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Summary of Benefits

January 1, 2017-December 31, 2017

This is a summary of drug and
health services covered by:

Regence
MedAdvantage + Rx
Enhanced (PPO)

For more information, please call us at
the phone number below or visit us at
regence.com/medicare.

Prospective members call
1-888-319-8904 (TTY: 711)

Current members call
1-888-319-8904 (TTY: 711)

Hours are from 8:00 a.m. to 8:00 p.m.,
Monday through Friday (from

October 1through February 14, our
telephone hours are from 8:00 a.m.
to 8:00 p.m., seven days a week).
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http://regence.com/medicare

To join Regence MedAdvantage + Rx Enhanced
(PPO) you must be entitled to Medicare Part A,
be enrolled in Medicare Part B and be eligible for
your employer's retiree plan

Regence MedAdvantage + Rx Enhanced (PPO)
has a network of doctors, hospitals, pharmacies,
and other providers. If you use the providers that
are not in our network, you may pay more for
these services.

Out-of-network/non-contracted providers are
under no obligation to treat Regence BlueCross
BlueShield of Oregon members, except in
emergency situations. If you receive care from an
out-of-network/non-contracted provider, we will
pay for the same services we cover in-network, as
long as the services are medically necessary. For
a decision about whether we will cover an
out-of-network service, you or your provider

can ask us for a pre-service organization
determination before you receive the service.
Please call our customer service number or see
Chapter 4, section 1 of your Evidence of Coverage
for more information, including the cost-sharing
that applies to out-of-network services.

Regence MedAdvantage + Rx Enhanced (PPO)
covers Part D drugs. In addition, we cover

Part B drugs such as chemotherapy and some
drugs administered by your provider.

If you use a Regence MedAdvantage PPO
network provider, or a provider who participates
in the Blue Medicare Advantage PPO Network
Sharing Program, you will receive in-network
benefits for covered services. If you live in a state
that participates in the Blue Medicare Advantage
PPO Network Sharing Program in the United
States, but you do not have access to in-network
providers due to distance, or if you live in a state
that does not participate in the Blue Medicare
Advantage PPO Network Sharing program, you
will receive in-network benefits for covered
services. For questions about your coverage
where you live contact Customer Service

at 1-888-319-8904.

The Blue Medicare Advantage Network Sharing
Program is available in select areas of 35

states and Puerto Rico: Alabama, Arkansas,
California, Colorado, Connecticut, Florida,
Georgia, Hawaii, Idaho, Indiana, lllinois, Kentucky,
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Maine, Massachusetts, Michigan, Missouri,
Montana, Nevada, New Hampshire, New Jersey,
New Mexico, New York, North Carolina, Ohio,
Oklahoma, Oregon, Pennsylvania, South Carolina,
Tennessee, Texas, Utah, Virginia, Washington,
West Virginia, Wisconsin. You can search for a
participating provider at bebs.com, or download
the Blue National Doctor and Hospital Finder
Smart phone application at bcbs.com/mobile.

If you travel outside the United States, you can
leave home without worrying about access

to care if you need it (with the exception of
prescription drugs). The plan covers urgent care
and medical emergencies anywhere in the world.

The benefit information provided is a summary
of what we cover and what you pay. It does

not list every service that we cover or list every
limitation or exclusion. To get a complete list of
services we cover, please request the “Evidence
of Coverage” (EOC). You can see our plan's
provider directory, pharmacy directory and the
Evidence of Coverage on our website at
regence.com/medicare.

You can see the complete plan formulary (list of
Part D prescription drugs) and any restrictions on
our website at regence.com/medicare.

This document is available electronically and may
be available in other formats.

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 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.

Regence BlueCross BlueShield of Oregon is a
Medicare Advantage PPO plan with a Medicare
contract. Enroliment in the Plan depends on
contract renewal. This information is not a
complete description of benefits. Contact the plan
for more information. Limitations, copayments,
and restrictions may apply. Benefits, premiums
and/or copayments/ coinsurance may change on
January 1 of each year. The formulary, pharmacy
network and/or provider network may change at
any time. You will receive notice when necessary.


http://bcbs.com
http://bcbs.com/mobile
http://regence.com/medicare
http://regence.com/medicare
http://www.medicare.gov

Summary of Benefits January 1, 2017-December 31, 2017

Regence

MedAdvantage +

Premium and Benefits
Monthly Plan Premium

Rx Enhanced (PPO)

Contact your group/benefits
administrator for premium
information

What You Should Know

You must continue to pay your
Part B premiums.

Deductible

This plan does not have a
deductible

The deductible is the amount
you pay before the plan begins
to pay its share of your medical
or prescription drug costs.

Maximum Out-of-Pocket
Responsibility (does not
include prescription drugs)

$5,000 annually for services
from in-network providers.
$8,300 annually for services
from any provider. Services
received from in-network
providers will count toward
this limit.

The most you pay for copays,
coinsurance and other costs
for covered Part A and Part B
medical services for the year.
Some services do not apply to
the maximum out-of-pocket.

Inpatient Hospital Coverage

In-network:

You pay a $315 copay per day
for days 1through 5.

You pay nothing per day for
days 6 through 90.

You pay nothing per day for
days 91 and beyond.
Out-of-network:

You pay 30% of the cost per
day for days 1 and beyond.

Prior authorization is required.
Our plan covers an unlimited
number of days for an inpatient
hospital stay.

Doctor Visits— Primary

In-network:

You pay a $5 copay
Out-of-network:
You pay 30%

Doctor Visits—Specialist

In-network:

You pay a $25 copay
Out-of-network:
You pay 30%

Preventive Care

In-network:

You pay nothing
Out-of-network:
You pay 30%

Only preventive services
approved by Medicare are
covered under this benefit.
Any additional preventive
services approved by Medicare
during the contract year will

be covered.
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Premium and Benefits

Regence

MedAdvantage +

What You Should Know

Preventive Care—
Annual Physical Exam

Rx Enhanced (PPO)

In-network:

You pay nothing
Out-of-network:
You pay 30%

This benefit allows 1 physical
exam per calendar year in
addition to the standard
preventive benefits.

Emergency Care

You pay a $75 copay

If you are admitted to the
hospital within 48 hours for the
same condition, you do not have
to pay your share of the cost for
emergency care. Emergency
care is covered worldwide.

Urgently Needed Services

You pay a $50 copay

Diagnostic Services/
Labs/Imaging

» Diagnostic Radiology
(MRI, CAT, etc.)

In-network:

You pay 20%
Out-of-network:
You pay 30%

Prior authorization is required
for some services.

- Lab Services

In-network:

You pay a $0 or $15 copay
depending on the location
Out-of-network:

You pay 30%

Prior authorization is required
for some services.

+ Diagnostic Tests and
Procedures

In-network:

You pay a $0 or $15 copay
depending on the location
Out-of-network:

You pay 30%

Prior authorization is required
for some services.

« Outpatient X-rays

In-network:

You pay a $0 or $15 copay
depending on the location
Out-of-network:

You pay 30%

Hearing Services—
Medical Hearing Exam

In-network:

You pay a $25 copay
Out-of-network:
You pay 30%

Hearing Services—Routine

Routine hearing exam
In-network:

You pay a $45 copay
Out-of-network:

You pay a $150 copay

Hearing aids:

You pay a $599 or $899 copay
for each hearing aid, depending
on the type.

TruHearing providers must

be used for routine hearing
services to receive in-network
benefits.
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Premium and Benefits

Regence

MedAdvantage +

What You Should Know

Hearing Services—Routine
(cont.)

Rx Enhanced (PPO)

The plan covers 1 hearing aid
per ear per calendar year.
Coverage and copays for
hearing aids apply only to the
TruHearing Flyte 700 and Flyte
900 products.

Costs for these services do not
apply to the maximum
out-of-pocket.

Dental Services—Preventive

In-network:

You pay 50% of the allowed
amount

Out-of-network:

You pay 50% of the allowed
amount.

You are responsible for amounts
above the benefit limit.

The plan pays 50% of the

allowed amount up to $500

per calendar year. Services

covered are:

— A full-mouth X-ray every
3 years

And every calendar year:

— 2 preventive exams

— 2 bitewings

— 2 cleanings

Out-of-network dental

providers may bill you for any

charges remaining over

the allowed amount.

Costs for these services do
not apply to the maximum
out-of-pocket.

Dental Services— Medical

In-network:

You pay a $25 copay
Out-of-network:
You pay 30%

Vision Services—Medical

Exam to diagnose and treat
diseases and conditions of
the eye

In-network:

You pay a $25 copay
Out-of-network: You pay 30%

Yearly glaucoma screening
In-network:

You pay nothing
Out-of-network:

You pay 30%
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Regence
MedAdvantage +

Premium and Benefits

Vision Services—Medical
(cont.)

Rx Enhanced (PPO)

Eyeglasses or contact lenses
after cataract surgery
In-network:

You pay nothing
Out-of-network:

You pay 30%

What You Should Know

Vision Services—Routine Exam

In-network:

You pay a $25 copay
Out-of-network:
You pay a $25 copay

The plan covers 1 exam per
calendar year.

VSP providers must be used for
routine vision care services to
receive in-network benefits.
Out-of-network: VSP will
reimburse up to $45 after

your copay

Vision Services—
Routine Hardware

In-network:

Lenses:

You pay nothing

AND

Frames: You pay nothing up to
$150 benefit limit

OR

Contact lenses (in lieu of
eyeglasses): You pay nothing
up to $150 benefit limit.

You are responsible for amounts
above the benefit limits.

Out-of-network:

Lenses and frames:

You pay 100% and may submit
a claim for reimbursement

OR

Contact lenses:

You pay 100% and may submit
a claim for reimbursement.

VSP will reimburse up to the
amounts listed below for vison
hardware:

Single vision lenses:

$30 per pair
Bifocal/progressive lenses:
$50 per pair

Trifocal lenses: $65 per pair
Lenticular lenses: $100 per pair
Frame: $70

VSP providers must be used for
routine vision care services to
receive in-network benefits.
In-network:

The plan covers 1 set of basic
single vision, lined bifocal, lined
trifoca,l or lenticular lenses per
calendar year

AND 1 set of frames up to the
frame benefit limit. Frames and
lenses must be purchased in the
same Vvisit.

OR Unlimited contact lenses

(in lieu of eyeglasses) up to the
benefit limit. Limited to a single
purchase per calendar year.
Charges for contact lens fittings
are applied to the hardware
benefit and are subject to the
benefit limit.

Out-of-network: The plan
covers 1 set of basic single
vision, lined bifocal, or lenticular
lenses per calendar year

AND 1 set of frames.

Frames and lenses must be
purchased in the same visit.
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Premium and Benefits

Regence

MedAdvantage +

What You Should Know

Vision Services—
Routine Hardware
(cont.)

Rx Enhanced (PPO)

Elective contact lenses and
fitting and evaluation

services: $105

Contact lenses when you have
an eye condition that makes
contact lenses necessary: $210

OR
1 set of contact lenses per
calendar year.

Costs for these services do not
apply to the maximum
out-of-pocket.

Mental Health Services—
Inpatient

In-network:

You pay a $315 copay per day
for days 1through 5.

You pay nothing per day for
days 6 through 90.
Out-of-network:

You pay 30% of the cost per day
for days 1through 190.

Prior authorization is required.

Mental Health Services—
Outpatient (Individual and
Group Therapy)

In-network:

You pay a $25 copay
Out-of-network:
You pay 30%

Prior authorization is required
for some services.

Skilled Nursing Facility

In-network:

You pay nothing per day for
days 1through 20.

You pay a $160 copay per day
for days 21 through 100.
Out-of-network:

You pay 30% of the cost per
day for days 1 through 100.

Our plan covers up to 100 days
in a skilled nursing facility.
Prior authorization is required.

Rehabilitation Services

In-network:

You pay a $25 copay
Out-of-network:
You pay 30%

Prior authorization is required
for some services.

Ambulance

You pay a $250 copay per one-
way transport

Prior authorization is required
for some services.

Transportation

Not covered

Foot Care (Podiatry Services)

In-network:

You pay a $25 copay
Out-of-network:
You pay 30%

Medical Equipment/Supplies

In-network:

You pay 20%
Out-of-network:
You pay 30%

Prior authorization is required
for some services.
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Premium and Benefits

Regence

MedAdvantage +

What You Should Know

Wellness Programs

Rx Enhanced (PPO)

You pay nothing for our offered
wellness programs

You have access to the following
wellness programs:

» The Silver&Fit® Exercise
and Healthy Aging Program
includes access to fitness
facilities and fitness kits to use
at home.

» Regence Advice24—-nurse
hotline

Medicare Part B Drugs

In-network:

You pay 20%
Out-of-network:
You pay 30%

Prior authorization is required.

Medicare Part D Prescription Drugs

Initial Coverage Phase
(after you pay deductible,
when applicable)

Regence MedAdvantage + Rx Enhanced (PPO)

Retail and mail order
30-day supply

Retail and mail order
90-day supply

Tier 1: Preferred Generic You pay $3 You pay $6
Tier 2: Generic You pay $9 You pay $18
Tier 3: Preferred Brand You pay $47 You pay $117.50

Tier 4. Non-Preferred Drugs

You pay 40%

You pay 40%

Tier 5: Specialty Tier

You pay 33%

Not available

Tier 6: Select Care Drugs
What You Should Know

You pay $0

You pay $0

A 90-day supply is not available from out-of-network pharmacies
or for the Tier 5—Specialty Tier drugs.

Cost-sharing may change when you enter another phase of the
Part D benefit. For more information on the phases of the benefit,
please call us or access our EOC online. If you reside in a long-
term care facility, you pay the same as at a retail pharmacy. You
may get drugs from an out-of-network pharmacy, but may pay
more than you pay at an in-network pharmacy.

The Silver&Fit program is provided by American Specialty Health Fitness, Inc. (ASH Fitness),
a subsidiary of American Specialty Health Incorporated (ASH). Silver&Fit is a registered trademark
of ASH and used with permission herein.
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DISCRIMINATION IS AGAINST THE LAW

Regence complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Regence does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

Regence:

e Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact our Customer Service at 1-888-319-8904.

If you believe that Regence 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
our Appeals and Grievance department by writing us at PO Box 1827 MS: B32AG, Medford,
OR 97501, by calling us at 1-866-749-0355, (TTY: 711), by sending a fax to 1-888-309-8784, or
by emailing us at medicareappeals@regence.com. You can file a grievance in person or by mail,
fax, or email. If you need help filing a grievance, our Appeals and 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, DC 20201, 1-800-868-1019, 800-537-7697 (TDD).
Complaint forms are available at http.//www.hhs.gov/ocr/office/file/index.html.

HELP IN OTHER LANGUAGES
The translations on the following pages help people who do not read English know who to call

for help. Including these translations is a federal requirement for all health plans sold on the
state or federal marketplaces.
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Multi-Language Interpreter Services

Spanish: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
lingtiistica. Llame al 1-888-319-8904 (TTY: 711).

Chinese: 15 @ IR HEIR T - AR ERGES R - 555E 1-888-319-
8904 (TTY:711) -

Vietnamese: CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh
cho ban. Goi s0 1-888-319-8904 (TTY: 711).

Korean: =2|: 8t=0E AtE0IAl= 82, 4 X3 HMHIAE B=22 02
USLICH. 1-888-319-8904 (TTY: 711) HOZ H3toll T=TAAIL.

hal

OlI

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa 1-888-319-8904 (TTY: 711).

Russian: BHUMAHUWE: Ecau BbI roBOpUTE Ha pyCCKOM SI3BIKE, TO BaM JOCTYITHBI O€CIIJIaTHBIC
yciyru nepeBojaa. 3Bonute 1-888-319-8904 (reneraitn: 711).

French: ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-888-319-8904 (ATS : 711).

Japanese: ;IEEIE : BARBZHEINDGE. BHOEEXZXEZARAWVVETEYT,
1-888-319-8904 (TTY:711) E£T. FBFEICTITERKLFZEZLY,

Navajo: Dii baa ako ninizin: Dii saad bee yanitti’go Diné Bizaad, saad bee akd’anida’awo’dé¢’,
t’aa jiik’ch, éi na hold, koji’ hodiilnih 1-888-319-8904 (TTY: 711.)

Tongan: FAKATOKANGA’I: Kapau ‘oku ke Lea-Fakatonga, ko e kau tokoni fakatonu lea
‘oku nau fai atu ha tokoni ta’etotongi, pea teke lava ‘o ma’u ia. Telefoni mai 1-888-319-8904
(TTY: 711).

Serbo-Croation: OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezi¢ke pomodéi
dostupne su vam besplatno. Nazovite 1-888-319-8904 (TTY - Telefon za osobe sa oSte¢enim
govorom ili sluhom: 711).

Cambodian: (U0 100SysSunt Manigl iunSSwigssnan
INWBSAS YU SIGESINUUITESY G 91005 1-888-319-8904 (TTY: 711)

Panjabi: fimrs fe8: 7 37 Urrsh S8 I, 37 3 9 Afes™ AT 393 &9 He3 Guseg
J1 1-888-319-8904 (TTY: 711) '3 IS S|

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-888-319-8904 (TTY: 711).
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Amharic: TI0F0q: 091945 K7 ATICE MPT FCTHI° hCAT LCETE M1% ALTHPF THIEAPA:
of. Tnta@ 27C LLM-N 1-888-319-8904 (a0 9t ATAGTTFD-: T711).

Ukrainian: YBAT'A! fIkuio Bu po3MOBIIsi€eTe€ YKPaiHCHKOIO MOBOIO, BU MOYKETE 3BEPHYTHUCS J10
0E3KOIMTOBHOT CITYkOM MOBHOI maATpuMKH. Tenedonyiite 3a Homepom 1-888-319-8904
(teneraiimn: 711).

Nepali:tm%@ﬁlﬂ[:acrréﬁﬁqraﬁa’r@gmﬂﬁm@aﬁﬁiﬁrwwﬁmﬁz%ﬁm
39EY & | Wi e 1-888-319-8904 (Rfears: 711) |

Romanian: ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistentd
lingvistica, gratuit. Sunati la 1-888-319-8904 (TTY: 711).

Sudan (Fulfulde): MAANDO: To a waawi [Adamawa], e woodi ballooji-ma to ekkitaaki wolde
caahu. Noddu 1-888-319-8904 (TTY: 711).

Thai: 5ou: Srguyanenegauaunsalduimssomaonanvldns Tns 1-888-319-8904 (TTY: 711).
Laotian: {U090: 11999 119Dc59WIF9 290, NIVOINIVFOBCTDAIVWIT, YoebcSyen,
cnBwenlvuo. tns 1-888-319-8904 (TTY: 711).

Cushite/Oromo: XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii,
kanfaltiidhaan ala, ni argama. Bilbilaa 1-888-319-8904 (TTY: 711).

Persian (Farsi):

) 8 Lad (sl o UG S s (L) DOt (S (e SR )l Gy 40 S Aags
80 (alad 1-888-319-8904 (TTY: 711) L .28l

Arabic:

) 1-888-319-8904 ad yn Sl laally el i) 635 4y galll sacbisal) iladd (8 (Aalll 83 SGiaat i€ 1Y) 1Ak gala
(711 a8l 5 auall Cila
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Regence
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