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   PREMIUM INFORMATION 
 

Aetna Health and Life Insurance Company can 
only raise your premium if we raise the premium 
for all policies like yours in this state. Premiums 
for this policy will increase due to the increase in 
your age. Upon attainment of an age requiring a 
rate increase, the renewal premium for the policy 
will be the renewal premium then in effect for 
your attained age. Other policies may be 
provided with Issue Age rating and do not 
increase with age. You should compare Issue 
Age with Attained Age policies. 
Premiums payable other than annual will be 
determined according to the following factors: 
Semi-annual: 0.5200  Quarterly: 0.2650  Monthly 
EFT: 0.0833. 

HOUSEHOLD DISCOUNT 

In order to be eligible for the Household discount 
under an Aetna Health and Life Insurance 
Company Medicare supplement plan, you must 
apply for a Medicare supplement plan at the 
same time as another Medicare eligible adult or 
the other Medicare eligible adult must currently 
be covered by a Aetna Health and Life Insurance 
Company Medicare supplement policy. The 
Medicare eligible adult must be either (a) your 
spouse; (b) be someone with whom you are in a 
civil union partnership; or (c) be a permanent 
resident in your home. The household discount 
will only be applicable if a policy for each 
applicant is issued. The discounted rate will be 7 
percent lower than the individual rates and will 
apply as long as both policies remain in force. 

DISCLOSURES 

Use this outline to compare benefits and 
premium among policies.  

READ YOUR POLICY VERY CAREFULLY 

This is only an outline describing your policy’s 
most important features. The policy is your 
insurance contract. You must read the policy 
itself to understand all of the rights and duties of 
both you and your insurance company. 

RIGHT TO RETURN POLICY 

If you find that you are not satisfied with your 

policy, you may return it to Aetna Health and Life 
Insurance Company, P.O. Box 1188, Brentwood, 
Tennessee  37024. If you send the policy back 
to us within 30 days after you receive it, we will 
treat the policy as if it had never been issued 
and return all your payments. 

 

POLICY REPLACEMENT 

If you are replacing another health insurance 
policy, do NOT cancel it until you have actually 
received your new policy and are sure you want 
to keep it. 

NOTICE 

The policy may not cover all of your medical 
costs. 

Neither Aetna Health and Life Insurance 
Company nor its agents are connected with 
Medicare. 

This outline of coverage does not give all the 
details of Medicare coverage. Contact your local 
Social Security Office or consult Medicare & You 
for more details. 

COMPLETE ANSWERS ARE VERY 
IMPORTANT 

When you fill out the application for the new 
policy, be sure to answer truthfully and 
completely any questions about your medical 
and health history. The company may cancel 
your policy and refuse to pay any claims if you 
leave out or falsify important medical 
information. 

Review the application carefully before you sign 
it. Be certain that all information has been 
properly recorded. 

THE FOLLOWING CHARTS DESCRIBE PLANS A, 
B, F, HIGH DEDUCTIBLE F, G and N OFFERED BY 
AETNA HEALTH AND LIFE INSURANCE 
COMPANY. 
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PLAN A 
MEDICARE (PART A) – HOSPITAL 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 $1288 $0 $1288 
(Part A 
Deductible) 

61st thru 90th day All but $322 a day $322 a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but $644 a day $644 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 $161 a day $0 Up to$161 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. 
 
***Deductible amounts announced annually by CMS 
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PLAN A 
MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR 

*Once you have been billed $166 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 $166 of Medicare-Approved 
amounts* 

$0 $0 $166 
(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 $166 of Medicare-Approved 
amounts* 

$0 $0 $166 
(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 $166 of Medicare 
  Approved amounts* 
 

$0 $0 $166 
(Part B Deductible) 

Remainder of Medicare 
  Approved amounts 80% 20% $0 
***Deductible amounts announced annually by CMS  
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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 $1288 $1288 
(Part A Deductible) 

$0 

61st thru 90th day All but $322 a day $322 a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but $644 a day $644 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 $161 a day $0 Up to $161 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. 

***Deductible amounts announced annually by CMS 
  PLAN B 
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MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR 
* Once you have been billed $166 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 $166 of Medicare-Approved 
amounts* 

$0 $0 $166 
(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 $166 of Medicare-Approved 
amounts* 

$0 $0 $166 
(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 $166 of Medicare    
  Approved amounts* 

$0 $0 $166 
(Part B Deductible) 

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

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

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you 
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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 $1288 $1288 
(Part A Deductible) 

$0 

61st thru 90th day All but $322 a day $322 a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but $644 a day $644 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 $161 a day Up to $161 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. 

***Deductible amounts announced annually by CMS 
PLAN C 

MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR 
*Once you have been billed $166 of Medicare-Approved amounts for covered services (which are noted with 
an asterisk), your Part B deductible will have been met for the calendar year. 
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SERVICES MEDICARE 
PAYS 

PLAN 
PAYS 

YOU 
PAY 

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 $166 of Medicare-Approved 
amounts* 

$0 $166 
(Part B Deductible) 

$0  

Remainder of Medicare-Approved 
amounts Generally 80% Generally 20% $0 
Part B Excess Charges  
(Above Medicare-Approved 
amounts) $0 $0 100% 
BLOOD    
First 3 pints $0 All costs $0 
Next $166 of Medicare-Approved 
amounts* 

$0 $166 
(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 $166 of Medicare    
  Approved amounts* 
 

$0 $166 
(Part B Deductible) 

$0 

Remainder of Medicare 
  Approved amounts 80% 20% $0 
***Deductible amounts announced annually by CMS  



 

   02012016 02012016 11 

PLAN C 
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 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 $1288 $1288 
(Part A Deductible) 

$0 

61st thru 90th day All but $322 a day $322 a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but $644 a day $644 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 $161 a day Up to $161 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. 

  ***Deductible amounts announced annually by CMS  
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PLAN F 
MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR 

*Once you have been billed $166 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 $166 of Medicare-Approved 
amounts* 

$0 $166 
(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 $166 of Medicare-Approved 
amounts* 

$0 $166 
(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 $166 of Medicare    
  Approved amounts* 
 

$0 $166 
(Part B Deductible) 

$0 

Remainder of Medicare 
  Approved amounts 80% 20% $0 
***Deductible amounts announced annually by CMS  
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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 

***Deductible amounts announced annually by CMS 
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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 $2180 
deductible. Benefits from high deductible Plan F will not begin until out-of-pocket expenses are $2180.  
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 
$2180 

DEDUCTIBLE** 
PLAN PAYS 

IN ADDITION TO 
$2180 

DEDUCTIBLE** 
YOU PAY 

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

   

First 60 days All but $1288 $1288 
(Part A Deductible) 

$0 

61st thru 90th day All but $322 a day $322 a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but $644 a day $644 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 $161 a day Up to $161 a day $0 
101st day and after $0 $0 All costs 
BLOOD    
First 3 pints $0 3 pints $0 
Additional amounts 100% $0 $0 
***Deductible amounts announced annually by CMS  
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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. 

  ***Deductible amounts announced annually by CMS  
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HIGH DEDUCTIBLE PLAN F 
MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR 

*Once you have been billed $166 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 $2180 
deductible. Benefits from high deductible Plan F will not begin until out-of-pocket expenses are $2180. 
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 
$2180 

DEDUCTIBLE** 
PLAN PAYS 

IN ADDITION TO 
$2180 

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 $166 of Medicare-Approved 
amounts* 

$0 $166 
(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 $166 of Medicare-Approved 
amounts* 

$0 $166 
(Part B Deductible) 

$0 

Remainder of Medicare-Approved 
amounts 80% 20% $0 
CLINICAL LABORATORY 
SERVICES –     
TESTS FOR DIAGNOSTIC 
SERVICES 100% $0 $0 
    
***Deductible amounts announced annually by CMS  
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HIGH DEDUCTIBLE PLAN F 
PARTS A & B 

 
 

SERVICES 

 
 

MEDICARE 
PAYS 

AFTER YOU PAY 
$2180 

DEDUCTIBLE** 
PLAN PAYS 

IN ADDITION TO 
$2180 

DEDUCTIBLE** 
YOU PAY 

HOME HEALTH CARE –     
MEDICARE APPROVED 
SERVICES 

   

Medically necessary skilled care 
services and medical supplies 
 

100% $0 $0 

Durable medical equipment    
First $166 of Medicare 
  Approved amounts* 
 

$0 $166 
(Part B Deductible) 

$0 

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

OTHER BENEFITS – NOT COVERED BY MEDICARE 

 
 

SERVICES 

 
 

MEDICARE 
PAYS 

AFTER YOU PAY 
$2180 

DEDUCTIBLE** 
PLAN PAYS 

IN ADDITION TO 
$2180 

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 

***Deductible amounts announced annually by CMS  
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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 $1288 $1288 
(Part A Deductible) 

$0 

61st thru 90th day All but $322 a day $322 a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but $644 a day $644 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 $161 a day Up to $161 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. 

   ***Deductible amounts announced annually by CMS  
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PLAN G 
MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR 

*Once you have been billed $166 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 $166 of Medicare-Approved 
amounts* 

$0 $0 $166 
(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 $166 of Medicare-Approved 
amounts* 

$0 $0 $166 
(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 $166 of Medicare 
  Approved amounts* 

$0 $0 $166 
(Part B Deductible) 

Remainder of Medicare 
  Approved amounts 80% 20% $0 
***Deductible amounts announced annually by CMS  
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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 

***Deductible amounts announced annually by CMS 
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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 $1288 $1288 
(Part A Deductible) 

$0 

61st thru 90th day All but $322 a day $322 a day $0 
91st day and after    
While using 60 lifetime reserve 
days All but $644 a day $644 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 $161 a day Up to $161 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. 

   ***Deductible amounts announced annually by CMS  
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PLAN N 
MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR 

*Once you have been billed $166 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 $166 of Medicare-Approved 
amounts* 

$0 $0 $166 
(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 $166 of Medicare-Approved 
amounts* 

$0 $0 $166 
(Part B Deductible) 

Remainder of Medicare-Approved 
amounts 80% 20% $0 
CLINICAL LABORATORY 
SERVICES –     
TESTS FOR DIAGNOSTIC 
SERVICES 100% $0 $0 
*** Deductible amounts announced annually by CMS  
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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 $166 of Medicare 
  Approved amounts* 

$0 $0 $166 
(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 

***Deductible amounts announced annually by CMS 
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