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Introduction

This booklet includes an overview of Blue Cross and Blue Shield of Minnesota (Blue Cross) plan benefits, and
a glossary of healthcare terms to help you learn more about this plan.

Choice Plan Complete Plan

Platinum Blue without Rx
Benefits

Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services

Monthly Plan Premium

$48 per month. In
addition, you must
keep paying your

monthly Medicare
Part B premium.

$152 per month. In
addition, you must
keep paying your
monthly Medicare
Part B premium.

$252 per month. In
addition, you must
keep paying your
monthly Medicare
Part B premium.

Annual Medical Deductible

$0

$0

$0

Out-of-Network cost sharing

(May have benefits under Original
Medicare)

Not covered (unless
otherwise specified)

Not covered (unless
otherwise specified)

Not covered (unless
otherwise specified)

Platinum Blue with Rx

Benefits

Complete Plan
with Rx

Core Plan Choice Plan
with Rx with Rx

Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services

Monthly Plan Premium

$79.80 per month. In
addition, you must
keep paying your
monthly Medicare
Part B premium.

$260.50 per month.
In addition, you must
keep paying your
monthly Medicare
Part B premium.

$407.60 per month.
In addition, you must
keep paying your
monthly Medicare
Part B premium.

Annual Medical Deductible

$0

$0

$0

Out-of-Network cost sharing

(May have benefits under Original
Medicare)

Not covered (unless
otherwise specified)

Not covered (unless
otherwise specified)

Not covered (unless
otherwise specified)




Platinum Blue with Core Plan with Choice Plan with
and without Rx Benefits and without Rx and without Rx

Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services

Complete Plan with
and without Rx

Maximum Out-of-Pocket Amount

Your yearly out-of-pocket limit in
this plan is for services you receive
from in-network providers

If you reach the limit on out-of-
pocket costs, you will continue to be
covered for hospital and medical
services and your plan will pay the
full cost for the rest of the year. You
will still need to pay your monthly
premiums.

$6,000

$3,900

$3,000

Platinum Blue with Core Plan with Choice Plan with
and without Rx Benefits and without Rx and without Rx

Covered Hospital and Medical Benefits

Complete Plan with
and without Rx

Inpatient acute hospital care
(Medicare-covered)

$300 copay per day
for days 1 through 5,
per stay

$350 copay per stay
(coverage for
unlimited days)

$200 copay per stay
(coverage for
unlimited days)

Inpatient hospital psychiatric
care
(Medicare-covered)

$300 copay per day
for days 1 through 5,
per stay

$350 copay per stay

$200 copay per stay

Skilled nursing facility (SNF) care
(Medicare-covered)

This plan pays up to 100 days in a
SNF

$0 per day for days 1
through 20

$221 copay per day
for days 21 through
100

$0 per day for days 1
through 20

$221 copay per day
for days 21 through
100

$0 per day for days 1
through 20

$109 copay per day
for days 21 through
100

Outpatient hospital care
(Medicare-covered)

Outpatient hospital surgery
Ambulatory surgical center services

Outpatient hospital all other
services

Outpatient observation stay

$550 copay
$300 copay

$30 copay

$550 copay

$200 copay
$100 copay
$0

$200 copay

$50 copay
$0
$0

$50 copay




Platinum Blue with Core Plan with Choice Plan with Complete Plan with

and without Rx Benefits and without Rx and without Rx and without Rx

Doctor’s office visits
(Medicare-covered)

Primary care physician $20 copay $0 $0
Specialist $45 copay $25 copay $0
Preventive care $0 $0 $0

(Medicare-covered)

See Evidence of Coverage for This plan covers many preventive services, including but not limited
complete list of covered services | to:

Annual wellness visit

Colorectal cancer screenings

Mammograms (breast cancer screening)
One-time “Welcome to Medicare” preventive visit
Ovarian cancer screenings

Any additional preventive services approved by Medicare during the
contract year will be covered

Preventive care $0
(Non-Medicare-covered)
Routine annual physical exam

Emergency care

u.S.
(Medicare-covered)

In- and Out-of-Network | $130 copay $100 copay $50 copay

Worldwide
(Non-Medicare-covered)

In- and Out-of-Network | $130 copay $100 copay $50 copay

Urgent care

u.S.
(Medicare-covered)

In- and Out-of-Network | $50 copay $15 copay $0

Worldwide
(Non-Medicare-covered)

In- and Out-of-Network | Not covered Not covered Not covered




Choice Plan with
and without Rx

Core Plan with
and without Rx

Platinum Blue with
and without Rx Benefits

Complete Plan with

and without Rx

Outpatient diagnostic tests and
therapeutic services
(Medicare-covered)

Diagnostic mammograms or
colonoscopy

Laboratory tests (e.g., A1C,
Cholesterol tests)

In- and Out-of-Network
X-rays

Diagnostic tests & procedures
(excludes x-ray and advanced
imaging) (e.g., EKG's, INR tests,
pulmonary function tests,
psychological/neuro-psychological
testing, home or lab-based sleep
studies)

Diagnostic advanced imaging (e.g.,
specialized scans, CT, SPECT,
PET, MRI, MRA, ultrasounds,
angiograms)

Radiation (e.g., treatment of cancer)

$0

$0

$60 copay

$25 copay

$200 copay

20% coinsurance

$0

$0

$0

$0

$50 copay

$50 copay

$0

$0

$0

$0

$0

$0

Hearing services

Medicare-covered exams to
diagnose and treat hearing and
balance issues

Non-Medicare-covered routine
hearing exam (limit 1)

Non-Medicare-covered hearing aid
exam (limit 1) through TruHearing

Non-Medicare-covered prescription
hearing aids (limit 2 aids per year, 1
per ear) through TruHearing
Out-of-Network
Advanced Prescription Hearing Aid

Premium Prescription Hearing Aid

Rechargeable battery option is
available on select styles

$0

$0

$0

Not covered
$699 per aid
$999 per aid
$0

$0

$0

$0

Not covered
$599 per aid
$899 per aid
$0

$0

$0

$0

Not covered
$499 per aid
$799 per aid
$0




Platinum Blue with

Core Plan with

Choice Plan with

Complete Plan with

and without Rx Benefits and without Rx and without Rx and without Rx
Dental services* 20% coinsurance $15 copay $0
(Medicare-covered)

Routine dental services* Not covered $0 $0
(Non-Medicare-covered)

Cleaning (limit 2 per year)

Oral exam (limit 2 per year)

Periodontal cleaning (limit 2 per

year)

Dental X-rays (limit 1 per year)

Maximum plan benefit amount No benefit $1,000 $1,000
per year (combined in-and out-of-

network)

For covered services rendered by

an out-of-network provider, you

will be responsible for paying the

difference between the provider

fees and Blue Cross’s Medicare

out-of-network provider

reimbursement rates, even for

services listed as $0 copay

Vision care

Medicare-covered annual glaucoma | $0 $0 $0

screening, diabetic retinopathy and
exams to diagnose and treat eye
diseases and conditions

Medicare-covered eyewear after
cataract surgery

Non-Medicare-covered routine eye
exam (limit 1 per year)

Non-Medicare-covered, medically-
necessary prescription eyewear
allowance for frames, lenses or
contacts. Maximum allowance is per
calendar year and may not be
applied to eyewear received after
cataract surgery.

In- and Out-of-Network

20% coinsurance

Not covered

No benefit

20% coinsurance

$0

$125 allowance per
year

20% coinsurance

$0

$150 allowance per
year

* Benefits under this category may require prior authorization by the health plan.



Platinum Blue with
and without Rx Benefits

Mental healthcare
(Medicare-covered)

Core Plan with Choice Plan with Complete Plan with
and without Rx and without Rx and without Rx

Our plan covers up to 190 days in a lifetime for inpatient mental
healthcare in a psychiatric hospital

This limit does not apply to inpatient mental health services provided
in a psychiatric unit of a general hospital

Inpatient visit $300 copay perday | $350 copay per stay | $200 copay per stay
for days 1 through 5,
per stay

Outpatient individual or group $20 copay $0 $0
therapy visit
Partial hospitalization and intensive | $60 copay per day $15 copay per day $0
outpatient services
Mental health office visit $20 copay $0 $0
(Medicare-covered)
Psychiatrist or psychologist
Physical therapy services $40 copay $25 copay $0
(Medicare-covered)
Physical, occupational and speech
therapy visits
Ambulance
(ground and air, one way)
(Medicare-covered)

In- and Out-of-Network | $400 copay $300 copay $200 copay
Worldwide Emergency
Transportation
(Non-Medicare-covered)

In- and Out-of-Network | 20% coinsurance $100 copay $0
Ambulance services without Not covered Not covered Not covered
transportation to a medical
facility and other non-Medicare-
covered transport services




Platinum Blue with
and without Rx Benefits

Core Plan with
and without Rx

Choice Plan with
and without Rx

Complete Plan with

and without Rx

Medicare Part B prescription
drugs
(Medicare-covered)

Part B oral chemotherapy,
prescription and all other Part B
drugs*

Part B Insulin for use in an insulin
pump

0—-20% coinsurance

Up to $35 copay for
a one-month supply

0-20% coinsurance

Up to $35 copay for
a one-month supply

0—-20% coinsurance

Up to $35 copay for
a one-month supply

Additional benefits and services

Acupuncture

Medicare-covered acupuncture for
chronic lower back pain (max. 20
visits every 12 months)

Non-Medicare-covered routine
acupuncture for pain diagnosis
(max. 12 visits per year)

$15 copay

$15 copay

$15 copay

$15 copay

$0

$0

Chiropractic services
(Medicare-covered)

Chiropractic services for
manipulation of the spine to correct
a subluxation (when 1 or more of
the bones of your spine move out
of position)

$15 copay

$15 copay

$0

Diabetes self-management
training, diabetic services and
supplies

(Medicare-covered)

Diabetes monitoring supplies
(coverage for test strips is limited to
Ascensia brands)

Diabetes self-management training

Therapeutic shoes and inserts

Preferred continuous glucose
monitoring products*

Non-preferred continuous glucose
monitoring products*

$0

$0
20% coinsurance

20% coinsurance

40% coinsurance

$0

$0
20% coinsurance

20% coinsurance

40% coinsurance

$0

$0
20% coinsurance

20% coinsurance

40% coinsurance

* Benefits under this category may require prior authorization by the health plan.
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Platinum Blue with
and without Rx Benefits

Core Plan with
and without Rx

Choice Plan with
and without Rx

Complete Plan with

and without Rx

Durable medical equipment,
prosthetic devices and medical
supplies

(Medicare-covered)

Durable medical equipment such
as wheelchairs, walkers, oxygen
equipment, etc.*

Medical supplies such as braces,
surgical dressings, splints, casts,
etc.

Prosthetic devices, other than
dental, such as artificial limbs,
colostomy bags, etc.

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

Fitness program

Gym membership at a participating
SilverSneakers® facility, online
fitness classes or choose a home
exercise kit

$0

$0

$0

Home health agency care
(Medicare-covered)

$0

$0

$0

Medicare Diabetes Prevention
Program (MDPP)
(Medicare-covered)

MDPP is a structured health
behavior change intervention that
provides practical training in long-
term dietary change, increased
physical activity and problem-
solving strategies for overcoming

challenges to sustaining weight loss

and a healthy lifestyle

$0

$0

$0

* Benefits under this category may require prior authorization by the health plan.




Platinum Blue with Core Plan with Choice Plan with Complete Plan with

and without Rx Benefits and without Rx and without Rx and without Rx

Outpatient substance use $20 copay $0 $0
disorder services
(Medicare-covered)

Individual and group therapy visits

Podiatry services $50 copay $25 copay $0
(Medicare-covered)

Foot exams and treatment for
diabetes-related nerve damage
or certain medical conditions

Services to treat kidney disease
(Medicare-covered)

Renal dialysis services 20% coinsurance 20% coinsurance 20% coinsurance
Kidney disease education services | $0 $0 $0

Tobacco use and vaping $0 $0 $0

cessation

Counseling to stop smoking, vaping
or tobacco use
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Medicare Part D prescription drug coverage

You can add prescription drug coverage to your
Platinum Blue plan. Bundling medical and Part D

coverage into one plan gives you the convenience of
a single member ID card, Customer Service center
and bill for both your medical and prescription costs.
To view what drugs are covered by Platinum Blue
with Rx, visit bluecrossmn.com/Drugs. Select

Platinum Blue with Rx (Cost) Core or Choice and
Complete and click continue. Then you can either
search by drug name or scroll halfway down to
Helpful documents to view the comprehensive

The Formulary (Drug List) can also be found at
bluecrossmn.com/Medicare-Documents.

In addition, the Medicare Prescription Payment Plan is
a payment option that works with your current drug
coverage, and it can help you manage your drug costs
by spreading them across monthly payments that vary
throughout the year (January — December).

To learn more about this payment option, please
contact us at 1-833-692-8013 (TTY 711) or visit

medicare.gov.

formulary.

Platinum Blue with Rx Benefits Core Plan with Rx
Deductible $700 all Tiers
Initial Coverage Standard/LTC? Cost-Sharing
Begins after you meet your deductible

31-Day Supply Tier 1: Preferred Generic Drugs $0 copay

from a Network ) ] )

Pharmacy Tier 2: Generic Drugs $9 copay

Tier 3: Preferred Brand Drugs

25% coinsurance

Tier 4: Non-Preferred Drugs

33% coinsurance

Tier 5: Specialty Drugs

25% coinsurance

Insulin Coverage

Up to a $35 copay, even if you haven't paid
your deductible

60-90-Day Supply
from a Network or
Preferred Mail
Order Pharmacy

Tier 1: Preferred Generic Drugs

$0 copay

Tier 2: Generic Drugs

$18 copay

Tier 3: Preferred Brand Drugs

25% coinsurance

Tier 4: Non-Preferred Drugs

33% coinsurance

Tier 5: Specialty Drugs

A long-term supply is not available

Insulin Coverage

Up to a $70 copay, even if you haven't paid
your deductible

Catastrophic Coverage

costs for the year reach $2,400'

Begins once your total out-of-pocket

$0

"You'll pay no more than $2,400 for covered drugs during the calendar year. This amount is calculated based on
the defined standard Part D drug benefit. Review your Explanation of Benefits documents to track the amounts
being applied toward the catastrophic coverage limit.

?If in Long-Term Care facility (LTC), up to a 31-day supply only.

1

1



Platinum Blue with Rx Benefits Choice Plan with Rx

Deductible $0 Tiers 1—2; $700 Tiers 3-5
Initial Coverage Standard/LTC? Cost-Sharing
Begins after you meet your deductible
31-Day Supply Tier 1: Preferred Generic Drugs $0
from a Network
Pharmacy Tier 2: Generic Drugs $0
Tier 3: Preferred Brand Drugs 23% coinsurance
Tier 4: Non-Preferred Drugs 28% coinsurance
Tier 5: Specialty Drugs 25% coinsurance
Insulin Coverage Up to a $35 copay, even if you haven't paid

your deductible

60-90-Day Supply | Tier 1: Preferred Generic Drugs $0
from a Network or
Preferred Mail Tier 2: Generic Drugs $0
Order Pharmacy
Tier 3: Preferred Brand Drugs 23% coinsurance
Tier 4: Non-Preferred Drugs 28% coinsurance
Tier 5: Specialty Drugs A long-term supply is not available
Insulin Coverage Up to a $70 copay, even if you haven't paid

your deductible

Catastrophic Coverage $0

Begins once your total out-of-pocket
costs for the year reach $2.400'

"You'll pay no more than $2,400 for covered drugs during the calendar year. This amount is calculated based on
the defined standard Part D drug benefit. Review your Explanation of Benefits documents to track the amounts
being applied toward the catastrophic coverage limit.

?If in Long-Term Care facility (LTC), up to a 31-day supply only.
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Platinum Blue with Rx Benefits Complete Plan with Rx

Deductible $0 Tiers 1—2; $700 Tiers 3-5

Initial Coverage Standard/LTC? Cost-Sharing

Begins after you meet your deductible

31-Day Supply Tier 1: Preferred Generic Drugs $0
from a Network
Pharmacy Tier 2: Generic Drugs $0
Tier 3: Preferred Brand Drugs 23% coinsurance
Tier 4: Non-Preferred Drugs 28% coinsurance
Tier 5: Specialty Drugs 25% coinsurance
Insulin Coverage Up to a $35 copay, even if you haven't paid

your deductible

60-90-Day Supply | Tier 1: Preferred Generic Drugs $0
from a Network or
Preferred Mail Tier 2: Generic Drugs $0
Order Pharmacy
Tier 3: Preferred Brand Drugs 23% coinsurance
Tier 4: Non-Preferred Drugs 28% coinsurance
Tier 5: Specialty Drugs A long-term supply is not available
Insulin Coverage Up to a $70 copay, even if you haven't paid

your deductible

Catastrophic Coverage $0

Begins once your total out-of-pocket
costs for the year reach $2,400'

"You'll pay no more than $2,400 for covered drugs during the calendar year. This amount is calculated based on
the defined standard Part D drug benefit. Review your Explanation of Benefits documents to track the amounts
being applied toward the catastrophic coverage limit.

?If in Long-Term Care facility (LTC), up to a 31-day supply only.
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Pre-enrollment checklist

Before making an enroliment decision, it is important that you fully understand our benefits and rules. If you
have any questions, you can call and speak to a Customer Service representative toll free at 1-877-662-2583
(TTY 711).

Understanding the benefits

The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is important
to review plan coverage, costs, and benefits before you enroll. Visit bluecrossmn.com/
Medicare-Documents to view or call toll free at 1-877-662-2583 (TTY 711) to request a copy of the
EQOC.

Review the provider directory (or ask your doctor) to make sure the doctors you see now are in the
network. If they are not listed, it means you will likely have to select a new doctor.

Review the pharmacy directory to make sure the pharmacy you use for any prescription medicine is in
the network. If the pharmacy is not listed, you will likely have to select a new pharmacy for your
prescriptions.

Review the formulary to make sure your drugs are covered.

Understanding important rules

In addition to your monthly plan premium, you must continue to pay your Medicare Part B premium.
This premium is normally taken out of your Social Security check each month.

Benefits, premiums and/or copayments/coinsurance may change on January 1, 2028.

Except in emergency or urgent situations, we do not cover services by out-of-network providers
(doctors who are not listed in the provider directory).

Effect on current coverage: If you are currently enrolled in a Medicare Advantage plan, your current
Medicare Advantage healthcare coverage will end once your new Medicare Advantage coverage starts.
If you have TRICARE, your coverage may be affected once your new Medicare Advantage coverage
starts. Please contact TRICARE for more information. If you have a Medigap plan, once your Medicare
Advantage coverage starts, you may want to drop your Medigap policy because you will be paying for
coverage you cannot use.
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Frequently asked questions

This booklet gives you a summary of what we cover and what you pay. It doesn't list every service that we
cover or list every limitation or exclusion. To get a complete list of services we cover, call us and ask for the
Evidence of Coverage or visit bluecrossmn.com/Medicare-Documents to find a copy.

Who can enroll?

You can enroll in Platinum Blue if you are enrolled in
Medicare Part B (or have both Medicare Part A and
Medicare Part B) and live in the plan availability area
which includes the following Minnesota counties:
Aitkin, Carlton, Cook, Goodhue, Itasca, Kanabec,
Koochiching, Lake, Le Sueur, McLeod, Meeker, Mille
Lacs, Pine, Pipestone, Rice, Rock, Sibley, St. Louis,
Stevens, Traverse and Yellow Medicine. Some
exceptions may apply. Counties are subject to
change annually. Please contact your agent or Blue
Cross for more information.

What is a Platinum Blue cost plan?

Platinum Blue Cost plans are private Medicare health
plans. They have a yearly limit on your out-of-pocket
costs, and once you reach this limit, you'll pay nothing
for covered services. Some Platinum Blue Cost plans
offer combined medical and prescription drug
coverage.

To see a complete list of your services and benefits,
please review the Evidence of Coverage (EOC).

How do | find an in-network doctor or
hospital?

You can see or order the plan’s provider directory at
bluecrossmn.com/Medicare-Documents. You can
also search online at bluecrossmn.com/MedicareFAD
and selecting the Group Medicare Advantage
network.

Services received out of network, or outside of your
service area, will be paid by Original Medicare and
your responsibility for cost sharing may be higher.

How can I find a list of covered drugs?

If you enroll in Platinum Blue with Rx, you will have
Part D prescription drug coverage. You can see the
complete Formulary (list of Part D prescription drugs)
and any restrictions at bluecrossmn.com/Drugs under
Platinum Blue with Rx (Cost) Core or Choice and
Complete.

15

How much will | need to pay for
prescription drugs?

The amount you pay depends on what tier the drug is
in and what benefit stage you have reached. Your
costs for each drug tier and benefit stage are shown
in the benefit chart previously in this summary.

When using in-network pharmacies you will typically
see lower prices than using out-of-network
pharmacies for covered Part D drugs. You can also
save costs when you choose 90-day supplies from
certain pharmacies and mail-order pharmacies.

You can find the most updated list of pharmacies in
your area at bluecrossmn.com/Pharmacy under
Platinum Blue with Rx (Cost) Core or Choice and
Complete.

What are the drug benefit stages?

As you spend up to certain dollar amounts on your
covered prescription drugs, you will move into
different benefit stages.

Stage 1: Meet your deductible This is the amount
you must pay each year for prescriptions before the
plan will begin to pay its share of your covered drugs.

Stage 2: Initial coverage Once you've met your
deductible, you'll pay a copay or coinsurance until the
amount spent by you and your plan on your covered
drugs reaches the initial coverage limit set by
Medicare for that year.

Stage 3: Catastrophic coverage Once you enter the
catastrophic coverage stage, you will not have any
cost share for the rest of the year.

Find plan documents online including the EOC,
Provider Directory, and Pharmacy Directory at
bluecrossmn.com/Medicare-Documents, by logging in
to your online member account at
bluecrossmn.com/AccountLogin, or call us to request
a copy.




Healthcare terms

Allowed amount — The contracted rate, or Blue Cross discount, set by your plan and providers when you use
in-network hospitals, clinics or pharmacies. Providers are required to accept the allowed amount as payment in
full and cannot charge above it when you see an in-network provider.

Annual physical exam — A yearly preventive visit with your primary care doctor that includes a discussion
about your health, a review of your medical history, screenings, immunizations and some lab work.

Coinsurance — A set percentage you pay toward healthcare or prescription drugs.
Copayment or Copay — The set dollar amount you pay each time you receive a service or prescription.
Deductible — Amount you will pay in one plan year before coverage begins.

In-network — The hospitals, clinics and pharmacies that are included in your plan. Typically, using in-network
providers results in lower member costs.

Maximum out-of-pocket amount — The most you could pay in one plan year for covered medical services
and supplies.

Medicare annual wellness visit — An annual visit with your doctor after you’'ve been enrolled in Medicare
Part B for at least 12 months. This visit includes a review of your medical history, screenings and personalized
health advice, and a checklist of appropriate preventive services.

Medicare plan’s fee schedule —In- or out-of-network provider reimbursement rates.

Out-of-network — The hospitals, clinics and pharmacies that are not included in your plan. Typically, using out-
of-network providers results in higher member costs.

Out-of-pocket costs — The amount you must pay for eligible healthcare. It includes copays, coinsurance and
deductibles, plus any costs for care that is not covered.

Premium — Your monthly payment for a plan.
Prior authorization — Approval in advance to get services or certain drugs.

Total charge — The amount the provider or pharmacy charges for services before a Blue Cross discount
(allowed amount) is applied.

Welcome to Medicare visit — A one-time preventive visit within the first 12 months of your new Medicare Part
B plan. This visit includes a review of your medical history, screenings, vaccinations and a discussion of
preventive services available to you that you may need.
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CONTACT US

We are available for phone calls 8 a.m. to 8 p.m., CT. We are available seven days a week October 1
through March 31, and available Monday through Friday the rest of the year.

Members Non-Members
Call toll-free 1-866-340-8654 Call toll-free 1-877-662-2583
TTY users call 711 TTY users call 711

Visit bluecrossmn.com/Medicare

This document is available in other languages, braille, and large print upon request. For additional
information, members and non-members can call us using the numbers above.

Out-of-network/non-contracted providers are under no obligation to treat Platinum Blue (Cost) or Platinum Blue
with Rx (Cost) plan members, except in emergency situations. Please call Customer Service or see the
Evidence of Coverage for more information.

If you want to know more about the coverage and costs of Original Medicare, look in the Medicare & You 2027
handbook or view it online at medicare.gov. Or request a copy by calling 1-800-MEDICARE (1-800-633-4227)
24 hours a day, 7 days a week. TTY users call 1-877-486-2048.

The pharmacy benefits information is provided by Prime Therapeutics LLC, an independent company providing
pharmacy benefit management services.

TruHearing® is a registered trademark of TruHearing, Inc., an independent company who works with health
plans to offer low out-of-pocket costs on hearing aids.

Ascensia Diabetes Care US, Inc. is an independent company providing diabetic supplies.

SilverSneakers® is a registered trademark of Tivity Health, Inc., an independent company that provides health
and fithess programs.

Platinum Blue is a Cost plan with a Medicare contract. Enroliment in Platinum Blue depends on contract
renewal.



o) BlueC
BlueShield

Minnesota

Notice of Nondiscrimination and Accessibility

At Blue Cross and Blue Shield of Minnesota and Blue Plus, we treat everyone fairly. We don’t exclude
you, or treat you less favorably, because of your race, skin color, national origin, age, disability status,
or sex (including sexual orientation; sex characteristics including intersex traits; pregnancy or related
conditions; gender identity; and sex stereotypes). We follow federal civil rights laws and don’t
discriminate against anyone based on these traits.

If you communicate best in a language other than English, you can request free language
assistance services.

If you have a vision, hearing, or speech impairment, we can communicate in a way that works best
for you. This may include using sign language interpreters, providing documents in large print or
Braille, audio recordings, or other aids at no charge.

Need these services? Call 1-855-903-2583, TTY 711 or call the number on the back of your member
identification card.

Discrimination is against the law.

If we failed to provide services or discriminated in another way based on your race, skin color, national
origin, age, disability status, or sex, (including sexual orientation; sex characteristics including intersex
traits; pregnancy or related conditions; gender identity; and sex stereotypes), you can file a complaint
by contacting our Nondiscrimination Civil Rights Coordinator:

Email: Civil.Rights.Coord@bluecrossmn.com
Telephone: 1-800-509-5312
Mail: Blue Cross and Blue Shield of Minnesota

ATTN: Civil Rights Coordinator P3-2
PO Box 64560, Eagan, MN 55164-0560

Nondiscrimination complaint forms are available on our website at bluecrossmn.com/NDL,
or from the Nondiscrimination Civil Rights Coordinator.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services

« electronically through the Office for Civil Rights complaint portal:
ocrportal.hhs.gov/ocr/portal/lobby.jsf

« by mail at: U.S. Department of Health and Human Services,
200 Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201

« or by phone at: 1-800-368-1019, 1-800-537-7697 (TDD)

Civil rights complaint forms are available at hhs.gov/ocr/office/file/index.html.

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.
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ENGLISH

ATTENTION: If you speak a language other than
English, language services are available free of
charge. If you have a vision, hearing, or speech
impairment, we can communicate in a way that works
best for you. This may include using sign language
interpreters, providing documents in large print or
Braille, audio recordings, or other aids at no charge.
Call 1-855-903-2583 (TTY 711).

ESPANOL (Spanish)

ATENCION: Si habla Espafiol, puede solicitar
servicios gratuitos de asistencia linguistica. Si tiene
una deficiencia visual, auditiva o del habla, podemos
comunicarnos de la manera que le resulte mejor a
usted. Esto puede incluir el uso de intérpretes de
lengua de sefas, el suministro de documentos en
letra grande o braille, grabaciones de audio u otras
ayudas sin cargo. Llame al 1-855-903-2583 (TTY 711).

(Arabic) 4x

g galll acluall Cilaaty sl Say dy jall Gaatiny 38 13) 4y

LiCay edhai ol Amans 5l Ay oy Ao o Aad S 1Y) Ailanal

Al Gpan i aladind Gl Jady 85 clanlis A 48 Hhally dlag) aal 51
K2 PENV. I TR PP YR 5 PO SRS PRENRLART NN ¥ PR I S0
Al e aadl Jiie (50 e saebuall il gl e b e 5l A5 0
(711 il ilgll) 1-855-903-2583

AMCE (Amharic)

Fhedt £Am- ATRCT YL P74 NPT 1R PLYE ATH
A74% A% T OMPP £ TFAN: PARPFT PADAAYF mLgD
PARTIC FoIC NANPF AACHP NHAA NTRW L0~ ADY7 L
amoNNF A7 FAAY: £U £979° PIRANT £
ANTCITPTFY ARMPIRYE NFAAP UTMRETF L9
NN&LA P+R4 N12TH PRIRS $EPTT MLT® AT
aCEPTY PA NEP TP/NTY LenIRLA: 1-855-903-2583
(TTY 711) AL 2em-A:

LUS HMOOB (Hmong)

LUS CEEV TSHWJ XEEB: Yog hais tias koj hais Lus
Hmoob, koj tuaj yeem thov cov kev pab cuam uas
pab hom lus tau dawb. Yog hais tias koj ghov muag
tsis pom kev zoo, tsis hnov lus, los sis hais tsis tau
lus, peb tuaj yeem sib txuas lus hauv ib txoj hau kev
uas ua hauj lwm tau zoo tshaj plaws rau koj. Qhov no
tej zaum yuav muaj xam nrog kev siv cov neeg txhais
lus piav tes, kev muab cov ntaub ntawv luam tawm
ua tus ntawv loj los sis Ua Ntawv Su Rau Cov Neeg
Tsis Pom Kev Siv Tau (Braille), kev kaw ua suab lus,
los sis lwm yam kev pab yam tsis tau them ngi. Hu rau
1-855-903-2583 (TTY 711).

R EE (Cantonese — Traditional Chinese)

EEIE  MBESR BERE SUERREZSHUR
. MPEERNH. BHREEER EMAFLURE
SEMNAXETEE EFndiEERATEESA. &
ERBAXFRAMFXY. HEXHMWEBITE, &
E 1-855-903-2583 PEFEELE (TTY 711),

B {A 9 3Z (Chinese Simplified)

IR MREREEE WM EERIFESHEINR

% - MBEFAD - Dﬁﬂéﬁiiﬁ%ﬂ%ﬁ% A NEIYYEE =
ZaNAT BEXR., XukEaEeRiEtF 5

F - RFPEEEXH - Haéﬁzﬁ fhiEBh TE - 15

2988 1-855-903-2583 (XFEIF 711) .

SOOMALI (Somali)

XASUUSIN: Haddii aad ku hadasho Soomali,
waxaad codsan kartaa adeegyada caawimaadda
lugada oo bilaash ah. Haddii aad laxaad la’aan
kataahy aragga, magalka, ama hadalka, waxaanu
kugula xidhiidhi karnaa habka adiga kuugu habboon.
Tan waxaa ka mid ah in aan isticmaalno
turjumaanada luugada dhegoolaha, in la bixiyo
waraaqo ku goran xarfaha waaweyn ama qoraalka
indhoolayaasha, in la sameeyo cajalado la duubay,
ama in la helo waxyaabo kale oo caawimaad ah oo
bilaash ah. Wac 1-855-903-2583 (TTY 711).

FRANGCAIS (French)

ATTENTION : Si vous parlez Frangais, vous pouvez
demander des services d'assistance linguistique
gratuits. Si vous avez une déficience visuelle,
auditive ou vocale, nous pouvons communiquer de la
maniere qui vous convient le mieux. Il peut s’agir
d’interprétes en langue des signes, de documents en
gros caracteres ou en braille, d’enregistrements
audio ou d’autres aides gratuites. Composez le
1-855-903-2583 (ATS 711).

i2i (Khmer)

it Sain: uusiSgn Sunwman
1mm1mﬂﬁsmUﬁ1LUﬁ|m1mmhﬁﬁ
wEsiiEmMBUESULm anus Sy
USunwssSo S UlHM GO WA HMNgW
HAMUNU]UINHIS UE S{ULNSMNQUUNS
NETUHMY IS WS RS HISIHIGEIS 3G
HEUATUMaNE m:gn'j.hﬁﬁnﬁamimzqg
HEJIS ) UHAPNU yAMISSSHAMEIISH yksw
gjHiIg]s I wssAsigY sivmelius
1-855-903-2583 (TTY 711)4
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@ffmmm (Burmese)
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OROMOO (Oromo)

Xiyyeeffannoon haa kennamu:- Oromo Afaan kan
dubbatan yoo ta'e, tajaajiloota gargaarsa afaanii
bilisaa gaafachuu ni dandeessu. Rakkoo ilaaluu,
dhaga'u ykn dubbachuu yoo gabaattan, karaa isiniif
mijatuun haala isiniif galuun mari‘achuu ni
dandeenya. Kunis of keessatti kan gabatu, hiiktota
afaan mallattoo fayyadamuun maxxansa gurguddaa
ykn bireeylii, waraabbiiwwan sagalee ykn gargaarsota
biroo kaffaltii tokkoo malee gaafachuu dha.
1-855-903-2583 (TTY 711) irratti bilbilaa.

PYCCKUM (Russian)

BHUMAHME: Ecnm Baw sn3blk — PYCCKUIA, Bbl moeTe
3anpocuTb BecnnatHble YCayru A3bIKOBOM NOALEPHKKM.
Ecnu y Bac ecTb HapyLlleHWe 3peHUs, CayXa AU Peyn, mMbl
MOXKem 0BLLaTbcA Takum 0b6pa3om, KOTOpPbIN Nydlle Bcero
NoAXOAMT Bam. ITO MOKET BKAOYaTb BecnnaTHoe
MCNONb30BaHWE NEepPeBOAYMKOB Ha A3bIKE ¥KeCTOoB,
npeaocTasneHmMe 4OKYMEHTOB KPYNHbIM WPUGTOM MAK
wpudTtom bpaiina, ucnonb3oBaHue aygmosanmncein Mam
APYrMX BCNOMOraTenbHbIX CPeacTs. 380HUTE NO TenedoHy
1-855-903-2583 (TTY 711).

wI99290 (Lao)

390818 uwcds wIz70,
UILFILIOS2VENIVFOBCTHOOMWWIZNALOBVCSOSN.
UL 500900NE290WFIeM, NILICBL &
NIVUINCI,
WoONCEIZIVIOSFIWToeSHcELIESLHLVEILHFO.
SuD9909 00 LCRYNILIGLIBWIZIS,
nwsonjuconLtLINBLINS § SnssLYY,
NIVOVLINSF) §
mgoeciadindgdvglosicssilgsinlos. tn
1-855-903-2583 (TTY 711).

Tagalog (Tagalog)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang humingi ng mga libreng serbisyo na tulong sa
wika. Kung may kapansanan ka sa paningin, pandinig,
o pananalita, maaari tayong mag-usap sa paraan na
pinakamabuti para sa iyo. Maaaring kabilang dito ang
paggamit ng mga interpreter ng sign language,
pagbibigay ng mga dokumento na malalaki ang
pagkaprinta o Braille, mga audio recording, o iba
pang mga tulong nang walang bayad. Tumawag sa
1-855-903-2583 (TTY 711).

VIETNAMESE (Vietnamese)

LUU Y: Néu quy vi néi Vietnamese, quy Vi c6 thé yéu
cau dich vu hé trg ngdén nglt mién phi. Néu quy vi bi
khiém thi, khiém thinh hoac khuyét tat vé am ngg,
ching t6i cé thé giao tiép theo cach phu hap nhat
véi quy vi. Diéu nay cb thé bao gém viéc st dung
théng dich vién ngén ngl ky hiéu, cung cap tai liéu
dang ban in ¢& chi 16n hodc chi ndi, ban ghi 4m
hoéc cac phuaong tién hé trg khac mién phi. Xin goi
s6 1-855-903-2583 (TTY 711).

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.
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