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Thank you for using the electronic PDP Producer Sales Kit.

This sales kit is designed to allow producers to easily access benefit information without having to maintain significant
amounts of printed inventory. To ensure compliance with CMS guidelines, please make sure you complete the following
when using the electronic sales Kit:

e Make copies of the completed enrollment form. Provide one to the prospective member and maintain a copy for your
record retention.

e The PDP Decision Guide is not included in the electronic sales kit; however it is available for download from the
Producer supply portal from www.yourcmsupplyportal.com.

e \When you provide a prospect an enrollment form, you are required to provide the Summary of Benefits (including the
multi-language insert) and the star rating flyer (if available).

Medicare Part D Plan Notice:
Prescription drug plan provided by Blue Cross and Blue Shield of Texas, which refers to HCSC Insurance Services Company (HISC), an Independent
Licensee of the Blue Cross and Blue Shield Association. A Medicare-approved Part D sponsor. Enroliment in HISC’s plan depends on contract renewal.
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SECTION I - INTRODUCTION TO SUMMARY OF BENEFITS

Blue Cross MedicareRx Basic (PDP)SM

Blue Cross MedicareRx Value (PDP)sM

Blue Cross MedicareRx Plus (PDP)SM

You have
choices
about how

to get your
Medicare
prescription
drug benefits

e One choice is to get prescription
drug coverage through a Medicare
Prescription Drug Plan, like Blue
Cross MedicareRx Basic (PDP)SM,

e Another choice is to get your
prescription drug coverage through
a Medicare Advantage Plan (like an
HMO or PPO) or another Medicare
health plan that offers Medicare
prescription drug coverage. You
get all of your Part A and Part B
coverage, and prescription drug
coverage (Part D), through
these plans.

¢ One choice is to get prescription
drug coverage through a Medicare
Prescription Drug Plan, like Blue
Cross MedicareRx Value (PDP)sM.

e Another choice is to get your
prescription drug coverage through
a Medicare Advantage Plan (like an
HMO or PPO) or another Medicare
health plan that offers Medicare
prescription drug coverage. You
get all of your Part A and Part B
coverage, and prescription drug
coverage (Part D), through
these plans.

¢ One choice is to get prescription
drug coverage through a Medicare
Prescription Drug Plan, like Blue
Cross MedicareRx Plus (PDP)SM.

e Another choice is to get your
prescription drug coverage through
a Medicare Advantage Plan (like an
HMO or PPO) or another Medicare
health plan that offers Medicare
prescription drug coverage. You
get all of your Part A and Part B
coverage, and prescription drug
coverage (Part D), through
these plans.

Tips for
comparing
your
Medicare
choices

This Summary of Benefits booklet gives
you a summary of what Blue Cross
MedicareRx Basic (PDP) covers and
what you pay.

¢ [f you want to compare our plan with
other Medicare health plans, ask
the other plans for their Summary
of Benefits booklets. Or, use the
Medicare Plan Finder on
http://www.medicare.gov.

¢ |f 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 Summary of Benefits booklet gives
you a summary of what Blue Cross
MedicareRx Value (PDP) covers and
what you pay.

e [f you want to compare our plan with
other Medicare health plans, ask
the other plans for their Summary
of Benefits booklets. Or, use the
Medicare Plan Finder on
http://www.medicare.gov.

e |f 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 Summary of Benefits booklet gives
you a summary of what Blue Cross
MedicareRx Plus (PDP) covers and
what you pay.

e |f you want to compare our plan with
other Medicare health plans, ask
the other plans for their Summary
of Benefits booklets. Or, use the
Medicare Plan Finder on
http://www.medicare.gov.

e |f 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.




Blue Cross MedicareRx Basic (PDP)SM

Blue Cross MedicareRx Value (PDP)sM

Blue Cross MedicareRx Plus (PDP)SM

Sections in ¢ Things to Know About Blue Cross ¢ Things to Know About Blue Cross ¢ Things to Know About Blue Cross
this booklet MedicareRx Basic (PDP) MedicareRx Value (PDP) MedicareRx Plus (PDP)
e Monthly Premium, Deductible, and e Monthly Premium, Deductible, and e Monthly Premium, Deductible, and
Limits on How Much You Pay for Limits on How Much You Pay for Limits on How Much You Pay for
Covered Services Covered Services Covered Services
e Prescription Drug Benefits e Prescription Drug Benefits e Prescription Drug Benefits
This document is available in other This document is available in other This document is available in other
formats such as Braille and large print. formats such as Braille and large print. formats such as Braille and large print.
This document may be available in a This document may be available in a This document may be available in a
non-English language. For additional non-English language. For additional non-English language. For additional
information, call us at 1-888-285-2249 information, call us at 1-888-285-2249 information, call us at 1-888-285-2249
(TTY/TDD users should call 711). (TTY/TDD users should call 711). (TTY/TDD users should call 711).
Es posible que este documento esté Es posible que este documento esté Es posible que este documento esté
disponible en un idioma distinto al disponible en un idioma distinto al disponible en un idioma distinto al
inglés. Para obtener informacion inglés. Para obtener informacion inglés. Para obtener informacion
adicional, llame a servicio al cliente adicional, llame a servicio al cliente adicional, llame a servicio al cliente
al 1-888-285-2249 (TTY/TDD users al 1-888-285-2249 (TTY/TDD users al 1-888-285-2249 (TTY/TDD users
should call 711). should call 711). should call 711).
Hours of Things to Know About Blue Cross Things to Know About Blue Cross Things to Know About Blue Cross
Operation MedicareRx Basic (PDP) MedicareRx Value (PDP) MedicareRx Plus (PDP)

e From October 1 to February 14, you
can call us 7 days a week from 8:00
a.m. to 8:00 p.m. Central time.

e From February 15 to September 30,
you can call us Monday through
Friday from 8:00 a.m. to 8:00 p.m.
Central time.

e From October 1 to February 14, you
can call us 7 days a week from 8:00
a.m. to 8:00 p.m. Central time.

e From February 15 to September 30,
you can call us Monday through
Friday from 8:00 a.m. to 8:00 p.m.
Central time.

e From October 1 to February 14, you
can call us 7 days a week from 8:00
a.m. to 8:00 p.m. Central time.

e From February 15 to September 30,
you can call us Monday through
Friday from 8:00 a.m. to 8:00 p.m.
Central time.




Blue Cross MedicareRx Basic (PDP)SM

Blue Cross MedicareRx Basic (PDP)
Phone Numbers and Website

e [f you are a member of this plan, call
toll-free 1-888-285-2249 (TTY/TDD
users should call 711).

e [f you are not a member of this plan,
call toll-free 1-888-285-2249
(TTY/TDD users should call 711).

e QOur website:

Blue Cross MedicareRx Value (PDP)sM

Blue Cross MedicareRx Value (PDP)
Phone Numbers and Website

¢ |f you are a member of this plan, call
toll-free 1-888-285-2249 (TTY/TDD
users should call 711).

¢ [f you are not a member of this plan,
call toll-free 1-888-285-2249
(TTY/TDD users should call 711).

e Qur website:

Blue Cross MedicareRx Plus (PDP)SM

Blue Cross MedicareRx Plus (PDP)
Phone Numbers and Website

¢ [f you are a member of this plan, call
toll-free 1-888-285-2249 (TTY/TDD
users should call 711).

¢ |f you are not a member of this plan,
call toll-free 1-888-285-2249
(TTY/TDD users should call 711).

e Qur website:

getbluetx.com/pdp/sb getbluetx.com/pdp/sb getbluetx.com/pdp/sb
Who can To join Blue Cross MedicareRx Basic To join Blue Cross MedicareRx Value To join Blue Cross MedicareRx Plus
join? (PDP), you must be entitled to Medicare | (PDP), you must be entitled to Medicare | (PDP), you must be entitled to Medicare
Part A, and/or be enrolled in Medicare Part A, and/or be enrolled in Medicare Part A, and/or be enrolled in Medicare
Part B, and live in our service area. Part B, and live in our service area. Part B, and live in our service area.
Our service area includes the Our service area includes the Our service area includes the
following: Texas. following: Texas. following: Texas.
Which drugs | You can see the complete plan You can see the complete plan You can see the complete plan

are covered?

formulary (list of Part D prescription
drugs) and any restrictions on our
website (getbluetx.com/pdp/sb). Or,
call us and we will send you a copy of
the formulary.

formulary (list of Part D prescription
drugs) and any restrictions on our
website (getbluetx.com/pdp/sb). Or,
call us and we will send you a copy of
the formulary.

formulary (list of Part D prescription
drugs) and any restrictions on our
website (getbluetx.com/pdp/sb). Or,
call us and we will send you a copy of
the formulary.




Blue Cross MedicareRx Basic (PDP)SM

Blue Cross MedicareRx Value (PDP)sM

Blue Cross MedicareRx Plus (PDP)SM

How will | Our plan groups each medication into Our plan groups each medication into Our plan groups each medication into
determine one of five “tiers.” You will need to use one of five “tiers.” You will need to use one of five “tiers.” You will need to use
my drug your formulary to locate what tier your your formulary to locate what tier your your formulary to locate what tier your
costs? drug is on to determine how much it will | drug is on to determine how much it will | drug is on to determine how much it will
cost you. The amount you pay depends | cost you. The amount you pay depends | cost you. The amount you pay depends
on the drug’s tier and what stage of on the drug’s tier and what stage of on the drug’s tier and what stage of
the benefit you have reached. Later in the benefit you have reached. Later in the benefit you have reached. Later in
this document we discuss the benefit this document we discuss the benefit this document we discuss the benefit
stages that occur after you meet your stages that occur after you meet your stages that occur: Initial Coverage,
deductible: Initial Coverage, Coverage deductible: Initial Coverage, Coverage Coverage Gap, and Catastrophic
Gap, and Catastrophic Coverage. Gap, and Catastrophic Coverage. Coverage.
Which We have a network of pharmacies We have a network of pharmacies We have a network of pharmacies
pharmacies and you must generally use these and you must generally use these and you must generally use these
can | use? pharmacies to fill your prescriptions for | pharmacies to fill your prescriptions for | pharmacies to fill your prescriptions for

covered Part D drugs.

Some of our network pharmacies have
preferred cost-sharing. You may pay
less if you use these pharmacies.

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

covered Part D drugs.

Some of our network pharmacies have
preferred cost-sharing. You may pay
less if you use these pharmacies.

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

covered Part D drugs.

Some of our network pharmacies have
preferred cost-sharing. You may pay
less if you use these pharmacies.

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

If you have any questions about this
plan’s benefits or costs, please contact
HISC - Blue Cross Blue Shield of Texas
for details.

If you have any questions about this
plan’s benefits or costs, please contact
HISC - Blue Cross Blue Shield of Texas
for details.

If you have any questions about this
plan’s benefits or costs, please contact
HISC - Blue Cross Blue Shield of Texas
for details.




SECTION Il - SUMMARY OF BENEFITS

Blue Cross MedicareRx Basic (PDP)SM

Blue Cross MedicareRx Value (PDP)SM

Blue Cross MedicareRx Plus (PDP)S™

MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY FOR COVERED SERVICES

How much is

$26.20 per month.

$55.10 per month.

$119.50 per month.

the monthly

premium?

How much $320 per year for Part D $275 per year for Part D This plan does not have a deductible.
is the prescription drugs. prescription drugs.

deductible?

Initial
Coverage

Prescription drug plan provided by
Blue Cross and Blue Shield of Texas,
which refers to HCSC Insurance
Services Company (HISC), an
independent licensee of the Blue
Cross and Blue Shield Association. A
Medicare-approved Part D sponsor.
Enrollment in HISC’s plan depends on
contract renewal.

After you pay your yearly deductible,
you pay the following until your total
yearly drug costs reach $2,960. Total
yearly drug costs are the total drug
costs paid by both you and our

Part D plan.

You may get your drugs at network
retail pharmacies and mail order
pharmacies.

Prescription drug plan provided by
Blue Cross and Blue Shield of Texas,
which refers to HCSC Insurance
Services Company (HISC), an
independent licensee of the Blue
Cross and Blue Shield Association. A
Medicare-approved Part D sponsor.
Enrollment in HISC’s plan depends on
contract renewal.

PRESCRIPTION DRUG BENEFITS

After you pay your yearly deductible,
you pay the following until your total
yearly drug costs reach $2,960. Total
yearly drug costs are the total drug
costs paid by both you and our

Part D plan.

You may get your drugs at network
retail pharmacies and mail order
pharmacies.

Prescription drug plan provided by
Blue Cross and Blue Shield of Texas,
which refers to HCSC Insurance
Services Company (HISC), an
independent licensee of the Blue
Cross and Blue Shield Association. A
Medicare-approved Part D sponsor.
Enrollment in HISC’s plan depends on
contract renewal.

You pay the following until your total
yearly drug costs reach $2,960. Total
yearly drug costs are the total drug
costs paid by both you and our

Part D plan.

You may get your drugs at network
retail pharmacies and mail order
pharmacies.




Initial
Coverage
(continued)

Blue Cross MedicareRx Basic (PDP)SM

Preferred Retail Cost-Sharing

Blue Cross MedicareRx Value (PDP)sM

Preferred Retail Cost-Sharing

Blue Cross MedicareRx Plus (PDP)S™

Preferred Retail Cost-Sharing

Tier One- Three- Tier One- Three- Tier One- Three-
month month month month month month
Supply Supply Supply Supply Supply Supply

Tier 1 $1 copay $3 copay Tier 1 $0 copay $0 copay Tier 1 $0 copay $0 copay

(Preferred (Preferred (Preferred

Generic) Generic) Generic)

Tier 2 $6 copay $18 copay | Tier 2 $6 copay $18 copay | Tier 2 $2 copay $6 copay

(Non- (Non- (Non-

Preferred Preferred Preferred

Generic) Generic) Generic)

Tier 3 $40 copay | $120 Tier 3 $39 copay | $117 copay | Tier3 $33 copay | $99 copay

(Preferred copay (Preferred (Preferred

Brand) Brand) Brand)

Tier 4 $90 copay | $270 Tier 4 $85 copay | $255 Tier 4 $80 copay | $240

(Non- copay (Non- copay (Non- copay

Preferred Preferred Preferred

Brand) Brand) Brand)

Tier 5 25% of the | 25% of the | Tier 5 25% of the | 25% of the | Tier 5 33% of the | 33% of the

(Specialty | cost cost (Specialty | cost cost (Specialty | cost cost

Tier) Tier) Tier)




Initial
Coverage
(continued)

Blue Cross MedicareRx Basic (PDP)SM
Standard Retail Cost-Sharing

Blue Cross MedicareRx Value (PDP)sM
Standard Retail Cost-Sharing

Blue Cross MedicareRx Plus (PDP)S™
Standard Retail Cost-Sharing

Tier One- Three- Tier One- Three- Tier One- Three-
month month month month month month
Supply Supply Supply Supply Supply Supply

Tier 1 $6 copay $18 copay | Tier 1 $5 copay $15 copay | Tier1 $5 copay $15 copay

(Preferred (Preferred (Preferred

Generic) Generic) Generic)

Tier 2 $11 copay | $33 copay | Tier2 $11 copay | $33 copay | Tier2 $7 copay $21 copay

(Non- (Non- (Non-

Preferred Preferred Preferred

Generic) Generic) Generic)

Tier 3 $45 copay | $135 Tier 3 $44 copay | $132 Tier 3 $40 copay | $120

(Preferred copay (Preferred copay (Preferred copay

Brand) Brand) Brand)

Tier 4 $95 copay | $285 Tier 4 $95 copay | $285 Tier 4 $95 copay | $285

(Non- copay (Non- copay (Non- copay

Preferred Preferred Preferred

Brand) Brand) Brand)

Tier 5 25% of the | 25% of the | Tier 5 25% of the | 25% ofthe | Tier 5 33% of the | 33% of the

(Specialty | cost cost (Specialty | cost cost (Specialty | cost cost

Tier) Tier) Tier)




Initial
Coverage
(continued)

Blue Cross MedicareRx Basic (PDP)SM
Standard Mail Order Cost-Sharing

Blue Cross MedicareRx Value (PDP)sM
Standard Mail Order Cost-Sharing

Blue Cross MedicareRx Plus (PDP)S™
Standard Mail Order Cost-Sharing

Tier Three-month Supply Tier Three-month Supply Tier Three-month Supply
Tier 1 $18 copay Tier 1 $15 copay Tier 1 $15 copay
(Preferred (Preferred (Preferred

Generic) Generic) Generic)

Tier 2 $33 copay Tier 2 $33 copay Tier 2 $21 copay
(Non- (Non- (Non-

Preferred Preferred Preferred

Generic) Generic) Generic)

Tier 3 $135 copay Tier 3 $132 copay Tier 3 $120 copay
(Preferred (Preferred (Preferred

Brand) Brand) Brand)

Tier 4 $285 copay Tier 4 $285 copay Tier 4 $285 copay
(Non- (Non- (Non-

Preferred Preferred Preferred

Brand) Brand) Brand)

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 at the same cost as
an in-network pharmacy.

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 at the same cost as
an in-network pharmacy.

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 at the same cost as
an in-network pharmacy.




Coverage
Gap

Blue Cross MedicareRx Basic (PDP)SM

Most Medicare drug plans have a
coverage gap (also called the “donut
hole”). This means that there’s a
temporary change in what you will
pay for your drugs. The coverage gap
begins after the total yearly drug cost
(including what our plan has paid and
what you have paid) reaches $2,960.

After you enter the coverage gap, you
pay 45% of the plan’s cost for covered
brand name drugs and 65% of the
plan’s cost for covered generic drugs
until your costs total $4,700, which

is the end of the coverage gap. Not
everyone will enter the coverage gap.

Blue Cross MedicareRx Value (PDP)sM

Most Medicare drug plans have a
coverage gap (also called the “donut
hole”). This means that there’s a
temporary change in what you will
pay for your drugs. The coverage gap
begins after the total yearly drug cost
(including what our plan has paid and
what you have paid) reaches $2,960.

After you enter the coverage gap, you
pay 45% of the plan’s cost for covered
brand name drugs and 65% of the
plan’s cost for covered generic drugs
until your costs total $4,700, which

is the end of the coverage gap. Not
everyone will enter the coverage gap.

Blue Cross MedicareRx Plus (PDP)SM

Most Medicare drug plans have a
coverage gap (also called the “donut
hole”). This means that there’s a
temporary change in what you will
pay for your drugs. The coverage gap
begins after the total yearly drug cost
(including what our plan has paid and
what you have paid) reaches $2,960.

After you enter the coverage gap, you
pay 45% of the plan’s cost for covered
brand name drugs and 65% of the
plan’s cost for covered generic drugs
until your costs total $4,700, which

is the end of the coverage gap. Not
everyone will enter the coverage gap.

Under this plan, you may pay even less
for the brand and generic drugs on the
formulary. Your cost varies by tier. You
will need to use your formulary to locate
your drug’s tier. See the chart that
follows to find out how much it will

cost you.




Coverage
Gap
(continued)

Blue Cross MedicareRx Basic (PDP)SM

Blue Cross MedicareRx Value (PDP)sM

Blue Cross MedicareRx Plus (PDP)S™

Preferred Retail Cost-Sharing

Tier Drugs One- Three-

Covered | month | month
Supply | Supply

Tier 1 All $0 $0

(Preferred copay | copay

Generic)

Tier 2 All $2 $6

(Non- copay copay

Preferred

Generic)

Tier 3 Some | $33 $99

(Preferred copay | copay

Brand)

Tier 4 Some | $80 $240

(Non- copay | copay

Preferred

Brand)

Tier 5 Some 33% 33%

(Specialty ofthe | ofthe

Tier) cost cost




Coverage
Gap
(continued)

Blue Cross MedicareRx Basic (PDP)SM

Blue Cross MedicareRx Value (PDP)sM

Blue Cross MedicareRx Plus (PDP)S™

Standard Retail Cost-Sharing

Tier Drugs One- Three-

Covered | month | month
Supply | Supply

Tier 1 All $5 $15

(Preferred copay | copay

Generic)

Tier 2 All $7 $21

(Non- copay copay

Preferred

Generic)

Tier 3 Some | $40 $120

(Preferred copay | copay

Brand)

Tier 4 Some | $95 $285

(Non- copay copay

Preferred

Brand)

Tier 5 Some 33% 33%

(Specialty of the of the

Tier) cost cost




Coverage
Gap
(continued)

Blue Cross MedicareRx Basic (PDP)SM

Blue Cross MedicareRx Value (PDP)sM

Blue Cross MedicareRx Plus (PDP)S™

Standard Mail Order Cost-Sharing

Tier Drugs Three-month
Covered | Supply

Tier 1 All
(Preferred
Generic)

$15 copay

Tier 2 All
(Non-
Preferred
Generic)

$21 copay

Tier 3
(Preferred
Brand)

Some | $120 copay

Tier 4
(Non-
Preferred
Brand)

Some | $285 copay

Catastrophic
Coverage

After your yearly out-of-pocket drug
costs (including drugs purchased
through your retail pharmacy and
through mail order) reach $4,700, you
pay the greater of:

e 5% of the cost, or

e $2.65 copay for generic (including
brand drugs treated as generic)
and a $6.60 copayment for alll
other drugs.

After your yearly out-of-pocket drug
costs (including drugs purchased
through your retail pharmacy and
through mail order) reach $4,700, you
pay the greater of:

e 5% of the cost, or

e $2.65 copay for generic (including
brand drugs treated as generic)
and a $6.60 copayment for all
other drugs.

After your yearly out-of-pocket drug
costs (including drugs purchased
through your retail pharmacy and
through mail order) reach $4,700, you
pay the greater of:

e 5% of the cost, or

e $2.65 copay for generic (including
brand drugs treated as generic)
and a $6.60 copayment for alll
other drugs.




Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health or
drug plan. To get an interpreter, just call us at 1-888-285-2249. Someone who speaks English/Language
can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda
tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al 1-
888-285-2249. Alguien que hable espaiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: 1R HEHNERRS , BYWEREXRTREIAVRENTME B, MRESEEHBERS , BX
B, 1-888-285-2249, RN X ITHEARBRREREPE, XR—MEHRS.

Chinese Cantonese: ¥ KMV REREYRBRUETELRRE  ALRMREEZENEE R, WEPERE  BHE 1-
888-285-2249, EfIBHPNMAEKUZAEIRMEER), E BR—EEEBRI.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga
katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng
tagasaling-wika, tawagan lamang kami sa 1-888-285-2249. Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions
relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il
vous suffit de nous appeler au 1-888-285-2249. Un interlocuteur parlant Francais pourra vous aider. Ce
service est gratuit.

Y0096 _BEN_TMP_MULTLANG15 ACCEPTED 10012014 91441.0714



Vietnamese: Chung t6i cé dich vu thdng dich mién phi dé tra 16i cdc cdu hoi vé chuong sic khde va
chuong trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-888-285-2249 sé& c6 nhan vién noi tiéng
Viét giup d& qui vi. Bay la dich vu miéen phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-888-285-2249. Man wird Ihnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: WA= o] & K3 = oF3X 1 3 of 73l 2 Ho
Mu) 22 o] 851 A 3}1-888-285-2249 HH O 2 F- 2] 5
AMulAE FEE gy

gl Selaa R R B Aul 2B AT S YLk 5
FAA Q. BHolS B 1

Russian: Ecnu y Bac BO3HMKHYT BOMNPOCblI OTHOCUTEIbHO CTPaxoBOro Uain MeaAnKaMeHTHOro rnsjaaHa, Bbl
MOXeTe BOCMNOJ1b30BaTbCA HawWuMMK 6ecnnaTHbIMU yCiyraMm nepesogymnmkos. YTobbl BOCNOb30BaTbLCA
yCcnyramm nepesoaymka, no3BoHUTe HaM no tenedoHy 1-888-285-2249. BaM okaxeT NOMOLLb COTPYAHMUK,
KOTOpbIM roBOPUT NO-pyccku. [laHHas ycnyra 6ecnnaTtHas.

Arabic:
m e Gl (g5 pa i o Jgeanll a4y 50Y) Jsan ol danalls 3l Al (g1 e Llad dulaad) (5 68l) an yiall Cladd ass L
A el Gaaathy L yad s giis 1-888-285-2249 e Ly Juai¥) dnilas 4ead oda lineLuay,

Hindi: G TATELY I7 &l T AISTaT oh IR H 319k fohalt 8fY 0eaT o STarel 2o oh folT gAR U1 HoFel GeTiRar AT el &,
Teh GHTTAT UTC il & T, a8 g 1-888-285-2249 T BleT . IS AT ST ol Slelcll § T Hee Y Hehell &. TE Teh
HET AATE.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro
piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-888-285-2249. Un nostro
incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.



Portugués: Dispomos de servicos de interpretacao gratuitos para responder a qualquer questdao que tenha
acerca do nosso plano de saude ou de medicagao. Para obter um intérprete, contacte-nos através do
numero 1-888-285-2249. Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta genyen konsenan plan
medikal oswa dwog nou an. Pou jwenn yon entépreét, jis rele nou nan 1-888-285-2249. Yon moun ki pale
Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekdw. Aby skorzysta¢ z pomocy ttumacza
znajacego jezyk polski, nalezy zadzwonié¢ pod numer 1-888-285-2249. Ta ustuga jest bezptatna.

Japanese: Y NRE BERBREERVAETSUICEITACERICHZATEED 12, EHOBRY—EANHYE
FTEVWET, BREZCHADICADICIE, 1-888-285-2249 ICHBFELS £V, BEXFEFEITA FEIXBEVLELET, C
higgEROY—ERTY,



P BlueCross BlueShield
N of Texas

®

Prescription drug plan provided by Blue Cross and Blue Shield of Texas, which refers to HCSC Insurance Services Company (HISC), an Independent
Licensee of the Blue Cross and Blue Shield Association. A Medicare-approved Part D sponsor. Enrollment in HISC’s plan depends on contract renewal.



o Texan Blue Cross MedicareRy (pop)

Blue Cross MedicareRx™ Medicare Prescription Drug Plan Individual Enrollment Form

Please contact Blue Cross MedicareRx if you need information in another language or format (Braille).

To enroll in Blue Cross MedicareRx, please provide the following information:

Please check which plan you want to enroll in:
|:| Blue Cross MedicareRx Basic (PDP)™ |:| Blue Cross MedicareRx Value (PDP)™ |:| Blue Cross MedicareRx Plus (PDP)s™

$26.20 per month $55.10 per month $119.50 per month
LAST name: FIRST name: Middle Initial: [ Mr. [ ] Mrs. [ Mes.
Birth Date: Sex: Home Phone Number:

OO0 000000 | Ox e O

(M M/D D/Y Y Y Y)

Permanent Residence Street Address (P.O. Box is not allowed):

City: State: ZIP Code:

Mailing Address (only if different from your Permanent Residence Address):

Street Address: City: State: ZIP Code:

Emergency Contact:

Phone Number: Relationship to You:

E-mail Address:

Please Provide Your Medicare Insurance Information

Please take out your Medicare card MEDICARE 2 % HEALTH INSURANCE
to complete this section. -
e Please fill in these blanks so they match your red, Name:
white and blue Medicare card.
-OR - Medicare Claim Number Sex

e Attach a copy of your Medicare card or your letter - T
from Social Security or the Railroad Retirement Board.

is Entitled To Effective Date
You must have Medicare Part A or Part B (or both) to HOSPITAL (Part A)
join a Medicare prescription drug plan.

MEDICAL (Part B)

YO096_ENR_TX_PDENRFRM15 APPROVED 10012014



Attestation of Eligibility for an Enrollment Period

Typically, you may enroll in a Medicare Prescription Drug Plan only during the annual enrollment period
from October 15 through December 7 of each year. Additionally, there are exceptions that may allow you
to enroll in a Medicare Prescription Drug Plan outside of the annual enrollment period.

Please read the following statements carefully and check the box if the statement applies to you. By
checking any of the following boxes you are certifying that, to the best of your knowledge, you are eligible
for an Enrollment Period. If we later determine that this information is incorrect, you may be disenrolled.

[] I am new to Medicare.

[ ] I recently moved outside of the service area for my current plan or | recently moved y y
and this plan is a new option for me. | moved on (insert date).

[] Irecently returned to the United States after living permanently outside of the U.S. / y
| returned to the U.S. on (insert date).

[ ] I have both Medicare and Medicaid or my state helps pay for my Medicare premiums.

[ ] I get extra help paying for Medicare prescription drug coverage.

[ ] I no longer qualify for extra help paying for my Medicare prescription drug y y
coverage. | stopped receiving extra help on (insert date).

[ ] I'live in or recently moved out of a Long-Term Care Facility (for example, a nursing / y
home or long-term care facility). | moved/will move into/out of the facility on (insert date).

[] I recently left a PACE program on (insert date). / /

[ ] I recently involuntarily lost my creditable prescription drug coverage (as good as / y
Medicare’s). | lost my drug coverage on (insert date).

[] I'am leaving employer or union coverage on (insert date). / /

[ ] I belong to a pharmacy assistance program provided by my state.
[_] My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

[ ] I am making this enrollment request between January 1 and February 14, and |
recently ended my enrollment in a Medicare Advantage plan. I left my Medicare / /
Advantage plan on (insert date).

If none of these statements applies to you or you're not sure, please contact Blue Cross MedicareRx at
1-866-904-4674 to see if you are eligible to enroll. We are open 8 a.m. - 8 p.m., local time, 7 days a week. If
you are calling from February 15 through September 30, alternate technologies (for example, voicemail) will be
used on weekends and holidays. TTY/TDD users should call 711.

Paying Your Plan Premium

You can pay your monthly plan premium (including any late enrollment penalty you may owe) by mail or “Electronic
Funds Transfer (EFT)” each month. You can also choose to pay your premium by automatic deduction from your Social
Security or Railroad Retirement Board benefit check each mont{\. If you are assessed a Part D-Income Related Monthly
Adjustment Amount, you will be notified by the Social Security Administration. You will be responsible for paying this
extra amount in addition to your plan premium. You will either have the amount withheld from your SociarSecurin
or Railroad Retirement Board benefit cﬁeck or be billed directly by Medicare. Do NOT pay the Part D-IRMAA extra
amount to Blue Cross MedicareRx.

People with limited incomes may qualify for extra help to pay for their prescription drug costs. If you qualify,
Medicare could pay for 75% or more of your drug costs including monthly prescription drug premiums, annual
deductibles, and co-insurance. Additionally, those who qualify won’t have a coverage gap or a late enrollment
penalty. Many people are eligible for these savings and don’t even know it. For more information about this extra
help, contact your local Social Security office, or call Social Security at 1-800-772-1213. TTY users should call
1-800-325-0778. You can also apply for extra help online at www.socialsecurity.gov/prescriptionhelp.

If you qualify for extra help with your Medicare prescription drug coverage costs, Medicare will pay all or
part of your plan premium. If Medicare pays only a portion of this premium, we will bill you for the amount
that Medicare doesn’t cover.

If you don't select a payment option, you will receive a bill each month.




Please select a premium payment option:

[ |Receive a bill

[ ] Electronic funds transfer (EFT) from your bank account each month. Please enclose a VOIDED check or
provide the following:

Account holder name:

Bank routing number: ______ Bank account number:

Account type: [ ] Checking [ ]Saving

[ ] Automatic deduction from your monthly Social Security/Railroad Retirement Board benefit check. (The Sociall
Security/Railroad Retirement Board deduction may take two or more months to begin. In most cases, if Social
Security/the Railroad Retirement Board accepts your request for automatic deduction, the first deduction from
your Social Security/Railroad Retirement Board benefit check will include all premiums due from your enrollment
effective date up to the point withholding begins. If Social Security/the Railroad Retirement Board does not
approve your request for automatic deduction, we will send you a paper bill for your monthly premiums.)

Please Answer the Following Questions:

1. Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal
employee health benefits coverage, VA benefits, or State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to Blue Cross MedicareRx? [ ] Yes [ ]No
If “yes,” please list your other coverage and your identification (ID) number(s) for this coverage:

Name of other coverage: ID # for this coverage: Group # for this coverage:

2. Are you a resident in a long-term care facility, such as a nursing home? []Yes [ 1No
If “yes,” please provide the following information:

Name of Institution:

Address & Phone Number of Institution (number and street):

Please check one of the boxes below if you would prefer that we send you information in a language other than
English or in another format:

[] Spanish
[] Braille/Large Print

Please contact Blue Cross MedicareRx at 1-866-904-4674 if you need information in another format or
language than what is listed above. TTY/TDD users should call 711. Our office hours are 8 a.m. - 8 p.m.,

local time, 7 days a week. If you are calling from February 15 through September 30, alternate technologies
(for example, voicemail) will be used on weekends and holidays.

Please Read this Important Information

If you are a member of a Medicare Advantage Plan (like an HMO or PPO), you may already have
prescription drug coverage from your Medicare Advantage Plan that will meet your needs. By joining
Blue Cross MedicareRx, your membership in your Medicare Advantage Plan may end. This will affect
both your doctor and hospital coverage as well as your prescription drug coverage. Read the information
that your Medicare Advantage Plan sends you and if you have questions, contact your Medicare Advantage Plan.

If you currently have health coverage from an employer or union, joining Blue Cross MedicareRx could affect
your employer or union health benefits. You could lose your employer or union health coverage if you join Blue
Cross MedicareRx. Read the communications your employer or union sends you. If you have questions, visit their
website, or contact the office listed in their communications. If there isn’t information on whom to contact, your
benefits administrator or the office that answers questions about your coverage can help.




Please Read and Sign Below:

By completing this enrollment application, | agree to the following:

Blue Cross MedicareRx is a Medicare drug plan and has a contract with the Federal government. | understand that this
prescription drug coverage is in addition to my coverage under Medicare; therefore, | will need to keep my Medicare
Part A or Part B coverage. It is my responsibility to inform Blue Cross MedicareRx of any prescription drug coverage
that | have or may get in the future. | can only be in one Medicare prescription drug plan at a time — if I am currently in
a Medicare Prescription Drug Plan, my enrollment in Blue Cross MedicareRx will end that enrollment. Enroliment in
this plan is generally for the entire year. Once | enroll, | may leave this plan or make changes if an enrollment period

is available, generally during the Annual Enroliment Period (October 15 — December 7), unless | qualify for certain
special circumstances.

Blue Cross MedicareRx serves a specific service area. If | move out of the area that Blue Cross MedicareRx serves, |
need to notify the plan so I can disenroll and find a new plan in my new area. | understand that | must use network
pharmacies except in an emergency when | cannot reasonably use Blue Cross MedicareRx network pharmacies. Once
I am a member of Blue Cross MedicareRx, | have the right to appeal plan decisions about payment or services if |
disagree. | will read the Evidence of Coverage document from Blue Cross MedicareRx when | get it to know which
rules | must follow to get coverage.

[ understand that if | leave this plan and don’t have or get other Medicare prescription drug coverage or creditable
prescription drug coverage (as good as Medicare’s), | may have to pay a late enrollment penalty in addition to my
premium for Medicare prescription drug coverage in the future.

[ understand that if | am getting assistance from a sales agent, broker, or other individual employed by or
contracted with Blue Cross MedicareRx, he/she may be paid based on my enrollment in Blue Cross MedicareRx.

Counseling services may be available in my state to provide advice concerning Medicare supplement insurance
or other Medicare Advantage or Prescription Drug Plan options, medical assistance through the state Medicaid
program, and the Medicare Savings Program.

Subscriber hereby expressly acknowledges its understanding this agreement constitutes a contract solely between
Subscriber and Blue Cross and Blue Shield of Texas (BCBSTX), which is an independent corporation operating under a
license from the Blue Cross and Blue Shield Association, an Association of Independent Blue Cross and Blue Shield Plans
(the “Association”), permitting BCBSTX to use the Blue Cross and/or Blue Shield Service Marks in the State of Texas, and
that BCBSTX is not contracting as the agent of the Association. Subscriber further acknowledges and agrees that it has

not entered into this agreement based upon representations by any person other than BCBSTX and that no person, entity,
or organization other than BCBSTX shall be held accountable or liable to Subscriber for any of BCBSTX's obligations to
Subscriber created under this agreement. This paragraph shall not create any additional obligations whatsoever on the part
of BCBSTX other than those obligations created under other provisions of this agreement.

Release of Information:

By joining this Medicare prescription drug plan, I acknowledge that Blue Cross MedicareRx will release my
information to Medicare and other plans as is necessary for treatment, payment and health care operations. | also
acknowledge that Blue Cross MedicareRx will release my information, including my prescription drug event data,
to Medicare, who may release it for research and other purposes which follow all applicable Federal statutes and
regulations. The information on this enrollment form is correct to the best of my knowledge. | understand that if |
intentionally provide false information on this form, | will be disenrolled from the plan.

[ understand that my signature (or the signature of the person authorized to act on my behalf under State law where

[ live) on this application means that | have read and understand the contents of this application. If signed by an
authorized individual (as described below), this signature certifies that: 1) this person is authorized under State law to
complete this enrollment and 2) documentation of this authority is available upon request by Medicare.

Signature: Today’s Date:

If you are the authorized representative, you must sign above and provide the following information:

Name:

Address:
Phone Number: | )

Relationship to Enrollee:




Medicare Prescription Drug Plan Use Only:

Plan 1D #:

Effective Date of Coverage: | Date: LILI/LIL/LICT | IEP: AEP: SEP (type):
Name of Plan Representative/agent/broker:

LC: Referral ID:

Agent Information

To receive your compensation, you must complete
the following information, and the enrollee must
meet certain requirements (see information to right).
If you do not complete this section of the form, you
will not be paid for this enrollee.

As the producer, | attest that the following
information is true. By signing this enrollment form,
I understand that providing false information can
lead to disciplinary action up to and including loss
of compensation payments and/or termination of the

Requirements for compensation payments:
* Be licensed and, where applicable, appointed;

e Successfully completed the 2015 Blue Cross
MedicareRx training and certification program prior
to marketing, selling, signing any enrollment form or
conducting service for Blue Cross MedicareRx; and

e Enrolled a member who has been approved by CMS,
paid three consecutive months” premium payments;
and has not voluntarily disenrolled within first 90 days

Blue Cross MedicareRx amendment. of enrollment.

No

Yes

| fulfilled the CMS annual training requirement by completing the 2015 Blue Cross MedicareRx
training and certification program requirements and did so before marketing, selling or conducting
service with this enrollee. If yes, identify the course you completed.

|:| Blue Cross MedicareRx only |:| AHIP and Blue Cross MedicareRx
Other (please specify)

Yes No
| conducted a personal faceto-face marketing appointment with this applicant. [ ] []
Yes No
As a result of the personal face-to-face marketing appointment, | have a signed Scope of [] []
Appointment Form and understand | may be asked to provide this documentation as part of the
Blue Cross MedicareRx Monitoring and Oversight Program. [] N/A

| provided the enrollee with information about eligibility requirements, enrollment periods, lock-in
provisions, benefits, premiums, use of network pharmacies, billing options and the availability of
extra help prior fo his or her completing this enrollment form.

Please enter the following information carefully and legibly. Accurate and timely compensation payments depend
on this information.

Writing Agent ID# (This is your BCBSTX assigned ID #.):

LTI I (Not SSN or TID)

First Name:

Phone Number:

Middle Initial:

Last Name:

Agency Number (This is the BCBSTX assigned agency ID #.):

CIC T (Not SSN or TID)
Date: / /

Agency Name (insert N/A if not applicable):

Producer Signature: X




Prescription drug plan provided by Blue Cross and Blue Shield of Texas, which refers to HCSC Insurance
Services Company (HISC), an Independent Licensee of the Blue Cross and Blue Shield Association.
A Medicare-approved Part D sponsor. Enrollment in HISC’s plan depends on contract renewal.

White copy - Blue Cross MedicareRx Blue Copy - Enrollee 52752.0714



Blue Cross MedicareRy (Pop)”
2015 Blue Cross MedicareRx®" Plan Options

Blue Cross MedicareRx

Blue Cross MedicareRx

Blue Cross MedicareRx

Annual drug costs
exceeding $2,960

out-of-pocket costs)

(up to a total of $4,700

You will pay 45% of the costs on Brand Name
drugs and 65% of the costs of Generic drugs.

Basic (PDP)*=" Value (PDP)*=V Plus (PDP)s"

Premium* $26.20 $55.10 $119.50
Annual Prescription
Deductible
Amount you pay before LD o S $0
Blue Cross MedicareRx All Tiers Tiers 3, 4 & 5 only
begins to pay

Tiers Preferred Standard Preferred Standard Preferred Standard

Pharmacy | Pharmacy | Pharmacy | Pharmacy @ Pharmacy @ Pharmacy

Initial Coverage | Tier 1 $1 $6 $0 $5 $0 $5
Period Copays _
Annual drug costs | 1e" 2 $6 $11 $6 $11 $2 $7
up to $2,960 .
(30-day supply | oS $40 $45 $39 $44 $33 $40
's shown) Tier 4 $90 $95 $85 $95 $80 $95

Tier 5 25% 25% 25% 25% 33% 33%
Gap Coverage You will pay $0 / $5 for

drugs in Tier 1 and $2 / $7
for drugs in Tier 2. You will
receive some coverage for
Brand drugs in the gap.
Otherwise, members will
pay 45% of the cost of
Brand Name drugs and
65% of the cost of Generic
drugs on Tiers 3, 4 and 5.

After your total
out-of-pocket costs
exceed $4,700

After the Gap Copays

You pay whichever is greater:

Tiers 1 & 2 - $2.65 copay or 5% coinsurance for your drug
Tiers 3 & 4 - $6.60 copay or 5% coinsurance for your drug
Tier 5 - 5% coinsurance for your drug

Tier 1 - Preferred Generic Drugs
Tier 2 - Non-Preferred Generic Drugs
Tier 3 - Preferred Brand Drugs

Tier 4 - Non-Preferred Brand Drugs
Tier 5 - Specialty Drugs

Y0096_MRK_TX_PDPPCC15a Accepted 10012014

727416.0614




Limitations, copayments, and restrictions may apply.

Benefits, formulary, pharmacy network, premium and/or co-payments/co-insurance may change on January 1
of each year.

*You must continue to pay your Medicare Part B premium.

The benefit information provided is a brief summary, not a complete description of benefits. For more information
contact the plan.

Blue Cross MedicareRx is a prescription drug plan provided by HCSC Insurance Services Company (HISC),
an Independent Licensee of the Blue Cross and Blue Shield Association. A Medicare-approved Part D sponsor.
Enroliment in HISC’s plan depends on contract renewal.



HISC - Blue Cross Blue Shield of IL, NM, OK, TX - S5715 2014
2014 Medicare Star Ratings*

The Medicare Program rates all health and prescription drug plans each year, based on a plan's quality and
performance. Medicare Star Ratings help you know how good a job our plan is doing. You can use these Star
Ratings to compare our plan's performance to other plans. The two main types of Star Ratings are:

1. An Overall Star Rating that combines all of our plan's scores.
2. Summary Star Rating that focuses on our medical or our prescription drug services.

Some of the areas Medicare reviews for these ratings include:
* How our members rate our plan's services and care;
* How well our doctors detect illnesses and keep members healthy;
* How well our plan helps our members use recommended and safe prescription medications.

For 2014, HISC - Blue Cross Blue Shield of IL, NM, OK, TX received the following Overall Star Rating from

Medicare.
S & & 1
4 Stars

We received the following Summary Star Rating for HISC - Blue Cross Blue Shield of IL, NM, OK,
TX's health/drug plan services:

Health Plan Services: Not Offered
Drug Plan Services: LA 4 &
4 Stars

The number of stars shows how well our plan performs.

+ S excellent

< drd above average
*dk average

* below average
* poor

Learn more about our plan and how we are different from other plans at www.medicare.gov.

You may also contact us Sunday, Monday, Tuesday, Wednesday, Thursday, Friday, Saturday, 8:00 a.m. - 8:00
p.m. Central at 1-877-213-1817 (toll-free) or 711 (TTY).

Current members please call 1-888-285-2249 (toll-free) or 711 (TTY).

*Star Ratings are based on 5 Stars. Star Ratings are assessed each year and may change from one year to the next.

Y0096 _MRK_TMP_PLANRTG14 Accepted 10192013 91437.1013





