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Plans shaded in gray are offered by The EPIC Life Insurance Company.
*Plan F also has an option called a high-deductible Plan F. This high-deductible option is not currently offered  
by The EPIC Life Insurance Company. 

Outline of Medicare Supplement Coverage
This chart shows the benefits included in each of the standard Medicare supplement plans. Every company 
must make Plan A available. Some plans may not be available in your state. 

BASIC BENEFITS

• Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare benefits end.

• Medical Expenses: Part B coinsurance (generally 20% of Medicare-approved expenses) or copayments for hospital 
outpatient services. Plans K, L, and N require members to pay a portion of Part B coinsurance or copayments.

• Blood: First three pints of blood each year.

• Hospice: Part A coinsurance.

A B C D F* G
Basic, including 

100% Part B 
coinsurance

Basic, including 
100% Part B 
coinsurance

Basic, including 
100% Part B 
coinsurance

Basic, including 
100% Part B 
coinsurance

Basic, including 
100% Part B 
coinsurance

Basic, including 
100% Part B 
coinsurance

Skilled Nursing  
Facility 

Coinsurance

Skilled Nursing  
Facility 

Coinsurance

Skilled Nursing  
Facility 

Coinsurance

Skilled Nursing  
Facility 

Coinsurance
Part A 

Deductible
Part A 

Deductible
Part A 

Deductible
Part A  

Deductible
Part A 

Deductible
Part B Deductible Part B Deductible

Part B  
Excess (100%)

Part B  
Excess (100%)

Foreign Travel
Emergency

Foreign Travel
Emergency

Foreign Travel
Emergency

Foreign Travel
Emergency

K L M N
Hospitalization and 

preventive care 
paid at 100%; other 
basic benefits paid 

at 50%

Hospitalization and 
preventive care 

paid at 100%; other 
basic benefits paid 

at 75%

Basic, including 
100% Part B 
coinsurance

Basic, including 100% 
Part B coinsurance, 

except up to $20 
copayment for office visit, 
and up to $50 copayment 

for ER

50% Skilled  
Nursing Facility 

Coinsurance

75% Skilled  
Nursing Facility 

Coinsurance

Skilled Nursing  
Facility Coinsurance

Skilled Nursing  
Facility Coinsurance

50% Part A  
Deductible

75% Part A  
Deductible

50% Part A  
Deductible

Part A  
Deductible

Foreign Travel
Emergency

Foreign Travel
Emergency

Out-of-pocket limit 
$5,120;  

paid at 100%  
after limit reached

Out-of-pocket limit 
$2,560;  

paid at 100%  
after limit reached



Medicare Supplement
Outline of Coverage

Premium Information
We can only raise your premium if: we raise the premium for all policies like yours in this state, you enter a 
new age category, your residence changes such that you move to a new rating area, or if there is a change in 
Medicare benefits.

Disclosures
Use this outline to compare benefits and premiums among policies. This outline shows benefits and 
premiums of policies sold for effective dates on or after January 1, 2018. Policies sold for effective dates 
prior to January 1, 2018, have different benefits and premiums. 

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

Right to Return Policy
If you find that you are not satisfied with your policy, you may return it to: The EPIC Life Insurance Company, 
P.O. Box 8190, Madison, WI 53708-8190. If you send the policy back to us within 30 days after you receive 
it, we will treat the policy as if it had never been issued and return all of your payments directly to you.

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

Notice
This policy may not fully cover all of your medical costs. This Outline of Coverage does not give all the details 
of Medicare coverage. Contact your local Social Security office or consult Medicare and You for more 
details. 

Complete Answers are Very Important
When you fill out the policy application, please be sure to answer all medical and health history questions 
truthfully and completely. The EPIC Life Insurane Company may cancel your policy and refuse to pay any 
claims if you leave out or falsify important medical information. Review the application carefully before you 
sign it and be certain that all information has been properly recorded.

Neither The EPIC Life Insurance Company, WPS Health Insurance, 
nor their agents are connected with the federal Medicare program.Plans shaded in gray are offered by The EPIC Life Insurance Company.

*Plan F also has an option called a high-deductible Plan F. This high-deductible option is not currently offered  
by The EPIC Life Insurance Company. 



Medicare Supplement Part A—Hospital Services —per benefit period

Services Medicare Pays  Plan Pays You Pay
HOSPITALIZATION*
Semiprivate room and 
board, general nursing, and 
miscellaneous services and 
supplies.

First 60 days All but $1,316 $0 
$1,316 (Part A 
deductible)

61st to 90th day
All but $329  
per day

$329 a day $0

91st day and after while using 
60 lifetime reserve days

All but $658  
per day

$658 a day $0

Once lifetime reserve days are 
used:  
—Additional 365 days

$0
100% of  
Medicare eligible 
expenses

$0**

—Beyond the additional 365 
days

$0 $0 All costs

SKILLED NURSING FACILITY 
CARE*
You must meet Medicare’s 
requirements, including having 
been in a hospital for at least 
three days and entered a 
Medicare-approved facility within 
30 days after leaving the hospital.

First 20 days
All approved
amounts

$0 $0

21st to 100th day
All but $164.50 
per day

$0
Up to $164.50 
per day

101st day and after $0 $0 All costs

BLOOD
First 3 pints $0 3 pints $0

Additional amounts 100% $0 $0

HOSPICE CARE
You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness.

All but very limited 
copayment/
coinsurance for
outpatient drugs 
and inpatient 
respite care

Medicare 
copayment/
coinsurance

$0

Medicare Supplement Part B—Medical Services —per calendar year
Services Medicare Pays  Plan Pays You Pay
MEDICAL EXPENSES
In or out of the hospital and 
outpatient hospital treatment, 
such as physician’s services, 
inpatient and outpatient medical 
and surgical services and 
supplies, physical and speech 
therapy, diagnostic tests, durable 
medical equipment.

First $183 of Medicare-
approved amounts***

$0 $0
$183 (Part B 
deductible)

Remainder of Medicare- 
approved amounts

Generally 80% Generally 20% $0

PART B EXCESS CHARGES  
(Above Medicare-approved amounts) $0 $0 All costs

PLAN A

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the 
hospital and have not received skilled care in any other facility for 60 days in a row.
** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay 
whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” During 
this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges and the 
amount Medicare would have paid.
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Medicare Supplement Part B—Medical Services —per calendar year
Services Medicare Pays  Plan Pays You Pay

BLOOD

First 3 pints $0 All costs $0

Next $183 of Medicare- 
approved amounts***

$0 $0
$183 (Part B 
deductible)

Remainder of Medicare- 
approved amounts

80% 20% $0 

CLINICAL LABORATORY SERVICES
Tests for diagnostic services

100% $0 $0

Medicare Parts A & B

Services Medicare Pays  Plan Pays You Pay

HOME HEALTH CARE (Medicare-approved services) 
—Medically necessary skilled care services and medical supplies

100% $0 $0 

—Durable medical 
equipment

First $183 of  Medicare- 
approved amounts***

$0 $0 
$183 (Part B 
deductible)

Remainder of Medicare- 
approved amounts

80% 20% $0

PLAN A

Medicare Supplement Part A—Hospital Services —per benefit period

Services Medicare Pays  Plan Pays You Pay

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

First 60 days All but $1,316
$1,316 (Part A 
deductible)

$0 

61st to 90th day
All but $329  
per day

$329 a day $0

91st day and after while using 
60 lifetime reserve days

All but $658  
per day

$658 a day $0

Once lifetime reserve days are 
used:  
–Additional 365 days

$0
100% of  
Medicare eligible 
expenses

$0**

–Beyond the additional 365 
days

$0 $0 All costs

SKILLED NURSING FACILITY 
CARE*
You must meet Medicare’s 
requirements, including having 
been in a hospital for at least 
three days and entered a 
Medicare-approved facility 
within 30 days after leaving the 
hospital.

First 20 days
All approved 
amounts

$0 $0 

21st to 100th day
All but $164.50 a 
day

Up to $164.50  
a day

$0 

101st day and after $0 $0 All costs

PLAN C

*** Once you have been billed $183 of Medicare-approved amounts for covered services, your Part B deductible will have 
been met for the calendar year.
Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.
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Medicare Supplement Part B—Medical Services —per calendar year
Services Medicare Pays  Plan Pays You Pay
MEDICAL EXPENSES
In or out of the hospital and 
outpatient hospital treatment, 
such as physician’s services, 
inpatient and outpatient medical 
and surgical services and 
supplies, physical and speech 
therapy, diagnostic tests, 
durable medical equipment.

First $183 of Medicare-
approved amounts***

$0 
$183 (Part B
deductible)

$0

Remainder of Medicare-
approved amounts

Generally 80% Generally 20% $0

PART B EXCESS CHARGES  
(Above Medicare-approved amounts)

$0 $0 All costs

BLOOD

First 3 pints $0 All costs $0

Next $183 of Medicare-
approved amounts***

$0 
$183 (Part B 
deductible)

$0

Remainder of Medicare-
approved amounts

80% 20% $0 

CLINICAL LABORATORY SERVICES
Tests for diagnostic services

100% $0 $0 

Medicare Parts A & B
Services Medicare Pays  Plan Pays You Pay
HOME HEALTH CARE (Medicare-approved services) 
  —Medically necessary skilled care services and medical 
supplies

100% $0 $0 

—Durable medical equipment

First $183 of Medicare- 
approved amounts***

$0 
$183 (Part B 
deductible)

$0

Remainder of Medicare- 
approved amounts

80% 20% $0 

Other Benefits—Not Covered by Medicare

Services Medicare Pays  Plan Pays You Pay

FOREIGN TRAVEL—NOT 
COVERED BY MEDICARE
Medically necessary  
emergency care services 
beginning during the first  
60 days of each trip outside 
the USA.

First $250 each  
calendar year

$0 $0 $250 

Remainder of charges $0
80% to a lifetime 
maximum benefit 
of $50,000

20% and 
amounts over the 
$50,000 lifetime 
maximum

Medicare Supplement Part A—Hospital Services —per benefit period
Services Medicare Pays  Plan Pays You Pay

BLOOD
First 3 pints $0 3 pints $0 

Additional amounts 100% $0 $0 

HOSPICE CARE
You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness.

All but very limited
copayment/
coinsurance for
outpatient drugs 
and inpatient 
respite care

Medicare 
copayment/
coinsurance

$0

PLAN C PAGE 6



PLAN F
Medicare Supplement Part A—Hospital Services —per benefit period
Services Medicare Pays  Plan Pays You Pay
HOSPITALIZATION*
Semiprivate room and 
board, general nursing, and 
miscellaneous services and 
supplies.

First 60 days All but $1,316
$1,316 (Part A 
deductible)

$0 

61st to 90th day
All but $329  
per day

$329 a day $0

91st day and after while using 
60 lifetime reserve days

All but $658  
per day

$658 a day $0

Once lifetime reserve days are 
used: 
—Additional 365 days

$0
100% of  
Medicare eligible 
expenses

$0**

—Beyond the additional 365 
days

$0 $0 All costs

SKILLED NURSING FACILITY 
CARE*
You must meet Medicare’s 
requirements, including having 
been in a hospital for at least three 
days and entered a Medicare-
approved facility within 30 days 
after leaving the hospital.

First 20 days
All approved 
amounts

$0 $0 

21st to 100th day
All but $164.50  
a day

Up to $164.50  
a day

$0 

101st day and after $0 $0 All costs

BLOOD
First 3 pints $0 3 pints $0 

Additional amounts 100% $0 $0 

HOSPICE CARE
You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness.

All but very limited
copayment/
coinsurance for
outpatient drugs 
and inpatient respite 
care

Medicare 
copayment/
coinsurance

$0

Medicare Supplement Part B—Medical Services —per calendar year

Services Medicare Pays  Plan Pays You Pay

MEDICAL EXPENSES
In or out of the hospital and 
outpatient hospital treatment, such 
as physician’s services, inpatient 
and outpatient medical and 
surgical services and supplies, 
physical and speech therapy, 
diagnostic tests, durable medical 
equipment.

First $183 of Medicare-
approved amounts***

$0 
$183 (Part B
deductible)

$0

Remainder of Medicare-
approved amounts

Generally 80% Generally 20% $0

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the 
hospital and have not received skilled care in any other facility for 60 days in a row.

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay 
whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” During 
this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges and the 
amount Medicare would have paid.

*** Once you have been billed $183 of Medicare-approved amounts for covered services, your Part B deductible will have been 
met for the calendar year.

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.
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* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the 
hospital and have not received skilled care in any other facility for 60 days in a row.

Medicare Supplement Part B—Medical Services —per calendar year

Services Medicare Pays  Plan Pays You Pay

PART B EXCESS CHARGES  
(Above Medicare-approved amounts)

$0 100% $0

BLOOD

First 3 pints $0 All costs $0

Next $183 of Medicare-
approved amounts***

$0 
$183 (Part B 
deductible)

$0

Remainder of Medicare-
approved amounts

80% 20% $0 

CLINICAL LABORATORY SERVICES
Tests for diagnostic services

100% $0 $0 

Medicare Parts A & B

Services Medicare Pays  Plan Pays You Pay

HOME HEALTH CARE  
(Medicare-approved services) 
  —Medically necessary skilled care services and medical 
supplies

100% $0 $0 

—Durable medical equipment

First $183 of Medicare- 
approved amounts***

$0 
$183 (Part B 
deductible)

$0

Remainder of Medicare- 
approved amounts

80% 20% $0 

Other Benefits—Not Covered by Medicare

Services Medicare Pays  Plan Pays You Pay

FOREIGN TRAVEL—NOT 
COVERED BY MEDICARE
Medically necessary  
emergency care services 
beginning during the first  
60 days of each trip outside  
the USA.

First $250 each calendar year $0 $0 $250 

Remainder of charges $0
80% to a lifetime 
maximum benefit of 
$50,000

20% and 
amounts over 
the $50,000 
lifetime 
maximum

PLAN F PAGE 8

Medicare Supplement Part A—Hospital Services —per benefit period

Services Medicare Pays  Plan Pays You Pay
HOSPITALIZATION*
Semiprivate room and 
board, general nursing, and 
miscellaneous services and 
supplies.

First 60 days All but $1,316
$1,316 (Part A 
deductible)

$0 

61st to 90th day
All but $329  
per day

$329 a day $0

91st day and after while using 
60 lifetime reserve days

All but $658 per 
day

$658 a day $0

Once lifetime reserve days are 
used:  
  –Additional 365 days

$0
100% of  
Medicare eligible 
expenses

$0**

–Beyond the additional 365 
days

$0 $0 All costs

PLAN G



Medicare Supplement Part A—Hospital Services —per benefit period

Services Medicare Pays  Plan Pays You Pay

SKILLED NURSING FACILITY 
CARE*
You must meet Medicare’s 
requirements, including having 
been in a hospital for at least 
three days and entered a 
Medicare-approved facility 
within 30 days after leaving the 
hospital.

First 20 days All approved amounts $0 $0 

21st to 100th day All but $164.50 a day
Up to $164.50  
a day

$0 

101st day and after $0 $0 All costs

BLOOD
First 3 pints $0 3 pints $0 

Additional amounts 100% $0 $0 

HOSPICE CARE
You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness.

All but very limited
copayment/coin-
surance for out-
patient drugs and 
inpatient respite care

Medicare 
copayment/
coinsurance

$0

Medicare Supplement Part B—Medical Services —per calendar year

Services Medicare Pays  Plan Pays You Pay
MEDICAL EXPENSES
In or out of the hospital and 
outpatient hospital treatment, 
such as physician’s services, 
inpatient and outpatient med-
ical and surgical services and 
supplies, physical and speech 
therapy, diagnostic tests, 
durable medical equipment

First $183 of Medicare-
approved amounts***

$0 $0
$183 (Part B
deductible)

Remainder of Medicare-
approved amounts

Generally 80% Generally 20% $0

PART B EXCESS CHARGES  
(Above Medicare-approved amounts) $0 100% $0

PLAN G

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay 
whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” During 
this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges and the 
amount Medicare would have paid.

*** Once you have been billed $183 of Medicare-approved amounts for covered services, your Part B deductible will have been 
met for the calendar year.

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.

BLOOD

First 3 pints $0 All costs $0

Next $183 of Medicare-
approved amounts***

$0 $0
$183 (Part B 
deductible)

Remainder of Medicare-
approved amounts

80% 20% $0 

CLINICAL LABORATORY SERVICES
Tests for diagnostic services

100% $0 $0 

Medicare Parts A & B
Services Medicare Pays  Plan Pays You Pay
HOME HEALTH CARE (Medicare-approved services) 
  —Medically necessary skilled care services and medical 
supplies

100% $0  $0
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Medicare Parts A & B
Services Medicare Pays  Plan Pays You Pay

—Durable medical equipment

First $183 of Medicare- 
approved amounts*** $0 $0 $183 (Part B 

deductible)

Remainder of Medicare- 
approved amounts 80% 20% $0 

Other Benefits—Not Covered by Medicare
Services Medicare Pays  Plan Pays You Pay

FOREIGN TRAVEL—NOT 
COVERED BY MEDICARE
Medically necessary emer-
gency care services beginning 
during the first 60 days of each 
trip outside the USA.

First $250 each  
calendar year $0 $0 $250 

Remainder of charges $0
80% to a lifetime 
maximum benefit 
of $50,000

20% and amounts 
over the $50,000 
lifetime maximum

PLAN G

PLAN K
Medicare Supplement Part A—Hospital Services —per benefit period

Services Medicare Pays  Plan Pays You Pay†

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

First 60 days All but $1,316 $658 (50% of Part 
A deductible) 

$658 (50% 
of Part A 
deductible)w

61st to 90th day All but $329 per day $329 a day $0

91st day and after while using 
60 lifetime reserve days All but $658 per day $658 a day $0

Once lifetime reserve days are 
used:  
—Additional 365 days

$0
100% of  
Medicare eligible 
expenses

$0**

—Beyond the additional 365 
days $0 $0 All costs

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of 
the hospital and have not received skilled care in any other facility for 60 days in a row.
** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will 
pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” 
During this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges 
and the amount Medicare would have paid.
*** Once you have been billed $183 of Medicare-approved amounts for covered services, your Part B deductible will have been 
met for the calendar year.

SKILLED NURSING 
FACILITY CARE*
You must meet Medicare’s 
requirements, including having 
been in a hospital for at least 
three days and entered a 
Medicare-approved facility 
within 30 days after leaving the 
hospital.

First 20 days All approved
amounts $0 $0

21st to 100th day All but $164.50  
per day

Up to $82.25  
a day (50% of Part 
A coinsurance)

Up to $82.25  
a day (50% 
of Part A 
coinsurance)w

101st day and after $0 $0 All costs

BLOOD
First 3 pints $0 50% 50%w

Additional amounts 100% $0 $0

HOSPICE CARE
You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness.

All but very limited
copayment/
coinsurance for 
outpatient drugs and 
inpatient respite care

50% of 
copayment/
coinsurance

50% of 
copayment/ 
coinsurancew
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PLAN K
Medicare Supplement Part B—Medical Services —per calendar year
Services Medicare Pays  Plan Pays You Pay†

MEDICAL EXPENSES
In or out of the hospital and 
outpatient hospital treatment, 
such as physician’s services, 
inpatient and outpatient medical 
and surgical services and 
supplies, physical and speech 
therapy, diagnostic tests, durable 
medical equipment.

First $183 of Medicare-approved 
amounts*** $0 $0 $183 (Part B 

deductible)***w

Preventive benefits for Medicare-
covered services

Generally 80% or 
more of Medicare-
approved amounts

Remainder 
of Medicare-
approved 
amounts

All costs above 
Medicare-
approved 
amounts

Remainder of Medicare- 
approved amounts Generally 80% Generally 10% Generally 

10%w

PART B EXCESS CHARGES  
(Above Medicare-approved amounts) $0 $0

All costs (and 
they do not 
count toward 
annual out-of-
pocket limit of 
$5,120)††

Blood

First 3 pints $0 50% 50%w

Next $183 of Medicare- 
approved amounts*** $0 $0 $183 (Part B 

deductible)***w

Remainder of Medicare- 
approved amounts Generally 80% Generally 10% Generally 

10%w

CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0

Medicare Parts A & B

Services Medicare Pays  Plan Pays You Pay†

HOME HEALTH CARE (Medicare-approved services) 
—Medically necessary skilled care services and medical supplies 100%  

$0 
 
$0 

—Durable medical equipment

First $183 of  Medicare- 
approved amounts*** $0 $0 $183 (Part B 

deductible)w

Remainder of Medicare- 
approved amounts 80% 10% 10%w

† You will pay half the cost sharing of some covered services until you reach the annual out-of-pocket maximum of $5,120 
each calendar year. The amounts that count toward your annual limit are noted with diamonds (w) in the chart above. Once 
you reach the annual maximum, the plan pays 100% of your Medicare copayment and coinsurance for the rest of the calendar 
year. However, this limit does NOT include charges from your provider that exceed Medicare-approved amounts (these are 
called “Excess Charges”) and you will be responsible for paying this difference in the amount charged by your provider and 
the amount paid by Medicare for the item or service.
†† This plan limits your annual out-of-pocket payments for Medicare-approved amounts to $5,120 per year. However, this limit 
does NOT include charges from your provider that exceed Medicare-approved amounts (these are called “Excess Charges”) 
and you will be responsible for paying this difference in the amount charged by your provider and the amount paid by 
Medicare for the item or service.
Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.
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* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of 
the hospital and have not received skilled care in any other facility for 60 days in a row.
** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will 
pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” 
During this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges 
and the amount Medicare would have paid. 
*** Once you have been billed $183 of Medicare-approved amounts for covered services, your Part B deductible will have 
been met for the calendar year.
Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.

Medicare Supplement Part A—Hospital Services —per benefit period
Services Medicare Pays  Plan Pays You Pay†

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

First 60 days All but $1,316 $987 (75% of 
Part A deductible) 

$329 (25% of Part 
A deductible)w

61st to 90th day All but $329 per day $329 a day $0

91st day and after while 
using 60 lifetime reserve 
days

All but $658  
per day

$658 a day $0

Once lifetime reserve days 
are used: 
 –Additional 365 days

$0
100% of 
Medicare-
eligible expenses

$0**

–Beyond the additional 
365 days $0 $0 All costs

SKILLED NURSING FACILITY 
CARE*
You must meet Medicare’s 
requirements, including having 
been in a hospital for at least 
three days and entered a 
Medicare-approved facility 
within 30 days after leaving the 
hospital.

First 20 days
All approved
amounts

$0 $0

21st to 100th day
All but $164.50  
per day

Up to $123.37  
a day (75% 
of Part A 
coinsurance)

Up to $41.13  
a day (25% of Part A 
coinsurance)w

101st day and after $0 $0 All costs

BLOOD
First 3 pints $0 75% 25%w

Additional amounts 100% $0 $0

HOSPICE CARE
You must meet Medicare’s requirements, including a 
doctor’s certification of terminal illness.

All but very limited 
copayment/coinsur-
ance for outpatient 
drugs and inpatient 
respite care

75% of 
copayment/
coinsurance

25% of copayment/ 
coinsurancew

Medicare Supplement Part B—Medical Services —per calendar year
Services Medicare Pays  Plan Pays You Pay†

MEDICAL EXPENSES
In or out of the hospital and 
outpatient hospital treatment, 
such as physician’s services, 
inpatient and outpatient medical 
and surgical services and 
supplies, physical and speech 
therapy, diagnostic tests, 
durable medical equipment.

First $183 of Medicare-
approved amounts***

$0 $0
$183 (Part B 
deductible)***w

Preventive benefits 
for Medicare-covered 
services

Generally 80% or 
more of Medicare-
approved amounts

Remainder 
of Medicare-
approved 
amounts

All costs above 
Medicare-approved 
amounts

Remainder of Medicare- 
approved amounts

Generally 80% Generally 15% Generally 5%w

PLAN L PAGE 12



Medicare Supplement Part B—Medical Services —per calendar year

Services Medicare Pays  Plan Pays You Pay†

PART B EXCESS CHARGES  
(Above Medicare-approved amounts)

$0 $0

All costs (and they 
do not count toward 
annual out-of-pocket 
limit of $2,560)††

BLOOD

First 3 pints $0 75% 25%w

Next $183 of Medicare- 
approved amounts***

$0 $0
$183 (Part B
deductible)***w

Remainder of Medicare- 
approved amounts

Generally 80% Generally 15% Generally 5%w 

CLINICAL LABORATORY SERVICES
Tests for diagnostic services

100% $0 $0

Medicare Parts A & B
Services Medicare Pays  Plan Pays You Pay†

HOME HEALTH CARE (Medicare-approved services)
—Medically necessary skilled care services and medical 
supplies

100%  $0  $0

—Durable medical equipment

First $183 of  Medicare- 
approved amounts***

$0 $0 
$183 (Part B 
deductible)w

Remainder of Medicare- 
approved amounts

80% 15% 5%w

PLAN L

PLAN M
Medicare Supplement Part A—Hospital Services —per benefit period
Services Medicare Pays  Plan Pays You Pay
HOSPITALIZATION*
Semiprivate room and  
board, general nursing,  
and miscellaneous  
services and supplies.

First 60 days All but $1,316
$658  
(50% of Part A  
deductible)

$658 (50% 
of Part A
deductible)

61st to 90th day
All but $329  
per day

$329 a day $0

91st day and after while using 60 
lifetime reserve days

All but $658  
per day

$658 a day $0

Once lifetime reserve days are used: 
–Additional 365 days

$0
100% of  
Medicare-eligible 
expenses

$0**

–Beyond the additional 365 days $0 $0 All costs

† You will pay one-fourth the cost sharing of some covered services until you reach the annual out-of-pocket maximum of 
$2,560 each calendar year. The amounts that count toward your annual limit are noted with diamonds (w) in the chart above. 
Once you reach the annual maximum, the plan pays 100% of your Medicare copayment and coinsurance for the rest of the 
calendar year. However, this limit does NOT include charges from your provider that exceed Medicare-approved amounts 
(these are called “Excess Charges”) and you will be responsible for paying this difference in the amount charged by your 
provider and the amount paid by Medicare for the item or service.
†† This plan limits your annual out-of-pocket payments for Medicare-approved amounts to $2,560 per year. However, this 
limit does NOT include charges from your provider that exceed Medicare-approved amounts (these are called “Excess 
Charges”) and you will be responsible for paying this difference in the amount charged by your provider and the amount 
paid by Medicare for the item or service.
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* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the 
hospital and have not received skilled care in any other facility for 60 days in a row.

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay 
whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” During 
this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges and the 
amount Medicare would have paid.

*** Once you have been billed $183 of Medicare-approved amounts for covered services, your Part B deductible will have been 
met for the calendar year.

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.

Medicare Supplement Part B—Medical Services —per calendar year
Services Medicare Pays  Plan Pays You Pay

MEDICAL EXPENSES
In or out of the hospital and 
outpatient hospital treatment, 
such as physician’s services, 
inpatient and outpatient med-
ical and surgical services and 
supplies, physical and speech 
therapy, diagnostic tests, 
durable medical equipment.

First $183 of Medicare-
approved amounts***

$0 $0
$183 (Part B
deductible)

Remainder of Medicare-
approved amounts

Generally 80% Generally 20% $0

PART B EXCESS CHARGES  
(Above Medicare-approved amounts)

$0 $0 All costs

BLOOD

First 3 pints $0 All costs $0

Next $183 of Medicare-
approved amounts***

$0 $0
$183 (Part B 
deductible)

Remainder of Medicare-
approved amounts

80% 20% $0 

CLINICAL LABORATORY SERVICES
Tests for diagnostic services

100% $0 $0 

Medicare Supplement Part A—Hospital Services —per benefit period
Services Medicare Pays  Plan Pays You Pay
SKILLED NURSING FACILITY 
CARE*
You must meet Medicare’s 
requirements, including having 
been in a hospital for at least 
three days and entered a 
Medicare-approved facility 
within 30 days after leaving the 
hospital.

First 20 days
All approved 
amounts

$0 $0 

21st to 100th day
All but $164.50 a 
day

Up to $164.50  
a day

$0 

101st day and after $0 $0 All costs

BLOOD
First 3 pints $0 3 pints $0 

Additional amounts 100% $0 $0 

HOSPICE CARE
You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness.

All but very limited
copayment/coin-
surance for out-
patient drugs and 
inpatient respite care

Medicare 
copayment/
coinsurance

$0
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PLAN N
Medicare Supplement Part A—Hospital Services —per benefit period
Services Medicare Pays  Plan Pays You Pay
HOSPITALIZATION*
Semiprivate room and 
board, general nursing, and 
miscellaneous services and 
supplies.

First 60 days All but $1,316
$1,316 (Part A 
deductible)

$0

61st to 90th day All but $329 per day $329 a day $0

91st day and after while using 60 
lifetime reserve days

All but $658 per day $658 a day $0

Once lifetime reserve days are 
used: 
—Additional 365 days

$0
100% of  
Medicare eligible 
expenses

$0**

—Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY 
CARE*
You must meet Medicare’s 
requirements, including having 
been in a hospital for at least 
three days and entered a 
Medicare-approved facility within 
30 days after leaving the hospital.

First 20 days
All approved 
amounts

$0 $0 

21st to 100th day
All but $164.50 a 
day

Up to $164.50  
a day

$0 

101st day and after $0 $0 All costs

PLAN M

Other Benefits—Not Covered by Medicare
Services Medicare Pays  Plan Pays You Pay

FOREIGN TRAVEL—NOT 
COVERED BY MEDICARE
Medically necessary 
emergency care services 
beginning during the first 60 
days of each trip outside the 
USA.

First $250 each  
calendar year

$0 $0 $250 

Remainder of charges $0
80% to a lifetime 
maximum benefit of 
$50,000

20% and amounts over 
the $50,000 lifetime 
maximum

Medicare Parts A & B
Services Medicare Pays  Plan Pays You Pay
HOME HEALTH CARE (Medicare-approved services) 
  —Medically necessary skilled care services and 
medical supplies

100% $0 $0 

—Durable medical equipment

First $183 of Medicare- 
approved amounts***

$0 $0
$183 (Part B 
deductible)

Remainder of Medicare-
approved amounts

80% 20% $0 
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* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the 
hospital and have not received skilled care in any other facility for 60 days in a row.

** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay 
whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” During 
this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges and the 
amount Medicare would have paid.

*** Once you have been billed $183 of Medicare-approved amounts for covered services, your Part B deductible will have been 
met for the calendar year.

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.

Medicare Supplement Part B—Medical Services —per calendar year
Services Medicare Pays  Plan Pays You Pay
MEDICAL EXPENSES
In or out of the hospital and 
outpatient hospital treatment, 
such as physician’s services, 
inpatient and outpatient 
medical and surgical services 
and supplies, physical and 
speech therapy, diagnostic 
tests, durable medical 
equipment.

First $183 of Medicare-
approved amounts***

$0 $0
$183 (Part B 
deductible)

Remainder of Medicare-
approved amounts

Generally 80%

Balance, other than 
up to $20 per office 
visit and up to $50 per 
emergency room visit. 
The copayment of up 
to $50 is waived if the 
insured is admitted 
to any hospital and 
the emergency visit is 
covered as a Medicare 
Part A expense.

Up to $20 per office 
visit and up to $50 
per emergency 
room visit. The 
copayment of up to 
$50 is waived if the 
insured is admitted 
to any hospital and 
the emergency 
visit is covered as 
a Medicare Part A 
expense.

PART B EXCESS CHARGES (Above Medicare-
approved amounts)

$0 $0 All costs

BLOOD

First 3 pints $0 All costs $0

Next $183 of Medicare- 
approved amounts***

$0 $0
$183 (Part B 
deductible)

Remainder of Medicare-
approved amounts

80% 20% $0 

CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0 

Medicare Parts A & B
Services Medicare Pays  Plan Pays You Pay

HOME HEALTH CARE (Medicare-approved services) 
  —Medically necessary skilled care services and 
medical supplies

100% $0 $0 
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Medicare Supplement Part A—Hospital Services —per benefit period
Services Medicare Pays  Plan Pays You Pay

BLOOD
First 3 pints $0 3 pints $0w

Additional amounts 100% $0 $0

HOSPICE CARE
You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness.

All but very limited 
copayment/coinsur-
ance for outpatient 
drugs and inpatient 
respite care

Medicare 
copayment/
coinsurance

$0 



PLAN N

IMPORTANT: If there’s ever a discrepancy between the policy 
and this outline of coverage, the policy has final authority. 

Other Benefits—Not Covered by Medicare
Services Medicare Pays  Plan Pays You Pay

FOREIGN TRAVEL—NOT 
COVERED BY MEDICARE
Medically necessary 
emergency care services 
beginning during the first 60 
days of each trip outside the 
USA.

First $250 each  
calendar year

$0 $0 $250 

Remainder of charges $0
80% to a lifetime 
maximum benefit of 
$50,000

20% and amounts over 
the $50,000 lifetime 
maximum

Medicare Parts A & B
Services Medicare Pays  Plan Pays You Pay

—Durable medical equipment

First $183 of Medicare- 
approved amounts***

$0 $0
$183 (Part B 
deductible)

Remainder of Medicare-
approved amounts

80% 20% $0 
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Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.

GRIEVANCE PROCEDURES
Your policy provides complete details on these procedures. Situations might arise when you have a question or concern about 
your benefits or our claim payment decisions. Most benefit and claim questions or concerns can be resolved by contacting our 
Customer Support department. Our toll-free telephone number is: 1-888-253-2694. Our Customer Support address is:

The EPIC Life Insurance Company
Attention: Customer Support
1717 W. Broadway • P.O. Box 8190
Madison, WI 53708-8190

If your question or concern can’t be resolved by our Customer Support department, you or an authorized representative can 
file a written grievance. You can designate a representative to act for you by sending us a signed letter of authorization with 
your written grievance. To file a grievance:

1. Write down your claim or benefit concern, including the reason you disagree with our payment or coverage decision.
2. Mail, deliver, or fax your written grievance, along with copies of any related materials (such as letters or other supporting 

documents), to us at the following address:

3. The EPIC Life Insurance Company 
Attention: Grievance/Appeals Committee 
1717 W. Broadway • P.O. Box 7062 
Madison, WI 53707-7062 
Fax: 1-608-977-9920  

If your life, health, or ability to regain maximum function is in serious jeopardy, or your pain can’t be managed without the care 
or treatment being grieved, call us toll-free at 1-888-253-2694, and we can expedite the grievance process for you.
We’ll provide a prompt, complete, and unbiased review of your request and our decision. If you designate a representative, 
we’ll send the results of our review to him or her instead of to you. The results will include our claim or benefit decision, the 
reason for our decision, and identify the policy provisions on which we based our decision.



Age Plan A Plan C Plan F Plan G Plan K Plan L Plan M Plan N
Under 65 N/A N/A N/A N/A N/A N/A N/A N/A

65 1,261.08 1,576.32 1,626.72 1,472.04 849.24 1,079.64 1,441.80 1,286.40 
66 1,324.80 1,656.00 1,708.92 1,546.44 892.08 1,134.36 1,514.64 1,351.20 
67 1,388.40 1,735.56 1,791.00 1,620.72 934.92 1,188.72 1,587.36 1,416.24 
68 1,452.12 1,815.12 1,873.20 1,695.00 977.88 1,243.32 1,660.20 1,480.92 
69 1,515.84 1,894.44 1,955.28 1,769.28 1,020.72 1,297.92 1,733.04 1,546.08 
70 1,579.44 1,974.60 2,037.72 1,843.92 1,063.68 1,352.28 1,805.76 1,611.12 
71 1,643.28 2,053.92 2,119.68 1,918.08 1,106.52 1,406.76 1,878.60 1,675.92 
72 1,706.88 2,133.60 2,202.00 1,992.60 1,149.36 1,461.48 1,951.32 1,741.20 
73 1,770.24 2,213.16 2,284.08 2,066.88 1,192.20 1,515.96 2,023.92 1,805.76 
74 1,834.20 2,292.72 2,366.04 2,141.04 1,235.28 1,570.32 2,097.00 1,870.92 
75 1,897.68 2,372.04 2,448.12 2,215.32 1,278.12 1,624.92 2,169.60 1,935.84 
76 1,961.52 2,452.08 2,530.20 2,289.60 1,320.96 1,679.28 2,242.44 2,000.64 
77 2,025.36 2,531.40 2,612.40 2,364.00 1,363.68 1,733.76 2,315.16 2,065.56 
78 2,088.84 2,611.08 2,694.48 2,438.28 1,406.52 1,788.60 2,388.12 2,130.48 
79 2,152.44 2,690.64 2,776.44 2,512.44 1,449.36 1,842.84 2,460.72 2,195.40 
80 2,216.28 2,770.32 2,859.00 2,587.08 1,492.32 1,897.44 2,533.68 2,260.56 
81 2,262.60 2,828.04 2,918.64 2,641.08 1,523.52 1,937.16 2,586.48 2,307.60 
82 2,309.40 2,886.60 2,979.12 2,695.80 1,555.08 1,977.24 2,640.12 2,355.48 
83 2,356.92 2,946.00 3,040.20 2,751.12 1,587.12 2,017.92 2,694.48 2,403.96 

84 2,405.04 3,006.36 3,102.72 2,807.64 1,619.64 2,059.32 2,749.56 2,453.40 

  85+ 2,454.00 3,067.68 3,165.60 2,864.52 1,652.64 2,101.08 2,805.60 2,503.20 

ANNUALIZED PREMIUM RATES 

FEMALE

MALE 

TIP Because most Medicare supplement members pay a monthly premium, most by automatic bank withdrawal, 
we recommend you use the monthly rates tables in the Medicare supplement booklet that accompanies this Outline 
of Coverage. The 2% premium discount from automatic bank withdrawal is not included in the rates on this page, 
but it is included in the monthly rates tables.

Age Plan A Plan C Plan F Plan G Plan K Plan L Plan M Plan N
Under 65 N/A N/A N/A N/A N/A N/A N/A N/A

65 1,422.00 1,777.68 1,834.44 1,659.96 957.72 1,217.64 1,625.88 1,450.56 
66 1,494.00 1,867.44 1,927.20 1,743.96 1,005.96 1,279.20 1,707.84 1,523.88 
67 1,565.76 1,957.08 2,019.60 1,827.48 1,054.32 1,340.52 1,789.92 1,596.96 
68 1,637.64 2,046.84 2,112.48 1,911.60 1,102.68 1,402.08 1,872.00 1,670.16 
69 1,709.16 2,136.60 2,205.00 1,995.36 1,150.92 1,463.52 1,953.96 1,743.48 
70 1,781.28 2,226.48 2,297.76 2,079.24 1,199.52 1,524.96 2,036.52 1,816.80 
71 1,852.80 2,316.00 2,390.28 2,163.00 1,247.76 1,586.52 2,118.24 1,890.24 
72 1,924.68 2,405.88 2,482.92 2,246.76 1,296.00 1,647.96 2,200.56 1,963.32 
73 1,996.32 2,495.64 2,575.56 2,330.64 1,344.36 1,709.28 2,282.28 2,036.52 
74 2,068.32 2,585.40 2,668.20 2,414.40 1,392.84 1,770.96 2,364.72 2,109.84 
75 2,140.08 2,675.16 2,760.72 2,498.16 1,441.20 1,832.16 2,446.56 2,182.80 
76 2,211.96 2,764.92 2,853.36 2,582.04 1,489.44 1,893.84 2,528.76 2,256.12 
77 2,283.72 2,854.68 2,945.88 2,665.68 1,537.80 1,955.28 2,610.84 2,329.44 
78 2,355.48 2,944.32 3,038.52 2,749.56 1,586.28 2,016.72 2,692.92 2,402.64 
79 2,427.12 3,034.08 3,131.16 2,833.44 1,634.40 2,078.16 2,774.88 2,475.84 
80 2,499.12 3,124.08 3,224.04 2,917.44 1,683.00 2,139.84 2,856.96 2,549.04 
81 2,551.20 3,189.24 3,291.12 2,978.16 1,718.16 2,184.36 2,916.72 2,602.32 
82 2,604.24 3,255.12 3,359.28 3,039.84 1,753.68 2,229.60 2,976.96 2,656.20 
83 2,657.76 3,322.08 3,428.40 3,102.36 1,789.68 2,275.56 3,038.16 2,710.92 

84 2,712.00 3,390.24 3,498.60 3,165.84 1,826.40 2,322.12 3,100.68 2,766.24 

  85+ 2,767.32 3,459.24 3,569.76 3,230.28 1,863.36 2,369.16 3,163.80 2,822.76 

All premiums shown in U.S. $



 1-800-731-0459 (TTY: 711).

 1-800-731-0459
 (TTY: 711)

1-800-731-0459711

1-800-731-0459 (TTY: 711)

 1-800-731-0459 (TTY: 711)

1-800-731-0459 (TTY: 711).

1-800-731-0459 (TTY: 711)
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ATTENTION: If you speak English, language assis-
tance services, free of charge, are available to you. Call 
1-800-731-0459 (TTY: 711)
ARABIC

                                        

CHINESE

FRENCH
ATTENTION : Si vous parlez français, des services 
d’aide linguistique vous sont proposés gratuitement. 
Appelez le 1-800-731-0459 (ATS : 711).
GERMAN
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen 
kostenlos sprachliche Hilfsdienstleistungen zur 
Verfügung. Rufnummer: 1-800-731-0459 (TTY: 711).
HINDI

KAREN

KOREAN

LAOTIAN

PENNSYLVANIAN DUTCH
Wann du [Deitsch (Pennsylvania German / Dutch)] 
schwetzscht, kannscht du mitaus Koschte ebber  
gricke, ass dihr helft mit die englisch Schprooch. Ruf selli 
Nummer uff: Call 1-800-731-0459 (TTY: 711).
RUSSIAN
ВНИМАНИЕ: Если вы говорите на русском языке, то 
вам доступны бесплатные услуги перевода. Звоните 
1-800-731-0459 (телетайп: 711).
SERBIAN (SERBO-CROATIAN)
OBAVJEŠTENJE: Ako govorite srpsko-hrvatski,  
usluge jezičke pomoći dostupne su vam besplatno.  
Nazovite 1-800-731-0459 (TTY- Telefon za osobe sa 
oštećenimgovorom ili sluhom: 711).

SPANISH
ATENCIÓN: si habla español, tiene a su disposición  
servicios gratuitos de asistencia lingüística. Llame al  
1-800-731-0459 (TTY: 711).
TAGALOG
PAUNAWA: Kung nagsasalita ka ng Tagalog,  
maaari kang gumamit ng mga serbisyo ng tulong sa wika 
nang walang bayad. Tumawag sa 1-800-731-0459  
(TTY: 711).
THAI

VIETNAMESE
CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ  
hỗ trợ ngôn ngữ miễn phí dành cho bạn. Gọi số 1-800-
731-0459 (TTY: 711).
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DEFINITIONS
Grievance—Any dissatisfaction with our provision of 
services or our claims practices that is expressed in writing 
to us by, or on behalf of, you. A charge, as used in this 
brochure, means the reasonable charge for an item or 
service established by Medicare. Neither Medicare nor 
this Medicare supplement policy will pay for charges 
Medicare determines are “unreasonable or unnecessary.” 
A usual, customary, or reasonable charge, as used 
in this brochure, is an amount we determine to be 
reasonable. In determining what is a reasonable charge, 
we consider such factors as the amount providers charge 
for similar treatments, services, and supplies provided in 
the same general area under similar circumstances. 

RENEWAL TERMS
For your Medicare supplement coverage to continue, we 
must receive your premium as required by the policy. We’ll 
only send one bill to notify you when your premium is due. 
(If you’re paying by automatic bank withdrawal, no bills are 
sent.) Your grace period for paying the premium is 31 days 
after the premium due date.

Your premium is subject to change at our option. Any 
change in your Medicare supplement premium will apply to 
all policyholders with identical policies who live in the same 
ZIP code and who are the same age as you.

You can terminate your coverage at any time by writing to  
us prior to your requested termination date. 

GENERAL INFORMATION
This outline of coverage provides only a general description 
of these Medicare supplement benefits, limitations, and 
exclusions. You can find a more detailed description of this 
Medicare supplement coverage in the policy. The policy 
will be issued to you upon approval for coverage under 
this Medicare supplement plan. Coverage is subject to all 
terms and conditions of the policy. We’ve added the subject 
headings in this outline of coverage for easier reading  
and quick reference. These headings aren’t part of the  
description of coverage, and aren’t to be used in determining  
applicable limitations and exclusions. This outline of 
coverage doesn’t give all the details of Medicare coverage. 
Contact your local Social Security Office or consult 
“Medicare & You” for more details. To receive a copy of this 
handbook, call 1-800-633-4227.

NON-DISCRIMINATION POLICY 
The EPIC Life Insurance Company (a WPS company) 
complies with applicable federal civil rights laws and does 
not discriminate on the basis of race, color, national origin, 
age, disability, or sex. EPIC does not exclude people or treat 
them differently because of race, color, national origin, age, 
disability, or sex. 

The EPIC Life Insurance Company 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) 

The EPIC Life Insurance Company 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, call us at the phone number on 
the attached correspondence, your ID card, or the number 
listed on wpsic.com. 

If you believe that The EPIC Life Insurance Company 
has failed to provide these services, or discriminated in 
another way on the basis of race, color, national origin, age, 
disability, or sex, you can file a grievance with: 

Nondiscrimination Grievance Coordinator
P.O. Box 7458  •  Madison, WI 53707

Email: wpsnondiscrimination@wpsic.com

You can file a grievance in person or by mail, or email.  
If you need help filing a grievance, the Nondiscrimination 
Grievance 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; by mail at U.S. Department of Health and Human 
Services, 200 Independence Avenue SW., Room 509F, 
HHH Building, Washington, DC 20201; or by phone at 
1-800-368-1019 (TTY: 1-800-537-7697). Complaint forms 
are available at hhs.gov/ocr/office/file/index.html. 

The EPIC Life  
Insurance Company
A WPS Company


