Over 80 years of
security and stability.

Highmark Blue Shield is part of a network that’s been providing
peace of mind for the better part of a century.

And with 1in 3* Americans covered by that same network today,
when you’re with Highmark, you’re in good company.
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Questions about how your Freedom Blue
PPO Medicare Advantage plan works?

Call us at 1-866-456-7739, (TTY call 711),
Monday - Friday, 8 a.m. — 4:30 p.m.

* According to the Blue Cross Blue Shield Association, an association
of independent Blue Cross and/or Blue Shield plans; bebs.com.






step 1
step 2

step 3

Fill out everything on your Group
Enrollment Application.

Complete all the sections on all the forms or we can’t process your
application. If you’re enrolling your spouse, they’ll need to fill out
the same set of forms, too.

Double-check that your Medicare card
information matches your application.
It’s a red, white, and blue card with “Medicare Health Insurance”

up top. If you want, you can include a copy of it with your
application. (But that’s not required.)

Return your completed application in the
envelope provided.
For enrollment questions or to get help completing your application,

call 1-866-456-7739 (TTY call 711), Monday — Friday, 8 a.m. —
4:30 p.m.

In most cases, your coverage will start the first of the month following the
month we get your completed application.

That means, if we get it in February, it kicks in March 1. But there are
some situations that can push out that effective date, like:

* Information missing from your application.

» If your employer group has a different open enrollment period.

» If you’re becoming eligible for Medicare Parts A and B for the first time.

* Certain special conditions and uncommon enrollment rules.

Grab a pen and turn the page to
start your application.






MEDICARE ADVANTAGE
GROUP ENROLLMENT APPLICATION @

If you have any questions about our plans, need help filling out this application, or <= I IG HMARK

need information in another language or format (Braille), please call 1-866-456-7739 (TTY 711).

Monday - Friday, 8 a.m. to 4:30 p.m.
Mailing Address: 120 Fifth Avenue, Pittsburgh, PA 15222

PART 1 TO ENROLL IN HIGHMARK BLUE SHIELD HMO, PPO, OR PART D, PLEASE PROVIDE THE FOLLOWING INFORMATION
Employer or Union Name The Penn State University

Group Number:
] 0178428 ]

Effective Date

PART 2 PLEASE TELL US ABOUT YOURSELF

Last Name First Name Middle Initial
Date of Birth (MM/DD/YYYY) Sex LIM [IF

Email Address

PERMANENT RESIDENCE STREET ADDRESS: (Don’t enter a PO Box. Note: For individuals experiencing homelessness, a PO Box may be considered your permanent residence address.)

Street/Apartment #
City State County Zip Code
Home Phone Number ( ) Alternative Phone Number ( )

area code area code

MAILING ADDRESS (ONLY IF DIFFERENT FROM PERMANENT ADDRESS):
Street/Apartment #

City State County Zip Code

PART 3 MEDICAL ELIGIBILITY INFORMATION

Name (as it appears on your Medicare card):

Please take out your red, white and blue Medicare
card to complete this section.

« Fill out this information as it appears on your Medicare Number
Medicare card.
“OR- Entitled to:
« Attach a copy of your Medicare card or your letter from . .
Hospital (Part A Fffective Dat
Social Security or the Railroad Retirement Board. ospital (Fart A) e b / /
Medical (Part B) Fffective Date / /

You must have Medicare Part A and Part B to join a Medicare Advantage plan.

EGHP_25_9160_C  ENR-360 (8-29)



PART 4 PLEASE LIST A PRIMARY CARE DOCTOR FROM THE PROVIDER DIRECTORY

Doctor’s Last Name First Name
Current Patient? 1 Yes [ No

PART 5 PLEASE READ AND ANSWER THESE QUESTIONS

1. Areyoutheretiree? [1Yes [1No
If YES, retirement date (MM/DD/YYYY)

[fNO, name of retiree

g

Are you the spouse of the retiree? [1Yes [INo

w

Are you covering a spouse or dependents under this employer or union plan? [1Yes [1No

If YES, name of spouse

Name of dependents

4. Some individuals may have other drug coverage, including other private insurance, Workers’ Compensation, VA benefits or
State pharmaceutical assistance programs. Will you have other prescription drug coverage in addition to Highmark Blue
Shield HMO, PPO, or PartD? [1Yes [1No

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

5. Areyou aresident in a long-term care facility such as a nursing home? []Yes [INo

If YES, please list the institution’s name, address, phone number, and date of admission.

Name Street Suiteff
ity State ZIP Code
Phone ( ) County Date of Admission
area code (MM/DD/YYYY)

6. Are you enrolled in your state Medicaid program? [ 1Yes [1No

If YES, please provide your Medicaid number

7. Do you, on your own or through your spouse, have any health insurance other than Medicare, such as private insurance,
Workers’ Compensation, or VA benefits? [1Yes [1No

If YES, what kind of insurance do you have?

What is the name of your insurance?

8. Do you or does your spouse work? [1Yes [1No



PART 6 PLEASE READ AND SIGN ON PAGE 3

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

Highmark Blue Shield HMO, PPO, or Part D are Medicare Advantage Plans and have a contract with the Federal government. | will need to keep my Medicare Parts A and B.
| can be in only one Medicare Advantage plan at a time, and I understand that my enrollment in this plan will automatically end my enrollment in another Medicare health
plan. Itis my responsibility to inform you of any prescription drug coverage that | have or may get in the future. I understand that if | don't have Medicare prescription drug
coverage, or creditable prescription drug coverage (as good as Medicare’s), I may have to pay a late enrollment penalty if | enroll in Medicare prescription drug coverage

in the future. Enrollment in this plan is generally for the entire year. Once I enroll, I may leave this plan or make changes only at certain times of the year if an enrollment
period is available (example: annual enrollment period from October 15— December 7), or under certain special circumstances.

Highmark Blue Shield HMO, PPO, or Part D serve a specific service area. If | move out of the area that Highmark Blue Shield HMO, PPO, or Part D serves, I need to notify the
plan so | can disenroll and find a new plan in my new area. Once | am a member of Highmark Blue Shield HMO, PPO, or Part D, | have the right to appeal plan decisions
about payment or services if | disagree. | will read the Evidence of Coverage document from Highmark Blue Shield HMO, PPO, or Part D once | receive it to know which rules
I must follow to get coverage with this Medicare Advantage plan. | understand that people with Medicare aren't usually covered under Medicare while out of the country
except for limited coverage near the U.S. border.

| understand that, beginning on the date Highmark Blue Shield HMO, PPO, or Part D coverage begins, I must get all of my health care from Highmark Blue Shield HMO, PO,
or Part D, except for emergency or urgently needed services or out-of-area dialysis services. | understand that, beginning on the date Highmark Blue Shield HMO, PPO, or
Part D coverage begins, using services in network can cost less than using services out of network, except for emergency or urgently needed services or out-of-area dialysis
services. If medically necessary, Highmark Blue Shield HMO, PPO, or Part D provides refunds for all covered benefits, even if | get services out of network. Services authorized
by Highmark Blue Shield HMO, PPO, or Part D and other services contained in my Highmark Blue Shield HMO, PPO, or Part D Evidence of Coverage document (also known as
a member contract or subscriber agreement) will be covered. Without authorization, NEITHER MEDICARE NOR HIGHMARK BLUE SHIELD HMO, PPO, OR PART D
WILL PAY FOR THE SERVICES.

| understand that if | am getting assistance from a sales agent, broker, or other individual employed by or contracted with Highmark Blue Shield HMO, PPO, or Part D, the
employee may be paid based on my enrollment in Highmark Blue Shield HMO, PG, or Part D.

Release of Information:

By joining this Medicare health plan, | acknowledge that Highmark Blue Shield HMO, PPO, or Part D will release my information to Medicare and other plans as is necessary
for treatment, payment, and health care operations. | also acknowledge that Highmark Blue Shield HMO, PPO, or Part D will release my information, including my
prescription drug event data, to Medicare, who may release it for research and other purposes that follow all applicable Federal statutes and requlations. 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 the laws of the State where | live) on this application means that | have
read and understand the contents of this application. If signed by an authorized individual (as described above), 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 from Medicare.

PART6 ENROLLEE AUTHORIZATION — SIGNATURE

Enrollee Authorization

Signature Today'’s Date

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

Last Name First Name Middle Initial
Street/Apartment#
City State___ County Zip Code
Home Phone Number ( ) Relationship to Enrollee
area code

Please include a copy of your Power of Attorney paperwork.



Answering these questions is your choice. You can’t be denied coverage because you don't fill them out.

I
Please check one of the boxes below if you want us to contact you about receiving information in a language
other than English or in an accessible format:

L 1 would like to receive my materials in a language other than English
D | would like to receive my materials in an accessible format (Braille, Large Print, Data CD, Audio CD, etc.)

Please contact Highmark at 1-800-329-2792 if you need information in an accessible format or language other than English.
TTY users should call 711. Our office hours are:

October 1 - March 31 8 a.m. to 8 p.m., 7 days a week

April 1 - September 30 8 a.m. to 5 p.m., Monday - Friday

Highmark Blue Shield is a Medicare Advantage HVO, PPO, and/or Part D plan with a Medicare contract. Enrollment in these plans depends on contract renewal.

Benefits and/or benefit administration may be provided by or through the following entities, which are independent licensees of the Blue Cross Blue Shield Association: Highmark Inc. d/b/a
Highmark Blue Shield, Highmark Health Insurance Company, Highmark Choice Company or Highmark Senior Health Company.

All references to“Highmark”in this document are references to the Highmark company that is providing the member’s health benefits or health benefit administration and/or to one or more
of its affiliated Blue companies.



Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex, including sex stereotypes and gender identity. The Plan does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex assigned
at birth, gender identity or recorded gender. Furthermore, the Plan will not deny or limit coverage fo any
health service based on the fact that an individual’s sex assigned at birth, gender identity, or recorded gender
is different from the one to which such health service is ordinarily available. The Plan will not deny or limit
coverage for a specific health service related to gender transition if such denial or limitation results in
discriminating against a tfransgender individual. The Plan:

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

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

If you need these services, contact the Civil Rights Coordinator.

If you believe that the Plan has failed to provide these You can also file a civil rights complaint with the
services or discriminated in another way on the basis U.S. Department of Health and Human Services,
of race, color, national origin, age, disability, or sex, Office for Civil Rights electronically through the
including sex stereotypes and gender identity, you can Office of Civil Rights Complaint Portal, available
file a grievance with: at ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by

Civil Rights Coordinator mail or phone at:

P.O. Box 22492 U.S. Department of Health and Human Services
Pittsburgh, PA 15222 200 Independence Avenue, SW

Phone: 1-866-286-8295 (TTY: 711), Fax: 412-544-2475 Room 509F, HHH Building

Email: CivilRightsCoordinator@highmarkhealth.org Washington, D.C. 20201

. . . . Phone: 1-800-368-1019, 800-537-7697 (TDD)
You can file a grievance in person or by mail, fax,

or email. If you need help filing a grievance, the Civil Complaint forms are available at
Rights Coordinator is available to help you. hhs.gov/ocr/office/file/index.html

Pennsylvania, Delaware, West Virginia, and New York: 1-844-679-6930 (TTY:711)

ATTENTION: If you speak English, free language translation and interpretation services are available to you.
Appropriate auxiliary aids and services (such as large print, audio, and Braille) to provide information in
accessible formats are also available free of charge.

ATENCION: Si habla espariol, tiene a su disposicién servicios gratuitos de traduccién e interpretacién de
idiomas. También hay disponibles ayudas y servicios auxiliares adecuados (como letra grande, audio y
Braille) para proporcionar informacién en formatos accesibles sin cargo.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Ubersetzungs- und Dolmetscherdienste zur
Verfiigung. AuBerdem sind kostenlos entsprechende Hilfsmittel und Dienstleistungen (wie GroBdruck, Audio
und Blindenschrift) zur Bereitstellung von Informationen in barrierefreien Formaten erhdltlich.

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis tradiksyon ak entépretasyon aladispozisyon w gratis nan lang
ou pale a. Ed ak sévis siplemanté apwopriye (telke gwo lét, odyo, Braille) pou bay enfomasyon nan foma
aksesib yo disponib gratis tou.

0O65_None_P_1Col_10pt_blk_1c_2025



BHUMAHMWE: Ecnu Bel roBopuTe Ha pycckom a3bike, Bam gocTtynHel 6ecnnaTtHele ycnyrm nepeeoid HA gpyrom
A3bIK. TAK>Ke MPeaoCcTaBASAeTC AONONHUTENbHAS 6ECMIATHAS MOMOLLb U YCITYTM OTOBPAXEHUS MHPopMaALU B
BOCTYNHbIX dopmaTax (Hanpumep, KpynHbiM WpudToMm, Wwprdtom Bpaina nnu B Buge ayamosanucu).

ATTENZIONE: se parla italiano, sono disponibili servizi gratuiti di fraduzione e interpretariato. Sono inoltre
disponibili gratuitamente adeguati supporti e servizi ausiliari (ad esempio caratteri grandi, audio e Braille)
per fornire informazioni in formati accessibili.

ATTENTION : si vous parlez frangais, des services de fraduction et d’interprétation gratuits sont & votre
disposition. Vous pouvez aussi bénéficier gratuitement de I'accés a des outils et services auxiliaires appropriés
(affichage en gros caractéres, audio et le braille) dans des formats accessibles.

AKIYESI: Ti 0 bd nso &dé Yorubd, awon ise itumo ati dgbufo &dé wa ni arowotd 16féé fun 0. Awon ise itéju ati
iranlowo 16 ye (bii titewé nla, gbigbo ohun, atiiwé afju) lati pésé iwifinni ni awon ona irddye si wa pelu
|6féé.
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MEDICARE ADVANTAGE
GROUP ENROLLMENT APPLICATION @

If you have any questions about our plans, need help filling out this application, or <= I IG HMARK

need information in another language or format (Braille), please call 1-866-456-7739 (TTY 711).

Monday - Friday, 8 a.m. to 4:30 p.m.
Mailing Address: 120 Fifth Avenue, Pittsburgh, PA 15222

PART 1 TO ENROLL IN HIGHMARK BLUE SHIELD HMO, PPO, OR PART D, PLEASE PROVIDE THE FOLLOWING INFORMATION
Employer or Union Name The Penn State University

Group Number:
] 0178428 ]

Effective Date

PART 2 PLEASE TELL US ABOUT YOURSELF

Last Name First Name Middle Initial
Date of Birth (MM/DD/YYYY) Sex LIM [IF

Email Address

PERMANENT RESIDENCE STREET ADDRESS: (Don’t enter a PO Box. Note: For individuals experiencing homelessness, a PO Box may be considered your permanent residence address.)

Street/Apartment #
City State County Zip Code
Home Phone Number ( ) Alternative Phone Number ( )

area code area code

MAILING ADDRESS (ONLY IF DIFFERENT FROM PERMANENT ADDRESS):
Street/Apartment #

City State County Zip Code

PART 3 MEDICAL ELIGIBILITY INFORMATION

Name (as it appears on your Medicare card):

Please take out your red, white and blue Medicare
card to complete this section.

« Fill out this information as it appears on your Medicare Number
Medicare card.
“OR- Entitled to:
« Attach a copy of your Medicare card or your letter from . .
Hospital (Part A Fffective Dat
Social Security or the Railroad Retirement Board. ospital (Fart A) e b / /
Medical (Part B) Fffective Date / /

You must have Medicare Part A and Part B to join a Medicare Advantage plan.

EGHP_25_9160_C  ENR-360 (8-29)



PART 4 PLEASE LIST A PRIMARY CARE DOCTOR FROM THE PROVIDER DIRECTORY

Doctor’s Last Name First Name
Current Patient? 1 Yes [ No

PART 5 PLEASE READ AND ANSWER THESE QUESTIONS

1. Areyoutheretiree? [1Yes [1No
If YES, retirement date (MM/DD/YYYY)

[fNO, name of retiree

g

Are you the spouse of the retiree? [1Yes [INo

w

Are you covering a spouse or dependents under this employer or union plan? [1Yes [1No

If YES, name of spouse

Name of dependents

4. Some individuals may have other drug coverage, including other private insurance, Workers’ Compensation, VA benefits or
State pharmaceutical assistance programs. Will you have other prescription drug coverage in addition to Highmark Blue
Shield HMO, PPO, or PartD? [1Yes [1No

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

5. Areyou aresident in a long-term care facility such as a nursing home? []Yes [INo

If YES, please list the institution’s name, address, phone number, and date of admission.

Name Street Suiteff
ity State ZIP Code
Phone ( ) County Date of Admission
area code (MM/DD/YYYY)

6. Are you enrolled in your state Medicaid program? [ 1Yes [1No

If YES, please provide your Medicaid number

7. Do you, on your own or through your spouse, have any health insurance other than Medicare, such as private insurance,
Workers’ Compensation, or VA benefits? [1Yes [1No

If YES, what kind of insurance do you have?

What is the name of your insurance?

8. Do you or does your spouse work? [1Yes [1No



PART 6 PLEASE READ AND SIGN ON PAGE 3

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

Highmark Blue Shield HMO, PPO, or Part D are Medicare Advantage Plans and have a contract with the Federal government. | will need to keep my Medicare Parts A and B.
| can be in only one Medicare Advantage plan at a time, and I understand that my enrollment in this plan will automatically end my enrollment in another Medicare health
plan. Itis my responsibility to inform you of any prescription drug coverage that | have or may get in the future. I understand that if | don't have Medicare prescription drug
coverage, or creditable prescription drug coverage (as good as Medicare’s), I may have to pay a late enrollment penalty if | enroll in Medicare prescription drug coverage

in the future. Enrollment in this plan is generally for the entire year. Once I enroll, I may leave this plan or make changes only at certain times of the year if an enrollment
period is available (example: annual enrollment period from October 15— December 7), or under certain special circumstances.

Highmark Blue Shield HMO, PPO, or Part D serve a specific service area. If | move out of the area that Highmark Blue Shield HMO, PPO, or Part D serves, I need to notify the
plan so | can disenroll and find a new plan in my new area. Once | am a member of Highmark Blue Shield HMO, PPO, or Part D, | have the right to appeal plan decisions
about payment or services if | disagree. | will read the Evidence of Coverage document from Highmark Blue Shield HMO, PPO, or Part D once | receive it to know which rules
I must follow to get coverage with this Medicare Advantage plan. | understand that people with Medicare aren't usually covered under Medicare while out of the country
except for limited coverage near the U.S. border.

| understand that, beginning on the date Highmark Blue Shield HMO, PPO, or Part D coverage begins, I must get all of my health care from Highmark Blue Shield HMO, PO,
or Part D, except for emergency or urgently needed services or out-of-area dialysis services. | understand that, beginning on the date Highmark Blue Shield HMO, PPO, or
Part D coverage begins, using services in network can cost less than using services out of network, except for emergency or urgently needed services or out-of-area dialysis
services. If medically necessary, Highmark Blue Shield HMO, PPO, or Part D provides refunds for all covered benefits, even if | get services out of network. Services authorized
by Highmark Blue Shield HMO, PPO, or Part D and other services contained in my Highmark Blue Shield HMO, PPO, or Part D Evidence of Coverage document (also known as
a member contract or subscriber agreement) will be covered. Without authorization, NEITHER MEDICARE NOR HIGHMARK BLUE SHIELD HMO, PPO, OR PART D
WILL PAY FOR THE SERVICES.

| understand that if | am getting assistance from a sales agent, broker, or other individual employed by or contracted with Highmark Blue Shield HMO, PPO, or Part D, the
employee may be paid based on my enrollment in Highmark Blue Shield HMO, PG, or Part D.

Release of Information:

By joining this Medicare health plan, | acknowledge that Highmark Blue Shield HMO, PPO, or Part D will release my information to Medicare and other plans as is necessary
for treatment, payment, and health care operations. | also acknowledge that Highmark Blue Shield HMO, PPO, or Part D will release my information, including my
prescription drug event data, to Medicare, who may release it for research and other purposes that follow all applicable Federal statutes and requlations. 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 the laws of the State where | live) on this application means that | have
read and understand the contents of this application. If signed by an authorized individual (as described above), 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 from Medicare.

PART6 ENROLLEE AUTHORIZATION — SIGNATURE

Enrollee Authorization

Signature Today'’s Date

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

Last Name First Name Middle Initial
Street/Apartment#
City State___ County Zip Code
Home Phone Number ( ) Relationship to Enrollee
area code

Please include a copy of your Power of Attorney paperwork.



Answering these questions is your choice. You can’t be denied coverage because you don't fill them out.

I
Please check one of the boxes below if you want us to contact you about receiving information in a language
other than English or in an accessible format:

L 1 would like to receive my materials in a language other than English
D | would like to receive my materials in an accessible format (Braille, Large Print, Data CD, Audio CD, etc.)

Please contact Highmark at 1-800-329-2792 if you need information in an accessible format or language other than English.
TTY users should call 711. Our office hours are:

October 1 - March 31 8 a.m. to 8 p.m., 7 days a week

April 1 - September 30 8 a.m. to 5 p.m., Monday - Friday

Highmark Blue Shield is a Medicare Advantage HVO, PPO, and/or Part D plan with a Medicare contract. Enrollment in these plans depends on contract renewal.

Benefits and/or benefit administration may be provided by or through the following entities, which are independent licensees of the Blue Cross Blue Shield Association: Highmark Inc. d/b/a
Highmark Blue Shield, Highmark Health Insurance Company, Highmark Choice Company or Highmark Senior Health Company.

All references to“Highmark”in this document are references to the Highmark company that is providing the member’s health benefits or health benefit administration and/or to one or more
of its affiliated Blue companies.



Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex, including sex stereotypes and gender identity. The Plan does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex assigned
at birth, gender identity or recorded gender. Furthermore, the Plan will not deny or limit coverage fo any
health service based on the fact that an individual’s sex assigned at birth, gender identity, or recorded gender
is different from the one to which such health service is ordinarily available. The Plan will not deny or limit
coverage for a specific health service related to gender transition if such denial or limitation results in
discriminating against a tfransgender individual. The Plan:

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

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

If you need these services, contact the Civil Rights Coordinator.

If you believe that the Plan has failed to provide these You can also file a civil rights complaint with the
services or discriminated in another way on the basis U.S. Department of Health and Human Services,
of race, color, national origin, age, disability, or sex, Office for Civil Rights electronically through the
including sex stereotypes and gender identity, you can Office of Civil Rights Complaint Portal, available
file a grievance with: at ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by

Civil Rights Coordinator mail or phone at:

P.O. Box 22492 U.S. Department of Health and Human Services
Pittsburgh, PA 15222 200 Independence Avenue, SW

Phone: 1-866-286-8295 (TTY: 711), Fax: 412-544-2475 Room 509F, HHH Building

Email: CivilRightsCoordinator@highmarkhealth.org Washington, D.C. 20201

. . . . Phone: 1-800-368-1019, 800-537-7697 (TDD)
You can file a grievance in person or by mail, fax,

or email. If you need help filing a grievance, the Civil Complaint forms are available at
Rights Coordinator is available to help you. hhs.gov/ocr/office/file/index.html

Pennsylvania, Delaware, West Virginia, and New York: 1-844-679-6930 (TTY:711)

ATTENTION: If you speak English, free language translation and interpretation services are available to you.
Appropriate auxiliary aids and services (such as large print, audio, and Braille) to provide information in
accessible formats are also available free of charge.

ATENCION: Si habla espariol, tiene a su disposicién servicios gratuitos de traduccién e interpretacién de
idiomas. También hay disponibles ayudas y servicios auxiliares adecuados (como letra grande, audio y
Braille) para proporcionar informacién en formatos accesibles sin cargo.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Ubersetzungs- und Dolmetscherdienste zur
Verfiigung. AuBerdem sind kostenlos entsprechende Hilfsmittel und Dienstleistungen (wie GroBdruck, Audio
und Blindenschrift) zur Bereitstellung von Informationen in barrierefreien Formaten erhdltlich.

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis tradiksyon ak entépretasyon aladispozisyon w gratis nan lang
ou pale a. Ed ak sévis siplemanté apwopriye (telke gwo lét, odyo, Braille) pou bay enfomasyon nan foma
aksesib yo disponib gratis tou.
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BHUMAHMWE: Ecnu Bel roBopuTe Ha pycckom a3bike, Bam gocTtynHel 6ecnnaTtHele ycnyrm nepeeoid HA gpyrom
A3bIK. TAK>Ke MPeaoCcTaBASAeTC AONONHUTENbHAS 6ECMIATHAS MOMOLLb U YCITYTM OTOBPAXEHUS MHPopMaALU B
BOCTYNHbIX dopmaTax (Hanpumep, KpynHbiM WpudToMm, Wwprdtom Bpaina nnu B Buge ayamosanucu).

ATTENZIONE: se parla italiano, sono disponibili servizi gratuiti di fraduzione e interpretariato. Sono inoltre
disponibili gratuitamente adeguati supporti e servizi ausiliari (ad esempio caratteri grandi, audio e Braille)
per fornire informazioni in formati accessibili.

ATTENTION : si vous parlez frangais, des services de fraduction et d’interprétation gratuits sont & votre
disposition. Vous pouvez aussi bénéficier gratuitement de I'accés a des outils et services auxiliaires appropriés
(affichage en gros caractéres, audio et le braille) dans des formats accessibles.

AKIYESI: Ti 0 bd nso &dé Yorubd, awon ise itumo ati dgbufo &dé wa ni arowotd 16féé fun 0. Awon ise itéju ati
iranlowo 16 ye (bii titewé nla, gbigbo ohun, atiiwé afju) lati pésé iwifinni ni awon ona irddye si wa pelu
|6féé.
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TN [VIYT JONNIRD YI'721V21X 'R Y'XRAINOI'N [7WOWIX X (7'V12 [IX R'TIR L,7INT YO'INA 'IFITR) OYO'INYO [IX [Y70'097'n
J7RXON [ID "D [YNIZRA IX KT
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CHU Y: Néu quy Vi néi ’riéng Viét, chung t6i c¢é dich vu bién dich va phién dich ngén ngly mién phi danh cho
quy vi. Chung 16i cling cung cép mién phi cdc dich vu va hé tro bd sung thich hgp (nhw ch in I&n, tép &m
thanh va chi ndi) dé cung cép théng tin & cdc dinh dang dé ’riép can.
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I IGHMARK

Because Life.”

Summary of Benefits

January 1, 2026 to December 31, 2026

Thank you for your interest in Freedom Blue PPO. Our plan is offered by Highmark
Senior Health Company, a Medicare Advantage Preferred-Provider Organization
(PPO). This Summary of Benefits tells you some features of our plan. It doesn’t list every
service that we cover or every limitation or every exclusion. You will receive a full list of
benefits with your Welcome Kit once you are enrolled. You can request an Evidence
of Coverage by calling Customer Service at 1-833-867-7966 (TTY users may call 711),
Monday - Friday, 8 a.m. - 4:30 p.m. ET.



You have choices in your health care.

As a Medicare beneficiary, you can choose from different Medicare options. One option is the
Original (fee-for-service) Medicare plan. Another option is a Medicare Advantage health plan,
like Freedom Blue PPO. You may have other options, too. You make the choice. No matter
what you decide, you are still in the Medicare program.

You may join or leave a plan only at certain times. Please call Freedom Blue PPO at the
telephone number listed at the end of this introduction or 1-800-MEDICARE (1-800-633-
4227) for more information. T'TY/TDD users should call 1-877-486-2048. You can call this
number 24 hours a day, seven days a week.

How can | compare my options?

You can compare Freedom Blue PPO and the Original Medicare plan using this Summary of
Benefits and visiting medicare.gov. For each benefit, you can compare what our plan covers
and what the Original Medicare plan covers.

Our members receive all of the benefits that the Original Medicare plan offers. We also offer
more benefits, which may change from year to year.

Where is Freedom Blue PPO available?

The service area for this plan varies. Please contact Freedom Blue PPO for more information.

Who is eligible to join Freedom Blue PPO?

You can join Freedom Blue PPO if you are entitled to Medicare Part A and enrolled in
Medicare Part B.
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More about Original Medicare:

If you want to know more about the coverage and costs of Original Medicare, look in your
current “Medicare & You” handbook. View it online at medicare.gov or get a copy by calling
1-800-MEDICARE (1-800-633-4227), 24 hours a day, seven days a week. T'TY users should
call 1-877-486-2048.

Can | choose my doctors?

Freedom Blue PPO has formed a network of doctors, specialists, and hospitals. You can use
any doctor who is part of our network. You may also go to doctors outside of our network.
The health providers within our network can change at any time. Also, the doctors and
hospitals available to you may vary, depending on where you reside. You can ask for a current
Provider Directory or, for an up-to-date list, visit us at medicare.highmark.com/home.
Click Find a Provider at the bottom of the page. Our Customer Service number is listed

at the end of this introduction.

What happens if | go to a doctor who's
not in our network?

You can go to doctors, specialists, or hospitals in or out of network. You may have to pay more
for the services you receive outside the network, and you may have to follow special rules prior
to getting services in and/or out of network.

Out-of-network/non-contracted providers are under no obligation to treat Freedom Blue PPO
members, except in emergency situations. For a decision about whether we will cover an out-

of-network service, we encourage you or your provider to ask us for a pre-service organization
determination before you receive the service. For a full list of cost sharing that applies to out-

of-network services, please see the Summary of Benefits included in this document. For more
information, please call the Customer Service number at the end of this introduction.
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What should | do if | have other insurance in addition
to Medicare?

If you have a Medigap (Medicare Supplement) policy, you must contact your Medigap issuer
to let them know that you have joined a Medicare plan. Call your Medigap issuer for details.

Does my plan cover Medicare Part B or Part D drugs?

Freedom Blue PPO does cover Medicare Part B prescription drugs. Freedom Blue PPO also
covers Medicare Part D prescription drugs.

Where can | get my prescriptions if | join this plan?

Freedom Blue PPO has formed a network of pharmacies. You must use a network pharmacy
to receive plan benefits. We may not pay for your prescriptions if you use an out-of-network
pharmacy except in certain cases. The pharmacies in our network can change at any time.
You can ask for a current pharmacy directory, or visit us at medicare.highmark.com/home.
Click Find a Provider at the bottom of the page. Our Customer Service number is listed at
the end of this introduction.

What is a prescription drug formulary?

Freedom Blue PPO uses a formulary. A formulary is a list of drugs covered by your plan to
meet patient needs. We may periodically add, remove, or make changes to coverage limitations
on certain drugs or change how much you pay for a drug.

If we make any formulary change that limits our members’ ability to fill their prescriptions,

we will notify the affected enrollees before the change is made. We will send a formulary to
you and you can see our complete formulary on our website at medicare.highmark.com/
resources/aep-formularies. If you are currently taking a drug that is not on our formulary
or subject to additional requirements or limits, you may be able to get a temporary supply of
the drug. You can contact us to request an exception or switch to an alternative drug listed on
our formulary with your physician’s help. Call us to see if you can get a temporary supply of the
drug or for more details about our drug transition policy.
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How can | get extra help with prescription
drug plan costs?

You may be able to get extra help for your prescription drug premiums and costs. To see if you
qualify for getting extra help, call:

* 1-800-MEDICARE (1-800-633-4227). TTY/TDD users should call 1-877-486-2048,
24 hours a day, seven days a week.

* The Social Security Administration at 1-800-772-1213 between 7 a.m. — 7 p.m.,
Monday — Friday. T'TY/TDD users should call 1-800-325-0778.

* Your state Medicaid office.

What are prescription drug care
management programs?

With your plan, certain clinical programs help ensure that your medications are prescribed and
dispensed the right way. They balance positive benefits to you and monitor certain prescription
drugs that could need special permissions or have quantity level limits. Overall, these programs
are designed to help keep you safe.

What are my protections in the plan?

All Medicare Advantage plans agree to stay in the Medicare program for a full year at a time.
Each year, the plans decide whether to continue for another year. Even if a Medicare Advantage
plan leaves the program, you will not lose Medicare coverage. If a plan decides not to continue,
it must send you a letter at least 90 days before your coverage will end. The letter will explain
your options for Medicare coverage in your area.
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As a member of Freedom Blue PPO, you have the right to request an organization
determination, which includes the right to file an appeal if we deny coverage for an item

or service, and the right to file a grievance. You have the right to request an organization
determination if you want us to provide or pay for an item or service that you believe should
be covered. If we deny coverage for your requested item or service, you have the right to
appeal and ask us to review our decision. You may ask us for an expedited (fast) coverage
determination or appeal if you believe that waiting for a decision could seriously put your life
or health at risk, or affect your ability to regain maximum function. If your doctor makes or
supports the expedited request, we must expedite our decision.

Finally, you have the right to file a grievance with us if you have any type of problem with us
or one of our network providers that does not involve coverage for an item or service. If your
problem involves quality of care, you also have the right to file a grievance with the Quality
Improvement Organization (QIO) for your state.

As a member of Freedom Blue PPO, you have the right to request a coverage determination,
which includes the right to request an exception, the right to file an appeal if we deny coverage
for a prescription drug, and the right to file a grievance. You have the right to request a
coverage determination if you want us to cover a Part D drug that you believe should be
covered. An exception is a type of coverage determination. You may ask us for an exception if
you believe you need a drug that is not on our list of covered drugs or believe you should get

a non-preferred drug at a lower out-of-pocket cost. You can also ask for an exception to cost
utilization rules, such as a limit on the quantity of a drug.

If you think you need an exception, you should contact us before you try to fill your
prescription at a pharmacy. Your doctor must provide a statement to support your exception
request. If we deny coverage for your prescription drug(s), you have the right to appeal and ask
us to review our decision.

Finally, you have the right to file a grievance if you have any type of problem with us or one
of our network pharmacies that does not involve coverage for a prescription drug. If your
problem involves quality of care, you also have the right to file a grievance with the Quality
Improvement Organization (QIO) for your state.
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What is a medication therapy
management (MTM) program?

A medication therapy management (MTM) program is a free service we may offer. You may
be invited to participate in a program designed for your specific health and pharmacy needs.
You may decide not to participate, but it is recommended that you take full advantage of this
covered service if you are selected. Contact Freedom Blue PPO for more details.

What type of drugs may be covered under
Medicare Part B?

Some outpatient prescription drugs may be covered under Medicare Part B. These may
include, but are not limited to, the following types of drugs. Contact Freedom Blue PPO for
more details.

* Some antigens: If they are prepared by a doctor and administered by a properly instructed
person (who could be the patient) under doctor supervision.

* Osteoporosis drugs: Injectable drugs for osteoporosis for certain women with Medicare.

» Erythropoietin (Epoetin Alfa or Epogen®): By injection if you have end stage renal disease
(permanent kKidney failure requiring either dialysis or transplantation) and need this drug to
treat anemia.

* Hemophilia clotting factors: Self~-administered clotting factors if you have hemophilia.

* Injectable drugs: Most injectable drugs administered during a physician’s visit.

* Immunosuppressive drugs: Immunosuppressive drug therapy for transplant patients if the
transplant was paid for by Medicare, or paid by a private insurance that paid as a primary
payer to your Medicare Part A coverage, in a Medicare-certified facility.

* Some oral cancer drugs: If the same drug is available in injectable form.

* Oral anti-nausea drugs: If you are part of an anti-cancer chemotherapeutic regimen.

* Inhalation and infusion drugs provided through durable medical equipment (DME).
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Questions about drug coverage?
Call 1-866-456-7739, Monday — Friday, 8 a.m. — 4:30 p.m. (T'TY call 711).

Where can | find information on plan ratings?

The Medicare program rates how well plans perform in different categories (for example,
detecting and preventing illness, ratings from patients, and customer service). If you have
access to the web, you may use the web tools on medicare.gov to compare the plan ratings
of Medicare plans in your area. You can also call us directly at 1-800-550-8722 to obtain a
copy of the plan ratings for this plan. TTY users call 711.

Please call Highmark Senior Health Company for more information about this plan or visit us
at medicare.highmark.com/home.

Current members

Call 1-866-918-5285 for questions related to the Medicare Advantage program or Medicare
Part D Prescription Drug program (T'TY/TDD: 711), seven days a week, 8 a.m. — 8 p.m. ET.

Prospective members

Call 1-866-456-7739 for questions related to the Medicare Advantage or Medicare Part D
Prescription Drug program (T'TY/TDD: 711), Monday — Friday, 8 a.m. — 4:30 p.m. ET.

For more information about Medicare, call 1-800-MEDICARE (1-800-633-4227).
T'TY users should call 1-877-486-2048. You can call 24 hours a day, seven days a week.
Or, visit medicare.gov.

If you have special needs, this document may be available in other formats such as Braille, large
print, or other alternate formats. This document may be available in a non-English language.
For additional information, call Customer Service at the phone number listed above.
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The Penn State University

0178428
2026 Freedom Blue PPO (PA) Summary of Benefits
In-Network Out-of-Network

Important Information

You may pay a premium each month to your retiree/employer group/trust fund. In addition, you keep
paying your Medicare Part B premium.

Premium and Other Important Most people will pay the standard monthly Part B premium. However, some people will pay a higher

Information premium because of their yearly income. For more information about Part B premiums based on
income, visit www.medicare.gov/part-d/costs/premiums/drug-plan-premiums.html or call Medicare at
1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. You may also call
Social Security at 1-800-772-1213. TTY users should call 1-800-325-0778.

Plan Deductible $250

Combined In and Out-of-Network
Out-of-Pocket Maximum $1,000
(does not include Part D Drugs)

Covered Medical and Hospital Benefits

Notes: Services with a 1 may require prior authorization.

Inpatient Hospital Care’

(includes Substance Abuse and
Rehabilitation Services)

Our plan covers an unlimited number of You pay: 0% coinsurance for each stay. You pay: 0% coinsurance for each stay.
days for an inpatient hospital stay.

Except in an emergency, your doctor must

tell the plan that you are going to be

admitted to the hospital.

. . You pay: 0% coinsurance Outpatient Hospital You pay: 0% coinsurance Outpatient Hospital
H Il A | . .
Xl osglta AL 7 You pay: 0% coinsurance Ambulatory Surgery You pay: 0% coinsurance Ambulatory Surgery
Surgery Center Center Center
Doctor Office Visits You pay: $20 copay Primary Care physician

. You pay: $20 copay Primary Care physician visit ..
Office visit copays do not apply to the You pay: $30 copay Specialist visit visit S
annual deductible if applicable You pay: $30 copay Specialist visit

You pay: $0 copay

Our plan covers many preventive services, including: Abdominal Aortic Aneurysm screening, Alcohol
misuse counseling, Bone Mass Measurement, Breast cancer screening (mammogram), Cardiovascular
disease (behavioral therapy), Cardiovascular screenings, Cervical and Vaginal Cancer screening,
Colorectal Cancer screening (Colonoscopy, Fecal occult blood test, Flexible sigmoidoscopy),
Depression screening, Diabetes screening, HIV screening, Medical nutrition therapy services, Obesity
screening and counseling, Prostate cancer screenings (PSA), Sexually transmitted infections screening
and counseling, Tobacco use cessation counseling (counseling for people with no sign of tobacco-
related disease), Vaccine, including Flu shots,Hepatitis B shots, Pneumococcal shots, "Welcome to
Medicare" preventive visit (one-time), Yearly "Wellness" visit

Preventive Services

Any additional preventive services approved by Medicare during the contract year will be covered.
If the doctor provides you additional services, separate doctor office visit cost sharing may apply.
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Emergency Care
You may go to any emergency room if you

reasonably believe you need emergency
care.

Urgent Care

This is not emergency care

Diagnostic Tests, Lab, Radiology
Services'
Such as MRIs and CT Scans and X-rays

Hearing Services

Medicare covered exam to diagnose and
treat hearing and balance issues

Hearing Services

Routine exam up to 1 every year. Cost
sharing is not applied to the Combined In
and Out-of-Network Out-of-Pocket
Maximum.

Dental Services'

Preventive dental services (such as
cleaning) not covered
Authorization rules may apply for
Medicare-covered accidental dental
services.

Vision
Medicare covered exam to diagnose and

treat diseases and conditions of the eye
(including yearly glaucoma screening)

Mental Health Care’

Inpatient visit: Covered services include
mental health care services that require a
hospital stay. There is a 190-day lifetime
limit for inpatient services in a psychiatric
hospital. The 190-day limit does not apply

to inpatient mental health services provided

in a psychiatric unit of a general hospital.

Office visit copays do not apply to the
annual deductible.

You pay: $150 copay for each emergency room visit.

Worldwide coverage for emergency and urgently needed care.

If you are admitted to the hospital within 3-day(s) for the same condition, your copay is waived for

the emergency room visit.

You pay: $50 copay

You pay: 0% coinsurance for lab/diagnostic
services in a physicians office or independent lab.

You pay: 0% coinsurance for lab/diagnostic
services in an outpatient facility.

You pay: 0% coinsurance for standard imaging
services

You pay: 0% coinsurance for advanced imaging
services.

You pay: 0% coinsurance for therapeutic radiology
services.

You pay: $30 copay

You pay: $30 copay

$499 per aid per year for TruHearing Advanced
$799 per aid per year for TruHearing Premium.

Medicare covered dental benefits you pay: $30
copay.

You pay: $30 copay

$200 benefit maximum applies to upgrades to post
cataract surgery eyewear that are not medically
necessary. Benefit maximum is available following
cataract surgery once per operated eye.

Inpatient stay you pay: 0% coinsurance

Outpatient individual/group therapy visit for other
mental health care services you pay: $30 copay

Outpatient individual therapy visit with a
psychiatrist you pay: $30 copay
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*Services with a 1 may require prior authorization

You pay: 0% coinsurance for lab/diagnostic
services in a physicians office or independent
lab.

You pay: 0% coinsurance for lab/diagnostic
services in an outpatient facility.

You pay: 0% coinsurance for standard imaging
services

You pay: 0% coinsurance for advanced imaging
services.

You pay: 0% coinsurance for therapeutic
radiology services.

You pay: $30 copay

You pay: $30 copay

$500 allowance for hearing aids every 3 years
from any other provider.

Medicare covered dental benefits you pay: $30
copay.

You pay: $30 copay

$200 benefit maximum applies to upgrades to
post cataract surgery eyewear that are not
medically necessary. Benefit maximum is
available following cataract surgery once per
operated eye.

Inpatient stay you pay: 0% coinsurance
Outpatient individual/group therapy visit for
other mental health care services you pay: $30
copay

Outpatient individual therapy visit with a
psychiatrist you pay: $30 copay



You pay: 0% coinsurance per admission for days 1- You pay: 0% coinsurance per admission for
100. days 1-100.

No prior hospital stay is required. No prior hospital stay is required.

Skilled Nursing Facility (SNF)1
Medicare-certified skilled nursing facility

You pay: $30 copay for Medicare-covered Physical ~You pay: $30 copay for Medicare-covered

. 1
Physical Therapy Therapy visits. Physical Therapy visits.

1

Ambulance Services Emergency - You pay: $100 copay

) ) You pay: $100 copay
Medically necessary ambulance services Non-Emergency - You pay: 10% coinsurance

Transportation (Routine)1

Combined 24 one way trips. Transportation

related to continued acute care after You pay: $10 copay per trip.
discharge does not apply towards the trip

limit.

You pay: 50% coinsurance for out-of-network
transportation services.

Part B Drugs1

Durgs covered under Medicare Part B. See
Section 1 for more Information on Medicare

Part B Drugs. You pay: 0% coinsurance You pay: 0% coinsurance

Part B covers Immunosuppressive drugs,

Oral chemotherapy drugs, Physician

administered injectables, Nebulizer drugs

and other Part B drugs.

Acupuncture

Medicare-covered Acupuncture visits up to  You pay: $30 copay for Medicare-covered You pay: $30 copay for Medicare-covered
12 visits in 90 days for chronic low back ~ Acupuncture visits. Acupuncture Visits.

pain.

Chiropractic care'

Medicare-covered chiropractic visits are for

manual manipulation of the spine to correct ~YOU Pay: $20 copay You pay: $20 copay
subluxation (a displacement or

misalignment of a joint or body part)

Diabetes Supplies and Services'

: : You pay: 0% coinsurance
includes coverage for glucose monitors, test pay: 0%

strips, lancets, screening tests, self- Diabetes self-management training you pay: $0. You pay: 10% coinsurance
.« . . . (1)

management training, retinal If the doctor provides you additional services,

exam/glaucoma test, and foot separate doctor office visit cost sharing may apply.

exam/therapeutic soft shoes.

You pay: 0% coinsurance for durable medical You pay: 10% coinsurance for durable medical

Durable Medical Equipment’ . :
equipment. equipment.

Includes wheelchairs, prosthetics, oxygen, . .
5 o You pay: 0% coinsurance for oxygen and oxygen You pay: 10% coinsurance for oxygen and

etc. . .
supplies. oxygen supplies.
Foot Care (podiatry services)
Medicare f:overed exam -Foot exams and You pay: $30 copay You pay: $30 copay
treatment if you have diabetes-related nerve
damage and/or meet certain conditions.
Home Health Care’ You pay: 0% coinsurance You pay: 0% coinsurance
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Outpatient Rehabilitation’
Cardiac Rehabilitation

Occupational Therapy, Physical
Therapy, Speech and Language
Therapy

Over the Counter Drug Allowance
Renal Dialysis

Services To Treat Kidney Disease

Wellness/Education and Other
Supplemental Benefits & Services

Hospice

You pay: $0 copay for Cardiac (heart)
Rehabilitation services.

You pay: $30 copay for Medicare-covered
Occupational, Physical, Speech and Language
Therapy visits.

Not Covered
You pay: $0 copay

The plan covers the following supplemental
education/wellness programs: Nationwide Fitness
Network Membership/Fitness Classes

You pay: $0 copay for Cardiac (heart)
Rehabilitation services.

You pay: $30 copay for Medicare-covered
Occupational, Physical, Speech and Language
Therapy visits.

You pay: 10% coinsurance

You pay: 50% of the cost for out-of-network
health/wellness services after a $500 deductible.

You pay: $0 copay for hospice care from a Medicare-certified hospice. You may have to pay part of
the costs for drugs and respite care. Hospice is covered outside of our plan. Please contact us for more

details.
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You pay the following until you reach the True Out of Pocket (TrOOP) costs threshold of $2,100.
Deductible - $0

You may have cost sharing for drugs that are covered under Medicare Excluded Part D

Formulary Type Incentive
Up to 100 Day Supply
: Tier 1 & 2
Tier il (Bl STl Up to 90 Day Supply
Tier 3 & 4
Tier 1 (Preferred Generic Drugs) $12 copay $36 copay
Network Retail Pharmacy Tier 2 (Generic Drugs) $12 copay $36 copay
Tier 3 (Preferred Brand Drugs and
Generics) $35 copay $105 copay
Tier 4 (Non-Preferred Drugs) $65 copay $195 copay
Initial Coverage g:;;iisfﬁglglrtznil;lgs consist of both $65 copay Not Avaliable
Tier Up to 100 Day Supply Tier 1 & 2
Up to 90 Day Supply Tier 3 & 4
Tier 1 (Preferred Generic Drugs) $24 copay
Tier 2 (Generic Drugs) $24 copay
eIl Tier 3 (Preferred Brand Drugs and $40 copa
Generics) copay
Tier 4 (Non-Preferred Drugs) $100 copay

Tier 5 (Specialty drugs consist of both

Generic and Brand) $65 copay for a 31 day limit supply

After reaching the True Out of Pocket (TrOOP) costs, there is $0 member cost sharing for covered Part D drugs in the catastrophic
Catastrophic coverage phase, including for covered insulin products and Part D vaccinations.

Coverage
You many have cost sharing for drugs that are covered under Medicare Excluded Part D drug rider.

Important Message If you have prescription cost sharing more than $35/month - What You Pay for Insulin — The maximum copayment for a one-
month supply of covered insulin products is $35, no matter what cost-sharing tier it is on or if you have not met your Rx deductible (if applicable).

For questions about this plan's benefits or costs, please contact Freedom Blue PPO (PA). Call 1-866-456-7739, (TTY users call 711), Monday through Friday, between 8 a.m. and
4:30 p.m. ET. Please have Reference Code 26FB0178428 ready when you call.
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Important Information about Certain Medicare Excluded Prescription Drugs

The following is a list of Medicare Part D excluded drugs covered under your plan. The cost sharing
for these drugs is Generic-Tier 2 and Brand-Tier 4 listed in your plan documents.

Drug Name Requirements/Limits
Caverject Vial (ea) 20 mcg and 40 mcg QL (0.2 EA per 1 day), *, +
Caverject Kit 10 mcg and 20 mcg QL (0.2 EA per 1 day), *, +
Cialis Tablet 2.5 mg QL (2 EA per 1 day), *, +
Cialis Tablet 5 mg QL (1 EA per 1 day), *, +
Cialis Tablet 10 mg and 20 mg QL (0.2 EA per 1 day), *, +
Drisdol 1.25 MG (50,000 Unit) *

Edex Kit 10 mcg, 20 mcg and 40 mcg QL (0.2 EA per 1 day), *, +
Ergocal Ciferol 1.25 mg *,+

Folic Acid Tablet 1 mg *, +

IFE-BIMIX 30/1 150-5 MG/5 ML QL (0.2 EA per 1 day), *, +
[FE-PG20 100 MCG/5 ML VIAL QL (0.2 EA per 1 day), *, +
Levitra Tablet 2.5 mg, 5 mg, 10 mg and 20 mg | QL (0.2 EA per 1 day), *, +
Muse Suppository, Urethral 125 mcg QL (0.2 EA per 1 day), *, +
Muse Suppository, Urethral 250 mcg QL (0.2 EA per 1 day), *, +
Muse Suppository, Urethral 500 mcg QL (0.2 EA per 1 day), *, +
Muse Suppository, Urethral 1000 mcg QL (0.2 EA per 1 day), *, +
PAPAVRN 30 MG-PHENTO 1 MG/ML QL (0.2 EA per 1 day), *, +

PPVRN 12MG-PHNT IMG-ALPR 10MCG | QL (0.2 EA per 1 day), *, +
PPVRN 30MG-PHNT 1MG-ALPR 20MCG QL (0.2 EA per 1 day), *, +
Promethazine HCL/Codeine Syrup 6.25-10/5 | *, +

Promethazine DM Syrup 6.25-15/5 A+
Sildenafil 25 MG, 5S0MG and 100 MG TABLET|QL (0.2 EA per 1 day), *, +
Staxyn Tablet, Disintegrating 10 mg QL (0.2 EA per 1 day), *, +
Stendra Tablet 50 mg, 100 mg and 200 mg * o+

Tadalafil 2.5 MG TABLET QL (2 EA per 1 day), *, +
Tadalafil 5 MG TABLET QL (1 EA per 1 day), *, +
Tadalafil 10 MG and 20 MG TABLET QL (0.2 EA per 1 day), *, +
TRI-MIX 150 MG-5 MG-50 MCG VL QL (0.2 EA per 1 day), *, +
Viagra Tablet 25 mg, 50 mg and 100 mg QL (0.2 EA per 1 day), *, +
Vitamin D2 1.25MG(50,000 UNIT) * 4+

Vitamin D2 50 MCG (2,000 UNIT) * 4+

+ - This prescription drug is not normally covered in a Medicare Prescription Drug Plan. The amount
you pay when you fill a prescription for this drug does not count towards your total drug costs (that
is, the amount you pay does not help you quality for catastrophic coverage). In addition, if you are
receiving extra help to pay for your prescriptions, you will not get any extra help to pay for this
drug.

You can find information on what the symbols and abbreviations on this table mean by going to
page 10 of the formulary.

- 60
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This information is not a complete description of benefits. Call 1-866-456-7739 (TTY users may call 711) for
more information.

Highmark Blue Shield is a Medicare Advantage HMO, PPO, and/or Part D plan with a Medicare contract.
Enrollment in these plans depends on contract renewal.

Benefits and/or benefit administration may be provided by or through the following entities which are independent
licensees of the Blue Cross Blue Shield Association: Highmark Inc. d/b/a Highmark Blue Shield, Highmark Health
Insurance Company, Highmark Choice Company or Highmark Senior Health Company.

All references to “Highmark” in this document are references to the Highmark company that is providing the
member’s health benefits or health benefit administration and/or to one or more of its affiliated Blue companies.

Out-of-network/non-contracted providers are under no obligation to treat Freedom Blue PPO members except
in emergency situations. Please call our customer service number or see your Evidence of Coverage for more
information, including the cost-sharing that applies to out-of-network services.

Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex, including sex stereotypes and gender identity. The Plan does not exclude
people or treat them differently because of race, color, national origin, age, disability, or sex assigned at birth,
gender identity or recorded gender. Furthermore, the Plan will not deny or limit coverage to any health service
based on the fact that an individual’s sex assigned at birth, gender identity, or recorded gender is different from
the one to which such health service is ordinarily available. The Plan will not deny or limit coverage for a specific
health service related to gender transition if such denial or limitation results in discriminating against a transgender
individual. The Plan:

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

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

If you need these services, contact the Civil Rights Coordinator.

If you believe that the Plan has failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, including sex stereotypes and gender identity, you can file a grievance
with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh, PA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-
2475, email: CivilRightsCoordinator@highmarkhealth.org. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, the Civil Rights Coordinator is available to help you. You can also file a
civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically
through the Office for Civil Rights Complaint Portal, available at

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

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

Room 509F, HHH Building

Washington, D.C. 20201

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

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

Pennsylvania, Delaware, West Virginia, and New York: 1-844-679-6930 (TTY: 711)

We have free interpreter services to answer any questions you may have about our health or drug plan. To get an
interpreter, just call the number provided for your state of residence. Someone who speaks English can help you.

This is a free service.

Tenemos servicios gratis de interpretacion para responder cualquier pregunta que pueda tener sobre nuestro plan médico o de
medicamentos. Para obtener un intérprete, simplemente llame al nimero correspondiente a su estado de residencia. Alguien que
hable espafiol puede ayudarlo. Este servicio es gratis.
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Mayroon kaming mga libreng serbisyo ng interpreter para sagutin ang anumang tanong na posibleng mayroon ka tungkol sa
aming planong pangkalusugan o plano sa gamot. Para kumuha ng interpreter, tawagan lang ang numerong ibinigay para sa
estadong tinitirhan mo. May taong nagsasalita ng Tagalog na makakatulong sa iyo. Isa itong libreng serbisyo.

Nous disposons de services d'interprétation gratuits pour répondre a toutes les questions que vous vous posez sur notre régime
d'assurance maladie ou d'assurance médicaments. Pour obtenir les services d'un interpréte, il vous suffit d'appeler le numéro
correspondant a votre Etat de résidence. Une personne parlant francais pourra vous aider. Ce service est gratuit.

Chung téi cung cap dich vu théng dich mién phi dé gidi dap moi thdc méc clia quy vi vé chuong trinh stic khde hodc thuéc cda
chiing téi. D& c6 thong dich vién, chi can goi s6 dugc cung cap cho ti€u bang cu trd clia quy vi. Ai d6 néi Tiéng Viét cé thé giup
quy vi. Day la dich vu mién phi.
Wir verfligen liber kostenlose Dolmetschdienste, damit Sie alle eventuellen Fragen zu unserer Krankenversicherung oder zur
Medikamenten-Zusatzversicherung kldaren kénnen. Rufen Sie hierzu einfach die Nummer fiir den Bundesstaat an, in dem Sie Ihren
Wohnsitz haben. Jemand, der Deutsch spricht, wird Ihnen behilflich sein. Dies ist ein kostenloser Service.
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Mol npepocrtaBnaem 6ecnnaTHble yanyrmn ycTtHoOro nepesoja, yTOo6BI NOMOYb Bam nony4ynTb OTBETbI Ha nobble BOMPOChI,
KOTOpble MOTYT Y BaC BO3HUKHYTb B OTHOLUEHWN Hallero MmegnumMHCKOro rnjiaHa ninu ninaHa JiekapCTBeHHbIX NpenapaTos. YT100bI
3aKa3aTb ycnyrun nepeBsourka, NpoCTo NO3BOHUTE MO HOMEPY, YKa3aHHOMY ANA WTaTa, B KOTOPOM Bbl NPOXKNBAETE. OauH n3
Halnx nepeBogvynKosB, cneumanvsagyuen KOTOPOro ABNAeTCA pyCCKVIVI A3blK, MOMOXeT BaM. JTa ycnyra

npenoctaBnAeTCcA 6ecnnaTHo.
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Disponiamo di servizi di interpretariato gratuiti per rispondere a ogni sua domanda riguardo al suo piano sanitario o farmaceutico.

Per ottenere l'assistenza di un interprete, chiami il numero fornito per il suo stato di residenza. Qualcuno che parla italiano la
aiutera. Il servizio & gratuito.

Temos servicos de interpretagao gratuitos para esclarecer suas duvidas sobre nosso plano de saide ou de medicamentos. Para
contar com um intérprete, ligue para o nimero fornecido para o seu estado de residéncia. Alguém que fale Portugués pode ajudar
vocé. Este é um servigo gratuito.

Nou gen sevis entepretasyon gratis pou reponn ak nenpot kesyon ou ta ka genyen sou plan asirans sante oswa medikaman nou
an. Pou jwenn yon enteprét ede w, senpleman rele nimewo ki koresponn ak Eta kote w rete a. Yon moun ki pale Kreyol Ayisyenap
ede w. Sevis sa a gratis.

Dysponujemy darmowymi ustugami ttumaczeniowymi, dzieki ktérym moze Pan/Pani uzyska¢ odpowiedzi na pytania dotyczace
naszego planu zdrowia lub lekéw. Aby uzyska¢ pomoc ttumacza, wystarczy zadzwoni¢ pod numer podany dla stanu, w ktérym
Pan/Pani mieszka. Ktos, kto zna jezyk polsku, moze Panu/Pani pomdc. Ta ustuga jest darmowa.
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Because Life.”
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Understanding your drug formulary

Getting to know the basics about your drug formulary can help save you money —
and headaches — when it’s time to get a prescription filled. That’s why we’ve created
this helpful guide to answer some of the most commonly asked questions.

What is a formulary?

The formulary is a list of FDA-approved prescription
drugs and selected over-the-counter medications.
The drugs on the formulary are divided into major
categories, depending on the medical condition they
are used to treat.

Got it. So what are the categories?
Highmark’s drug formulary is divided into

three categories:

1. Performance

2. Venture

3. Incentive

All of our 2026 plans use the Performance Formulary,
Venture Formulary, or Incentive Formulary. For a

complete list of every drug that’s covered, you should
refer to your plan’s specific formulary.

How do | find my plan’s
specific formulary?

There are two ways to find the list of drugs covered
under your plan’s specific formulary:

Option 1:
Search for a drug at Medicare.Highmark.com.

You can use our search tool to find a specific drug.
All you need to do is complete four simple steps:

1. Visit Medicare.Highmark.com

2. Scroll to the bottom of the page and click the
Find a Prescription Drug option.

3. Enter your ZIP code.

4. Search for your plan under the listed formularies.
Your formulary type can be found in the Summary of
Benefits on the Part D Prescription Drug Benefits page.

5. Select the link to view the formulary.

Option 2:
Get a hard copy of your drug list in the mail.

To request a printed copy of your plan’s formulary,
call the Highmark number below.

And remember, if you have questions, you can always call Highmark
at 1-866-456-7739 (TTY users call 711), Monday - Friday, 8 a.m. — 4:30 p.m.

“HIGHMARK ¥

Because Life.”

MyHighmark.com
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Because Life.”

Highmark Blue Shield is a Medicare Advantage HMO, PPO, and/or Part D plan with a Medicare contract. Enroliment in
these plans depends on contract renewal.

Benefits and/or benefit administration may be provided by or through the following entities, which are independent
licensees of the Blue Cross Blue Shield Association:

Central and Southeastern PA: Highmark Inc. d/b/a Highmark Blue Shield, Highmark Health Insurance Company,
Highmark Choice Company or Highmark Senior Health Company.

All references to “Highmark” in this document are references to the Highmark company that is providing the member’s
health benefits or health benefit administration and/or to one or more of its affiliated Blue companies.

The pharmacy network may change at any time. You will receive notice when necessary. This information is not a
complete description of benefits. Contact the plan for more information. Limitations, copayments, and restrictions
may apply. Benefits, premiums and/or copayments/coinsurance may change on January 1 of each year.

EGHP_25_5956_C 07/25 MX5064100
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Network provider information

Here’s how choosing an out-of-network doctor
or hospital could mean you pay more.

While you’re close to home, you have access to care through your
local network. Use in-network Medicare providers to get care,
or you could pay extra. Please refer to the Summary of Benefits

included in this document for benefits and cost sharing.

If you’re traveling outside of your county or across the country,

you also have access to care from thousands of other participating
Blue Shield Medicare Advantage PPO doctors, hospitals, and other
professional providers. If you get care from them, you’re covered at

the same in-network rates too.

And if you happen to be in a county without a participating MA
PPO plan, not to worry. You’ll pay those same in-network rates.
Just remember, that provider has to accept Medicare. If not, the

cost of care won’t be covered.

So, you’re covered at home, and away —
at lots of high-quality providers.

If you need help finding an in-network
provider, reach out and we’'ll help.

Call <1-866-456-7739> (TTY dial 711),
Monday - Friday, 8 a.m. — 4:30 p.m.
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Get help with the ins and outs

Highmark can do it all.

Whether you need Medicare questions answered, your preventive
care services explained, or help finding an in-network provider,

Just call 1-866-456-7739 (TTY/TTD call 711), Monday - Friday, 8 a.m. — 4:30 p.m.

If you need to find an in-network provider or facility, you can always use our
searchable online directory:

1.

2

3

4.

5

Visit Medicare.Highmark.com.

. Click Find a Provider at the bottom of the page.

Enter ZIP Code and County.
Choose a location and plan.

Enter an Address, City or ZIP Code.

6. Enter your Alpha Prefix if you are a member or Browse list of plans.

N

Select a plan.

Medical

Click Doctors by name or specialty; OR
Places by name or type.

Vision

For more information and to find a provider near
you, visit DavisVision.com or contact Davis
Vision at 1-800-999-5431 (T'TY 711), Monday

— Friday, 8 a.m. — 11 p.m., Saturday, 9 a.m. — 4
p.m., and Sunday, noon — 4 p.m.

“HIGHMARK @

Because Life”

Dental
Scroll down to Find a dentist and click
Get Started.

Pharmacy

Scroll down to Find a Pharmacy and click
View Pharmacy Network. Then scroll down
again under Find Care and click Find a
Pharmacy to locate your Pharmacy Network.

As a Freedom Blue PPO member, you’re covered

for urgent and emergency care worldwide.



Davis Vision, Inc. is a separate company that administers
Highmark vision benefits.

Highmark Blue Shield is a Medicare Advantage HMO,
PPO, and/or Part D plan with a Medicare contract.
Enrollment in these plans depends on contract renewal.

Benefits and/or benefit administration may be
provided by or through the following entities, which are
independent licensees of the Blue Cross Blue Shield
Association:

Central and Southeastern PA: Highmark Inc. d/b/a
Highmark Blue Shield, Highmark Health Insurance
Company, Highmark Choice Company or Highmark
Senior Health Company.

All references to “Highmark” in this document are
references to the Highmark company that is providing
the member’s health benefits or health benefit

<i administration and/or to one or more of its affiliated
: IGHMARK Blue companies.

Because Life.” EGHP_25_3561_M 09/25 MX5046200
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Extra perks to get care,
get answers, and stay healthier.

BLUES ON CALLSM
Answers from a health pro, 24/7.

Medical concerns during off hours? Just call
1-888-BLUE-428 (T'T'Y users call 711) to get
support from a registered nurse or a health coach
anytime and put your worries to bed.

TRAVEL BENEFITS (PPO)
Coverage that travels with you.

With shared access to many Blue Plans’ Medicare
Advantage networks across the country, you don’t
have to worry about finding in-network coverage
away from home. Happy trails.

FITNESS
Exercise and wellness
membership.

Stay active with access to over 13,000 gyms and
studios across the country, plus a large library of
digital fitness classes. Visit medicare.highmark.
com. Click Learn, enter your ZIP code, then click
Plan Perks and Services and then Highmark
Fitness. Or, call us at <1-866-456-7739> (TTY
users call 711).

NO REFERRALS
No referrals, no red tape.

Lose the time-wasting of going to an appointment

just to get another appointment. See the in-network

doctors you want to see. No hoops, no hoopla.

REWARDS
Get rewarded for taking care
of yourself.

To learn about preventive-care-based reward
and wellness card programs available to all
Highmark Medicare Advantage members,

visit medicare.highmark.com. Click Learn,
enter your ZIP code, then click Plan Perks and
Services and then Wellness Plans and Rewards.

VIRTUAL VISITS
Face-to-face with a doctor, 24/7.

Need to see a doctor but can’t leave home?

Get a diagnosis, treatment plan, or prescription
anytime, right from your phone or computer.
Just call 1-866-883-7358 (‘T'TY users call 711).

HIGHMARK HOUSE CALLS
Once-a-year, in-home
health review.

Get a general wellness exam, suggestions for
screenings or other tests, and a medicine review.
Call us at <1-866-456-7739> (TTY users

call 711) to schedule a house call or visit
medicare.highmark.com. Click Learn, enter
your ZIP code, then click Plan Perks and
Services and then Highmark House Calls.
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Questions about your plan?

We have answers.

Is my plan a Medicare
Supplement?

No. Your plan is a Medicare Advantage PPO,
not a Medicare Supplement. This means

you have all the benefits of Medicare, plus
extra perks.

What’s included in my plan?

All Medicare benefits are covered, such

as annual checkups, immunizations, and
screenings. You may also have extra perks,
like routine hearing and eye exams, hearing
aids, eyeglasses or contact lenses, and
prescription drug coverage. Please refer to
the Summary of Benefits included in this
kit for benefits and cost sharing. With your
PPO plan, you can choose your doctors
and hospitals, either in or out of network.
And you don’t need referrals.

Take a look at the Summary of Benefitsor
more details on limitations, copayments,
and coinsurance.

Will | receive high-quality care?

Absolutely. We carefully screen our health
care providers before they join our network.

Each provider is evaluated by our medical
review committee and must meet strict
criteria. We take these steps regularly

to ensure we continue offering high-
quality care.

Am | still covered by Original
Medicare Parts A and B?

Yes. You still have Medicare coverage,
but now it’s through your plan. You don’t
pay Original Medicare deductibles and
coinsurance, and you have extra benefits
and services. You’ll continue to pay your
Medicare Part B premium, and you’ll pay
a copayment or coinsurance for certain
network services and out-of-network care.

Am | affected by IRMAA?

Fewer than 5% of Medicare members

are affected by IRMAA, Medicare’s
income-related monthly adjustment
amount. If your modified adjusted gross
income (MAGI) as reported on your IRS
tax return is above a certain amount, you
will pay an extra amount in addition to
your monthly plan premium. For more
information on the extra amount you may
have to pay based on your income, visit
medicare.gov/basics/costs/medicare-costs.

What if | decide to drop my
coverage later?

Before you disenroll, be sure to talk with
Customer Service and follow the
disenrollment steps outlined by your former
employer or trust fund. If you drop coverage
outside of an open enrollment period,

you may be able to switch to a Medicare
Supplement plan.
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Health care lingo, translated.

When you’re reviewing your plan, you're bound to see certain terms over and

over. Here’s a cheat sheet for a few of the most important ones.

PREMIUM

The monthly amount you
pay to have coverage, in
addition to your Medicare
Part B premium.

OUT-OF-NETWORK
PROVIDER

A doctor or hospital that
usually charges more than
your plan allowance for
the same services.

COPAY

The set amount you pay
for a covered service. For
example, it could be $20
for a doctor visit or $30
for a specialist.

COINSURANCE

The percentage owed for
some covered services.
For example, if your plan
pays 80%, you pay 20%.

PLAN ALLOWANCE

The set amount your
plan will pay for a health
service, even if your
provider bills for more.

IN-NETWORK
PROVIDER

A doctor or hospital that
charges no more than
your plan allowance
amount for their services.

MAXIMUM
OUT-OF-POCKET

The most you’d pay for
covered care. If you hit
this amount, your plan
pays 100% after that.
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IMPORTANT INFORMATION: -
Official US.
Government
2026 Medicare Star Ratings : Cn a s
Medicare
Inforn’]ation CENTERS FOR MEDICARE & MEDICAID SERVICES

Highmark Blue Cross Blue Shield or Highmark Blue Shield - H3916

For 2026, Highmark Blue Cross Blue Shield or Highmark Blue Shield - H3916 received the
following Star Ratings from Medicare:

Overall Star Rating: 8 8 28
Health Services Rating: * % % K1Y
Drug Services Rating: * % K &

Every year, Medicare evaluates plans based on a 5-star rating system.

Why Star Ratings Are Important

Medicare rates plans on their health and drug services.

The number of stars show how
This lets you easily compare plans based on quality and well a plan performs.

performance.
% % % % % EXCELLENT

% % % %+ ABOVE AVERAGE
Feedback from members about the plan's service and care % % % 7vvy AVERAGE

The number of members who left or stayed with the plan
The number of complaints Medicare got about the plan
Data from doctors and hospitals that work with the plan

Star Ratings are based on factors that include:

% % Yrvrvvx BELOW AVERAGE
* Yrirveve POOR

More stars mean a better plan — for example, members may
get better care and better, faster customer service.

Get More Information on Star Ratings Online
Compare Star Ratings for this and other plans online at Medicare.gov/plan-compare.

Questions? Call us at: 1-800-550-8722 (TTY 711)

We're available seven days a week, 8 a.m. — 8 p.m.

Benefits and/or benefit administration may be provided by or through the following entities, which are independent
licensees of the Blue Cross Blue Shield Association: Highmark Senior Health Company, Highmark Blue Cross Blue Shield
or Highmark Blue Shield. Highmark Senior Health Company, Highmark Blue Cross Blue Shield or Highmark Blue Shield
are Medicare Advantage HMO, PPO, and/or Part D plans with a Medicare contract. Enrollment in these plans depends
on contract renewal.

H3916_25_2095_M 47
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There’s a whole lot of legalese around these Medicare plans.
We put it all in one place for you.

For more complete information about what is and is not
covered by Freedom Blue PPO, please refer to the enclosed
Summary of Benefits or the Evidence of Coverage that will
be available upon request. The benefits described in this
brochure are in effect for this calendar year only. Freedom
Blue PPO may change benefits with the approval of the
Centers for Medicare and Medicaid Services (CMS) at the
beginning of each calendar year. Members are mailed
written notice in advance of such changes. Highmark Blue
Shield is a Medicare Advantage HMO, PPO, and/or Part D
plan with a Medicare contract. Enrollment in these plans
depends on contract renewal. Benefits and/or benefit
administration may be provided by or through the following
entities which are independent licensees of the Blue Cross
Blue Shield Association: Highmark Inc. d/b/a Highmark Blue
Shield, Highmark Health Insurance Company, Highmark
Choice Company or Highmark Senior Health Company. All
references to “Highmark” in this document are references
to the Highmark company that is providing the member’s
health benefits or health benefit administration and/or to
one or more of its affiliated Blue companies. Deductibles,
coinsurance and limitations apply to out of-network services
except for urgent and emergency care. Contact Freedom
Blue PPO representatives for details. With the exception

of emergency or urgent care, it may cost more to get care
from non-plan or nonpreferred providers. Eligible Medicare
beneficiaries may enroll in Medicare-approved plans

only during specific times of the year known as enrollment
periods. For more information, please contact Highmark
Blue Shield Customer Service at <1-866-456-7739> (TTY/
TDD users may call 711), Monday - Friday, 8 a.m. - 4:30
p.m. This document may be available in alternate formats
or languages. To receive assistance in other languages or
formats, please contact <1-866-456-7739> (TTY/TDD users
may call 711), 8 a.m. - 8 p.m., seven days a week. Freedom
Blue PPO members may visit any participating Blue Cross
and/or Blue Shield Medicare Advantage PPO provider in
the United States and pay network cost sharing. Out-of-
network/non-contracted providers are under no obligation
to treat Plan members, except in emergency situations.
Please call our customer service number or see your
Evidence of Coverage for more information, including the
cost-sharing that applies to out-of-network services. You
will receive a full list of benefits with your Welcome Kit once
you are enrolled. You can request an Evidence of Coverage
by calling Customer Service at <1-888-XXX-XXXX> (TTY
users may call 711).Blues On Call is a service mark of the
Blue Cross and Blue Shield Association.

Discrimination is Against the Law

The Plan complies with applicable Federal civil rights

laws and does not discriminate on the basis of race,

color, national origin, age, disability, or sex, including sex
stereotypes and gender identity. The Plan does not exclude
people or treat them differently because of race, color,
national origin, age, disability, or sex assigned at birth,
gender identity or recorded gender. Furthermore, the

Plan will not deny or limit coverage fo any health service
based on the fact that an individual’s sex assigned at birth,
gender identity, or recorded gender is different from the
one to which such health service is ordinarily available.
The Plan will not deny or limit coverage for a specific
health service related to gender transition if such denial or
limitation results in discriminating against a tfransgender
individual. The Plan:

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

« Provides free language services to people whose
primary language is not English, such as:
- Quualified interpreters
- Information written in other languages

If you need these services, contact the Civil Rights
Coordinator.

If you believe that the Plan has failed to provide these
services or discriminated in another way on the basis

of race, color, national origin, age, disability, or sex,
including sex stereotypes and gender identity, you can
file a grievance with: Civil Rights Coordinator, P.O. Box
22492, Pittsburgh, PA 15222, Phone: 1-866-286-8295, TTY:
71, Fax: 412-544-2475, email: CivilRightsCoordinator@
highmarkhealth.org. You can file a grievance in person or
by mail, fax, or email. If you need help filing a grievance,
the Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights
Complaint Portal, available at

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building

Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)
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Complaint forms are available at http://www.hhs.gov/ocr/
office/file/index.html.

Pennsylvania, Delaware, West Virginia, and New York:
1-844-679-6930 (TTY: 711)

We have free interpreter services to answer any questions
you may have about our health or drug plan. To get an
interpreter, just call the number provided for your state

of residence. Someone who speaks English can help you.
This is a free service.

Tenemos servicios gratis de interpretacién para responder
cualquier pregunta que pueda tener sobre nuestro plan
médico o de medicamentos. Para obtener un intérprete,
simplemente llame al nUmero correspondiente a su estado de
residencia. Alguien que hable espafol puede ayudarlo. Este
servicio es gratis.
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Nous disposons de services d'interprétation gratuits pour
répondre a toutes les questions que vous vous posez sur notre
régime d'assurance maladie ou d'assurance médicaments.
Pour obtenir les services d'un interpreéte, il vous suffit
d’appeler le numéro correspondant a votre Etat de résidence.
Une personne parlant francais pourra vous aider. Ce service
est gratuit.

Chung téi cung cap dich vu théng dich mién phi dé giai dap
moi thdc mac clia quy vi vé chuang trinh stic khoe hodc thuéc
cla chung t6i. D€ c6 théng dich vién, chi can goi s6 dugc cung
cép cho tiéu bang cu trd cGia quy vi. Ai dé néi Tiéng Viét co thé
giup quy vi. Day la dich vu mién phi.

Wir verfligen Uber kostenlose Dolmetschdienste, damit Sie alle
eventuellen Fragen zu unserer Krankenversicherung oder zur
Medikamenten-Zusatzversicherung klaren kdnnen. Rufen Sie
hierzu einfach die Nummer fiir den Bundesstaat an, in dem Sie
Ihren Wohnsitz haben. Jemand, der Deutsch spricht, wird Ihnen
behilflich sein. Dies ist ein kostenloser Service.
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Mbl npepocTaBnsaem 6ecnnaTHble yCyrv yCTHOro nepeBosa,
4TOGbI MOMOYb BaM MOJYYKTb OTBETHI Ha NtoOble BOMPOCHI,
KOTOpPble MOTYT y BaC BO3HUKHYTb B OTHOLLUEHUW HaLLIEero
MeAVLMHCKOrO NilaHa Uy NiaHa IeKapCTBEHHbIX NpenapaTos.
YT106bl 3aKa3aTb ycnyru nepeBofumKa, MpocTo NO3BOHKTE MO
HOMepy, yKa3aHHOMY AJiA LTaTa, B KOTOPOM Bbl MPOXKMBaeTe.
OnuH 13 HalMX NepeBOAYMKOB, CneunanmnsaLlmen KoToporo
ABNAETCA PYCCKMI A3bIK, MOMOXET BaM. JTa ycJiyra
npegocTaBnseTcs 6ecnnaTHo.
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Disponiamo di servizi di interpretariato gratuiti per rispondere
a ogni sua domanda riguardo al suo piano sanitario o
farmaceutico. Per ottenere I'assistenza di un interprete, chiami il
numero fornito per il suo stato di residenza. Qualcuno che parla
italiano la aiutera. Il servizio & gratuito.

Temos servicos de interpretacao gratuitos para esclarecer suas
duvidas sobre nosso plano de saide ou de medicamentos. Para
contar com um intérprete, ligue para o numero fornecido para
o seu estado de residéncia. Alguém que fale Portugués pode
ajudar vocé. Este é um servico gratuito.

Nou gen sevis entepretasyon gratis pou reponn ak nenpot
kesyon ou ta ka genyen sou plan asirans sante oswa
medikaman nou an. Pou jwenn yon entépret ede w, senpleman
rele nimewo ki koresponn ak Eta kote w rete a. Yon moun ki
pale Kreyol Ayisyenap ede w. Sévis sa a gratis.

Dysponujemy darmowymi ustugami ttumaczeniowymi,
dzieki ktérym moze Pan/Pani uzyska¢ odpowiedzi

na pytania dotyczace naszego planu zdrowia lub lekéw.
Aby uzyskac¢ pomoc ttumacza, wystarczy zadzwonic pod
numer podany dla stanu, w ktérym Pan/Pani mieszka. Ktos,
kto zna jezyk polsku, moze Panu/Pani pomdc. Ta ustuga jest
darmowa.
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