit
reached 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
PLANF

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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Issue
Age Annual
All 920.00

American Continental Insurance Company
Arkansas Individual Premium Rates
PLAN HF

Zip Codes beginning with 722
Preferred Rate Standard Rate
Semi Qtrly Mthly Annual Semi Qtrly Mthly
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

Issue

Age Annual
All 920.00

Issue

Age Annual
All 780.00

Issue

Age Annual
All 736.00

ACIMS01048AR

Preferred Rate Standard Rate
Semi Qtrly Mthly Annual Semi Qtrly Mthly
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

Semi Qtrly Mthly Annual Semi Qtrly Mthly
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

Semi Qtrly Mthly Annual Semi Qtrly Mthly
382.72 195.04 61.31 816.00 424 .32 216.24 67.97
5
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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

PLANN
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

ACIMS01048AR 7

01012013



€1021010

"ANVdINOD FONVAINSNI TVLNINILNOD
NVOIMINVY A9 a3y3440 N pue 9 ‘4 379110NA3A
HOIH ‘4 ‘g 'V SNV1d 39149S3A SLYVHO 9NIMOT1104 IHL

‘papJooal Ajlyadold usaq sey uonjewlolul ||e ey
ulenao ag ‘) ubis noA alojeq Ajnjaied uoneoldde sy malnay

‘uonewJoul [eaipaw juenoduwi
AJis|es 10 1no aAes| noA JI swiep Aue Aed 0} asnjes pue Aolod
JnoA |9oued Aew Auedwod ay] -AiOisiy yjesy pue |eolpaw
InOA noge suonsanb Aue Ajg)o|dwood pue Ajnjyingy Jemsue
0] ains aq ‘Aoljod mau ayj Joj uoneosldde ayj 1IN0 |ji} NOA UBypA

LNVLIHOdINI AYIA FHV SHIMSNY 3137dINOD

"S|lB1op 810W J0J NOA  8Je2Ipay)| NSUod
1o 801JJO A1IN08g [eI00S |B20] INOA 10BIU0YD "8bRISA0D BIRDIPS|
JO s|ieljep 8yl || eAIb jou ssop 8belaAod JO suIpNo SIy|

"2Ie2IPSI\ YIIM pajosuuod ale sjusbe
s) Jou Auedwo) 8dueINSU| [BJUSUNUOD UBDLIBWY JBYNSN

"S]S0D |e2IpawW JNOA JO ||e JaAod jou Aew Aoljod ay |

3OI11LON

"}l deay 0] Juem noA ains ale
pue Aoijod mau InoA paaladal Ajjenjoe aAey noA |iun )i [9oued
LON op ‘Aoijod aoueunsul yyeay Jayjoue Buioedal ale nok J

IN3IN3IV1d3d ADITO0d

dVv8Y0L0SNIOV

‘sjuswAed
JNOA ||e uinjal pue panssl usaq JoAau pey JI JI se Aojod
ay] 1eal} ||IM Bm ‘)l BAI908) NOA Jaye sAep Q€ UIYIM sn 0} 3oeq
Aoljod ay) puas noA | ‘$Z0LE ©9SSeuud] ‘poomiualg ‘Qoce
Xog ‘0O'd ‘Auedwo) adueInsu| |BlUBUUOY) UBDLIBWY O} I uJnjal
Aew noA ‘Aoijod 1noA ypm paisies jou ale noA jeyy puly noA J

AJI10d NaiNl13d Ol LHOIN

‘Auedw oo aouensul JNoA pue noA
ujoq jo sainp pue sjybu sy} Jo ||e puejsiapun o} jjasy Adljod sy}
peal }jSnw NoA “10eJjuod aduelnsul JnoA si Aoijod ay | ‘seinjes)
uepodwi ysow s Ao1j0d 1noA Buiquosep aulino ue Ajuo si siyl

ATINAT™HVI AHIA ADI710d JINOA Avay

‘saloljod
fuowe wniwaid pue spBusag alsedwod 0} BUIINO SIY} BSN

SFANSOTOSIA

"€€80°0 :L43 AlyiuolN 06920 :Aeuend 00zZS 0 :lenuue-lwes

:sJ010B] BUIMmO||0) 8Y) 0] Buipioooe
paulwiglep 8q |M [enuue uey) Jaylo sjgeled swniwaid

‘'sal01jod aby pauieny yum aby anss| aledwod pjnoys NoA
‘abe yym asealoul Jou op pue Bunes aby anss| yum papinoid aq
Aew salo1j0d 1oyl abe pauiepe InoA 1o} Joays ul uay) wniwalid
[emaual a8yl aq |Im Ao1jod ayj Joj winiwald |emaual ay) ‘esealoul
ajel e bBuuinbas abe ue jo juswuiepe uodn "ebe UnoA ul
asealoul ay] 01 anp aseauoul [|Im Aoijod siy) 1o} swniwald ‘o1els
SIY} Ul SInoA 1] sa1aijod |je 4oy wniwaid ay) asiel am JI wniwaid
InOA asiel Ajuo ued Auedwo) adueINSU| |[BIUBUIIUOY) UBOLIBWY

NOILLVINHOANI NNINTYd



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

61st thru 90th day

91st day and after

e\While using 60 lifetime reserve
days

eOnce lifetime reserve days are
used:

eAdditional 365 days

eBeyond the Additional 365 days

All but [$1156]

All but [$289] a day

All but [$578] a day

$0
$0

$0

[$289] a day

[$578] a day

100% of Medicare
Eligible Expenses
$0

[$1156]
(Part A
Deductible)
$0

$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

21st thru 100th day

101st day and after

All approved amounts
All but [$144.50] a day

$0

$0
$0

$0

$0

Up to [$144.50] a
day

All costs

BLOOD
First 3 pints
Additional amounts

$0
100%

3 pints
$0

$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*

Remainder of Medicare-Approved

$0

$0

[$140]
(Part B Deductible)

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 | $0 $0 [$140]
amounts® (Part B Deductible)
Remainder of Medicare-Approved
amounts 80% 20% $0
CLINICAL LABORATORY
SERVICES -
TESTS FOR DIAGNOSTIC
SERVICES 100% $0 $0
PARTS A&B
MEDICARE PLAN YOU
SERVICES PAYS PAYS PAY

HOME HEALTH CARE -
MEDICARE APPROVED
SERVICES
eMedically necessary skilled care | 100% $0 $0
services and medical supplies
eDurable medical equipment
eFirst [$140] of Medicare $0 $0 [$140]

Approved amounts® (Part B Deductible)
eRemainder 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.

MEDICARE PLAN YOU
SERVICES PAYS PAYS PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but [$1156] [$1156] $0
(Part A Deductible)
61st thru 90th day All but [$289] a day | [$289] a day $0
91st day and after
e\While using 60 lifetime reserve
days All but [$578] a day | [$578] a day $0
eOnce lifetime reserve days are
used:
eAdditional 365 days $0 100% of Medicare | $0**
Eligible Expenses
eBeyond 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 $0 $0
amounts
21st thru 100th day All but [$144.50]1a | $0 Up to [$144.50] a
day 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 All but very limited Medicare $0
requirements, including a doctor’s | copayment/ copayment/
certification of terminal illness. coinsurance for coinsurance
outpatient drugs
and inpatient
respite care

**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.

MEDICARE PLAN YOU

SERVICES PAYS PAYS 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 | $0 $0 [$140]

amounts® (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 | $0 $0 [$140]

amounts® (Part B Deductible)
Remainder of Medicare-Approved
amounts 80% 20% $0

CLINICAL LABORATORY
SERVICES -

TESTS FOR DIAGNOSTIC
SERVICES 100% $0 $0

PARTSA&B

MEDICARE PLAN YOU

SERVICES PAYS PAYS PAY

HOME HEALTH CARE -
MEDICARE APPROVED
SERVICES

eMedically necessary skilled care | 100% $0 $0
services and medical supplies

eDurable medical equipment
oFirst [$140] of Medicare $0 $0 [$140]
Approved amounts* (Part B Deductible)

eRemainder 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.

MEDICARE PLAN YOU
SERVICES PAYS PAYS PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but [$1156] [$1156] $0
(Part A Deductible)
61st thru 90th day All but [$289] a day | [$289] a day $0
91st day and after
e\While using 60 lifetime reserve
days All but [$578] a day | [$578] a day $0
eOnce lifetime reserve days are
used:
eAdditional 365 days $0 100% of Medicare | $0**
Eligible Expenses
eBeyond 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 $0 $0
amounts
21st thru 100th day All but [$144.50] a Up to [$144.50] a $0
day 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 All but very limited Medicare $0
requirements, including a doctor’s | copayment/ copayment/
certification of terminal illness. coinsurance for coinsurance
outpatient drugs
and inpatient
respite care

**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.

MEDICARE PLAN YOU

SERVICES PAYS PAYS 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 | $0 [$140] $0
amounts® (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 | $0 [$140] $0
amounts® (Part B Deductible)
Remainder of Medicare-Approved
amounts 80% 20% $0

CLINICAL LABORATORY
SERVICES -

TESTS FOR DIAGNOSTIC
SERVICES 100% $0 $0

PARTSA&B

MEDICARE PLAN YOU

SERVICES PAYS PAYS PAY

HOME HEALTH CARE -
MEDICARE APPROVED
SERVICES

eMedically necessary skilled care | 100% $0 $0
services and medical supplies

eDurable medical equipment
oFirst [$140] of Medicare $0 [$140] $0
Approved amounts* (Part B Deductible)

eRemainder 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

Remainder of charges

$0
$0

$0

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

$250

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

15




days in a row.

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

***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.

AFTER YOU PAY IN ADDITION TO
[$2110] [$2110]
SERVICES MEDICARE DEDUCTIBLE*** DEDUCTIBLE***
PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but [$1156] [$1156] $0
(Part A Deductible)
61st thru 90th day All but [$289] a day | [$289] a day $0
91st day and after
e\While using 60 lifetime reserve
days All but [$578] a day | [$578] a day $0
*Once lifetime reserve days are
used:
eAdditional 365 days $0 100% of Medicare | $0**
Eligible Expenses
eBeyond 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 $0 $0
amounts
21st thru 100th day All but [$144.50]a | Up to [$144.50] a $0
day day
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 All but very limited Medicare $0
requirements, including a doctor’s | copayment/ copayment/
certification of terminal illness. coinsurance for coinsurance

outpatient drugs
and inpatient
respite care

**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®

Remainder of Medicare-Approved
amounts

$0

Generally 80%

[$140]
(Part B Deductible)

Generally 20%

$0

$0

Part B Excess Charges
(Above Medicare-Approved
amounts)

$0

100%

$0

BLOOD

First 3 pints

Next [$140] of Medicare-Approved
amounts®

Remainder of Medicare-Approved
amounts

$0
$0

80%

All costs
[$140]
(Part B Deductible)

20%

$0
$0

$0

CLINICAL LABORATORY
SERVICES -

TESTS FOR DIAGNOSTIC
SERVICES

100%

$0

$0
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HIGH DEDUCTIBLE PLAN F

PARTS A& B
AFTER YOU PAY IN ADDITION TO
[$2110] [$2110]
SERVICES MEDICARE DEDUCTIBLE*** DEDUCTIBLE***
PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE -
MEDICARE APPROVED
SERVICES
eMedically necessary skilled care | 100% $0 $0
services and medical supplies
eDurable medical equipment
oFirst [$140] of Medicare $0 [$140] $0
Approved amounts® (Part B Deductible)
eRemainder of Medicare
Approved amounts 80% 20% $0
OTHER BENEFITS — NOT COVERED BY MEDICARE
AFTER YOU PAY IN ADDITION TO
[$2110] [$2110]
SERVICES MEDICARE DEDUCTIBLE** DEDUCTIBLE**
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 20% and amounts

maximum benefit of
$50,000

over the $50,000
lifetime maximum

19




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.

MEDICARE PLAN YOU
SERVICES PAYS PAYS PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but [$1156] [$1156] $0
(Part A Deductible)
61st thru 90th day All but [$289] a day | [$289] a day $0
91st day and after
e\While using 60 lifetime reserve
days All but [$578] a day | [$578] a day $0
eOnce lifetime reserve days are
used:
eAdditional 365 days $0 100% of Medicare | $0**
Eligible Expenses
eBeyond 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 $0 $0
amounts
21st thru 100th day All but [$144.50]1a | Upto [$144.50] a $0
day 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 All but very limited Medicare $0
requirements, including a doctor’'s | copayment/ copayment/
certification of terminal illness coinsurance for coinsurance
services outpatient drugs
and inpatient
respite care

**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 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*

Remainder of Medicare-Approved

$0

$0

[$140]
(Part B Deductible)

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 | $0 $0 [$140]
amounts® (Part B Deductible)
Remainder of Medicare-Approved
amounts 80% 20% $0
CLINICAL LABORATORY
SERVICES -
TESTS FOR DIAGNOSTIC
SERVICES 100% $0 $0
PARTS A&B
MEDICARE PLAN YOU
SERVICES PAYS PAYS PAY

HOME HEALTH CARE -
MEDICARE APPROVED
SERVICES
eMedically necessary skilled care
services and medical supplies 100% $0 $0
eDurable medical equipment
oFirst [$140] of Medicare $0 $0 [$140]

Approved amounts* (Part B Deductible)
eRemainder 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
Remainder of charges

$0
$0

$0

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

$250

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.

MEDICARE PLAN YOU
SERVICES PAYS PAYS PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but [$1156] [$1156] $0
(Part A Deductible)
61st thru 90th day All but [$289] a day | [$289] a day $0
91st day and after
e\While using 60 lifetime reserve
days All but [$578] a day | [$578] a day $0
eOnce lifetime reserve days are
used:
eAdditional 365 days $0 100% of Medicare | $0**
Eligible Expenses
eBeyond 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 $0 $0
amounts
21st thru 100th day All but [$144.50] a Up to [$144.50] a $0
day 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 All but very limited Medicare $0
requirements, including a doctor’s | copayment/ co-payment/
certification of terminal illness coinsurance for coinsurance
services outpatient drugs
and inpatient
respite care

**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*

Remainder of Medicare-Approved
amounts

$0

Generally 80%

$0

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

[$140]

(Part B Deductible)
Up to [$20] per
office visit and up to
[$50] per
emergency room
visit. The
copayment of up to
[$50] is waived if
the insured is
admitted to any
hospital and the
emergency visit is
covered as a
Medicare Part A

Medicare Part A expense.
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 | $0 $0 [$140]
amounts® (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
eMedically necessary skilled care
services and medical supplies
eDurable medical equipment
eFirst [$140] of Medicare
Approved amounts*
eRemainder of Medicare
Approved amounts

100%

$0

80%

$0
$0

20%

$0

[$140]
(Part B Deductible)

$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

Remainder of charges

$0
$0

$0

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

$250

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