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Blue MedicareRx (PDP)
(a Medicare Prescription Drug Plan (PDP) offered by ANTHEM INSURANCE CO. & BCBSMA & BCBSRI & BCBSVT with a Medicare contract)

SUMMARY OF BENEFITS

January 1, 2019 - December 31, 2019

Thank you for your interest in Blue MedicareRx. Blue MedicareRx includes standard Medicare Part D benefits
supplemented with coverage provided by your former employer/union health plan. Blue MedicareRx is referred to
throughout this Summary of Benefits as “plan” or “this plan.”

This Summary of Benefits tells you some features of our plan. It doesn’t list every drug we cover, every limitation,
or exclusion. To get a complete list of our benefits, please call us and ask for the “Evidence of Coverage.”

For More Information

Hours of Operation

You can call us 24 hours a day, 7 days a week.

Blue MedicareRx Phone Numbers and Website
Please call Blue MedicareRx for more information about our plan.
Current members should call toll-free 1-888-543-4917. (TTY/TDD 711)
Prospective Members, please contact your benefits administrator.
Visit us at http://groups.rxmedicareplans.com

If you want to know more about the coverage and costs of Original Medicare, look in your current "Medicare & You" handbook. View it online
at http://www.medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should
call 1-877-486-2048.

This document is available in other formats such as Braille and large print. For additional information, call us at 1-888-543-4917, 24 hours a
day, 7 days a week. TTY/TDD users should call 711.




Who can join?

You can join this plan if you are entitled to Medicare Part A and/or enrolled in Medicare Part B, are a US citizen or are lawfully present
in the United States and, live in the service area which includes the United States and its territories (excluding the Virgin Islands).

If you are enrolled in a MA coordinated care (HMO or PPO) plan or a MA private fee-for-service (MA PFFES) plan that includes

Medicare prescription drugs, you may not enroll in a prescription drug plan (PDP) unless you disenroll from the HMO, PPO or MA
PFFS plan.

Enrollees in a private fee-for-service (PFES) plan that does not provide Medicare prescription drug coverage or a MA Medical Savings
Account (MSA) plan may enroll in a PDP. Enrollees in an 1876 Cost plan may enroll in a PDP. Please contact your local benefits
administrator for more information.

Which drugs are covered?

You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our website
(htep://groups.rxmedicareplans.com). Or, call us and we will send you a copy of the formulary.

How will | determine my drug costs?

Our plan groups each medication into one of 3 “tiers.” You will need to use your formulary to locate what tier your drug is on to
determine how much it will cost you. The amount you pay depends on the drug’s tier, your out-of-pocket prescription costs to date

and what stage of the benefit you have reached. Later in this document we discuss the benefit stages in your Medicare prescription drug
coverage that occur: Initial Coverage, Coverage Gap, and Catastrophic Coverage. For more information about formulary tiers and stages
of the benefit, please see the plan’s formulary and the Evidence of Coverage on our website at http://groups.rxmedicareplans.com,

or contact Customer Care at the number listed above.

Which pharmacies can | use?

We have a network of pharmacies and you must generally use these pharmacies to fill your prescriptions for covered Part D drugs.

You can see our plan’s pharmacy directory at our website (http://groups.rxmedicareplans.com). Or, call us and we will send you a copy
of the pharmacy directory.



Summary of Benefits
January 1, 2019 - December 31, 2019

Prescription Drug Benefits

The benefits described below are offered by Blue MedicareRx, a standard Medicare Part D plan supplemented with benefits
provided by your former employer. As an enhanced benefit, your former employer limits your maximum out-of-pocket prescription
costs to $1,500 per calendar year for covered medications.

Initial Coverage You pay the following until your total yearly drug costs reach $3,820':
Standard Retail Cost-Sharing One-month supply Three-month supply?
Tier 1 Generic $10 $30
Tier 2 Preferred Brand $20 $60
Tier 3 Non-Preferred Drug $35 $105

Specialty drugs are limited to a one-month supply per fill.
Mail Order Cost-Sharing One-month supply Three-month supply
Tier 1 Generic $10 $20
Tier 2 Preferred Brand $20 $40
Tier 3 Non-Preferred Drug $35 $70

Specialty drugs are limited to a one-month supply per fill.

After your total yearly drug costs reach $3,820, your former employer provides supplemental coverage
that will keep your copayments and/or coinsurance as outlined above.

Coverage Gap Your copayments and/or coinsurance will not change until you qualify for Catastrophic Coverage.
Your employer provides a benefit where the out-of-pocket maximum is $1,500 which is less than $5,100
so the Catastrophic Stage may not apply.

Catastrophic Coverage After your yearly out-of-pocker drug costs reach $5,100, you pay:
Generic (including brand drugs treated as generic) $3.40
All other Drugs $8.50

"' All covered drugs are on the Blue MedicareRx group formulary/drug list.
? Available at retail pharmacies that have agreed to allow members to fill 90-day supplies of their prescriptions.



General Information

In some cases, the plan requires you to first try one drug to treat your medical condition before they will cover another drug for
that condition.

Certain prescription drugs will have maximum quantity limits.
Your provider must get prior authorization from Blue MedicareRx for certain prescription drugs.

Covered Part D drugs are available at out-of-network pharmacies in special circumstances as long as the pharmacy is located within the
United States and its territories (excluding the Virgin Islands). For examples of what would qualify as special circumstances, refer to the
Evidence of Coverage (EOC). Your copayment and/or coinsurance at out-of-network pharmacies is the same as at network pharmacies and
depends on whether you purchase a Generic, Preferred Brand, Specialty or Non-Preferred drug.

Medicare considers drugs which cost more than $670 for a one month supply to be Specialty drugs.

Medicare Coverage Gap Discount Program

The Medicare Coverage Gap Discount Program provides manufacturer discounts on brand name drugs to Part D enrollees who have
reached year-to-date “total drug costs” of $3,820 and are not already receiving “Extra Help.”

If you have reached year-to-date “total drug costs” of $3,820, your former employer provides supplemental coverage that will keep your
copayments and/or coinsurance in the Coverage Gap the same as what you pay in the Initial Coverage Level. Both the amount you pay and
the amount discounted by the manufacturer count toward your out-of-pocket costs and move you through the Coverage Gap. The amount
discounted by the manufacturer will count toward your out-of-pocket costs as if you had paid this amount. Your Explanation of Benefits
(EOB) will show any discounted amount provided.

Once your out-of-pocket costs reach $5,100, you will move to the Catastrophic phase and the Medicare Coverage Gap Discount Program
will no longer be applicable.

If you have any questions about the availability of discounts for the drugs you are taking or about the Medicare Coverage Gap Discount
Program in general, please contact Customer Care.



Blue MedicareRx*™ (PDP) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. Blue MedicareRx does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Blue MedicareRx:
¢ Provides free aids and services to people with disabilities to communicate effectively with us, such as:

- Qualified sign language interpreters

- Written information in other formats (large print, audio, accessible electronic formats, other formats)
* Provides free language services to people whose primary language is not English, such as:

- Qualified interpreters

- Information written in other languages
If you need these services, call the number on the back of your Member ID Card. T'TY/TDD users should call 711.

If you believe that Blue MedicareRx has failed to provide these services or discriminated in another way on the basis of race, color, national
origin, age, disability, or sex, you can file a grievance with:

Blue MedicareRx (PDP)

Grievance Department Coordinator
P.O. Box 30016

Pittsburgh, PA 15222-0330

Phone: 1-866-884-9478
Fax: 1-866-217-3353

You can file a grievance in person, by mail, or fax. If you need help filing a grievance, Blue MedicareRx Grievance Department is available
to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.



ENGLISH
ATTENTION: If you speak English, language

assistance services, free of charge, are available to you.
Call the number on the back of your Member ID Card.

TTY: 711.

ARABIC

Me g 3w le U daa o Hhy Sk didlcianidli 3z odas: 3] s
Eca'aﬁd [EAENIY CJ aop Y ade Y el g dal Ko,
11 ek S pad) do dalas

CHINESE

/Jwﬁi W SAELA SC,  XROIE e O E S BB IR
%o BRITIES RS0 EJ:EI‘] HiE 5. (TTY:

711) .

FRENCH

ATTENTION : Si vous parlez frangais, des services
gratuits d’interprétation sont a votre disposition.
Veuillez appeler le numéro figurant au verso de votre

Carte de membre. TTY: 711.

FRENCH CREOLE
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POLISH

UWAGA: Dla 0s6b méwigcych po polsku dostepna jest
bezptatna pomoc jezykowa. Zadzwon pod numer podany
na odwrocie Twojej Cztonkowskiej karty ident. Tel. tekst.:
711.

PORTUGUESE

ATENCAO: Se fala portugués, estio disponiveis servicos
gratuitos de assisténcia linguistica na sua lingua. Telefone
para o numero no verso do seu Cartdo de Identificagcdo de
Membro. TTY: 711.

RUSSIAN

BHUMAHUWE: Ecnu Bbl TOBOpUTE HA PYCCKOM SI3BIKE, BAM
OyayT OecruiaTHO MPEIOCTaBICHbI YCIYTH EPEBOTUNKA.
3BoHMTE 110 TelehOHY, yKa3aHHOMY Ha 000pOTe Ballei
UACHTU(UKAIIMOHHON KapThl yuacTHUKa. Tenetaiim: 711.

SPANISH

ATENCION: Si usted habla espafiol, tenemos servicios de
asistencia lingiiistica disponibles para usted sin costo
alguno. Llame al nimero que aparece al reverso de su
tarjeta de membresia. TTY: 711.
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ITALIAN

ATTENZIONE: Se lei parla italiano, sono disponibili
servizi gratuiti di assistenza linguistica nella sua lingua.
Chiami il numero che si trova sul retro della sua tessera
(Member ID Card). TTY: 711.

TAGALOG

Pansinin: Kung nagsasalita ka ng Tagalog, mga serbisyo
ng tulong sa wika, nang walang bayad, ay magagamit sa
iyo. Tawagan ang numero sa likod ng iyong ID card ng
Miyembro. TTY: 711.

VIETNAMESE

LUU Y: Néu quy vi noi tiéng Viét, thi co san cac dich vu
hd trg ngdn ngit mién phi danh cho quy vi. Hay goi toi sd
0 mat sau Thé ID Thanh Vién cuia quy vi. TTY: 711.
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This information is not a complete description of benefits. Please refer to the contact list below for more information.

Please call Blue MedicareRx for mare information about our plan.
Current members should call toll-free 1-888-543-4917. (TTY/TDD 711)
Prospective Members, please contact your benefits administrator.

Visit us at http://groups.rxmedicareplans.com

Customer Care Hours:

Sunday, Monday, Tuesday, Wednesday, Thursday, Friday, Saturday
24 hours a day

For more information about Medicare, please call Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should
call 1-877-486-2048. You can call 24 hours a day, 7 days a week. Or, visit www.medicare.gov on the web.

If you have special needs, this document may be available in other formats.
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Blue Cross and Blue Shield of Massachusetts, Inc., is an Independent Licensee of the Blue Cross and Blue Shield Association.

Anthem Insurance Companies, Inc., Blue Cross and Blue Shield of Massachusetts, Inc., Blue Cross & Blue Shield of Rhode
Island, and Blue Cross and Blue Shield of Vermont are the legal entities which have contracted as a joint enterprise with the
Centers for Medicare & Medicaid Services (CMS) and are the risk-bearing entities for Blue MedicareRx (PDP) plans. The
joint enterprise is a Medicare-approved Part D Sponsor. Enrollment in Blue MedicareRx (PDP) depends on contract renewal.

® Registered Marks of the Blue Cross and Blue Shield Association. ™ Service Mark of Anthem Blue Cross Blue Shield.
©2019 Blue Cross and Blue Shield of Massachusetts, Inc.

®
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