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1Plans F and G also have high deductible options which require first paying the plans’ deductibles of $2,800 before 
the plans begin to pay. Once the plans’ deductibles are met, the plans pay 100% of covered services for the rest of 
the calendar year. High deductible Plans F and G do not cover the separate foreign travel emergency deductible. High 
deductible Plan G does not cover the Medicare Part B deductible. However, high deductible Plans F and G count your 
payments of the Medicare Part B deductible toward meeting the plan deductibles.
2Plans K and L pay 100% of covered services for the rest of the calendar year once you meet the out-of-pocket yearly limits.
3Plan N pays 100% of the Medicare Part B coinsurance, except for copayments of up to $20 for some office visits and up 
to $50 copayments for emergency room visits that do not result in inpatient admissions.

Notice to buyer: This policy may not cover all of the costs associated with medical care incurred by the buyer during the 
period of coverage. The buyer is advised to review carefully all policy limitations.

FL_MSO_1908

Outline of Medicare Supplement Coverage
Benefit Chart of Medicare Supplement Plans Sold with Effective Dates On or After January 1, 2024
This chart shows the benefits included in each of the standardized Medicare supplement plans. Every company must 
make Plan A available. Some plans may not be available. Only applicants first eligible for Medicare before 2020 may 
purchase Plans C, F, and high deductible F.

Plans Available to All Applicants
Medicare first 
eligible before 

2020 only

Benefits A B D G1 K L M N C F 1

Medicare Part A 
coinsurance and 
hospital coverage 
(up to an additional 
365 days after 
Medicare benefits 
are used up)

         

Medicare Part B 
coinsurance or 
copayment

    50% 75% 


Copays 
apply3

 

Blood (first three 
pints)     50% 75%    

Medicare Part A  
hospice care 
coinsurance or 
copayment

    50% 75%    

Skilled nursing 
facility coinsurance   50% 75%    

Medicare Part A 
deductible    50% 75% 50%   

Medicare Part B 
deductible  

Medicare Part B 
excess charges  

Foreign travel 
emergency (up to 
plan limits)

     

Out-of-pocket limit 
in 20242 $7,0602 $3,5302

 indicates 100% of the benefit is paid.
Plans shaded in gray are offered by The EPIC Life Insurance Company®.



Age Plan A Plan G Plan K Plan L Plan N Plan C Plan F
Under 65 10,245.48 12,237.00 7,355.28 9,635.88 10,928.40 13,332.24 13,376.64 

65 2,927.28 3,496.20 2,101.44 2,753.04 3,122.28 3,809.16 3,821.88 
66 2,978.52 3,557.40 2,138.16 2,801.16 3,176.88 3,875.76 3,888.72 
67 3,029.52 3,618.60 2,175.00 2,849.40 3,231.60 3,942.48 3,955.56 
68 3,105.24 3,708.72 2,229.12 2,920.44 3,312.24 4,040.64 4,054.20 
69 3,180.72 3,798.96 2,283.48 2,991.48 3,392.76 4,139.04 4,152.72 
70 3,256.20 3,889.20 2,337.72 3,062.40 3,473.28 4,237.32 4,251.36 
71 3,331.80 3,979.44 2,391.84 3,133.56 3,553.92 4,335.60 4,350.00 
72 3,407.28 4,069.56 2,446.20 3,204.60 3,634.32 4,433.88 4,448.64 
73 3,478.80 4,155.00 2,497.44 3,271.92 3,710.52 4,526.88 4,542.00 
74 3,550.32 4,240.44 2,548.68 3,339.12 3,786.96 4,619.88 4,635.24 
75 3,621.84 4,325.76 2,600.04 3,406.32 3,863.16 4,712.88 4,728.60 
76 3,693.24 4,411.08 2,651.40 3,473.40 3,939.48 4,805.88 4,822.08 
77 3,764.76 4,496.52 2,702.64 3,540.72 4,015.68 4,898.88 4,915.20 
78 3,827.04 4,571.04 2,747.52 3,599.40 4,082.16 4,980.12 4,996.56 
79 3,889.44 4,645.56 2,792.28 3,658.08 4,148.64 5,061.24 5,078.28 
80 3,951.84 4,720.08 2,837.04 3,716.76 4,215.24 5,142.48 5,159.64 
81 4,014.36 4,794.60 2,881.80 3,775.56 4,281.84 5,223.60 5,241.00 
82 4,076.64 4,869.12 2,926.68 3,834.12 4,348.32 5,304.96 5,322.60 
83 4,166.28 4,976.04 2,990.88 3,918.36 4,443.72 5,421.24 5,439.36 
84 4,255.80 5,083.20 3,055.32 4,002.72 4,539.48 5,538.12 5,556.60 

85+ 4,345.32 5,190.12 3,119.64 4,086.84 4,635.00 5,654.52 5,673.36 

Age Plan A Plan G Plan K Plan L Plan N Plan C Plan F
Under 65 9,630.72 11,502.72 6,913.92 9,057.72 10,272.60 12,532.20 12,573.96

65 2,751.72 3,286.56 1,975.44 2,588.04 2,935.08 3,580.68 3,592.68
66 2,799.72 3,343.92 2,009.88 2,633.04 2,986.20 3,643.32 3,655.32
67 2,847.84 3,401.52 2,044.44 2,678.40 3,037.68 3,705.96 3,718.08
68 2,919.00 3,486.24 2,095.56 2,745.24 3,113.40 3,798.36 3,810.84
69 2,989.92 3,570.96 2,146.44 2,811.96 3,189.12 3,890.76 3,903.72
70 3,060.84 3,655.92 2,197.44 2,878.68 3,264.84 3,983.16 3,996.36
71 3,131.88 3,740.64 2,248.32 2,945.52 3,340.68 4,075.56 4,089.00
72 3,202.92 3,825.36 2,299.32 3,012.48 3,416.40 4,167.96 4,181.64
73 3,270.12 3,905.64 2,347.56 3,075.36 3,488.04 4,255.32 4,269.36
74 3,337.32 3,985.92 2,395.80 3,138.60 3,559.68 4,342.68 4,357.20
75 3,404.52 4,066.20 2,444.04 3,201.84 3,631.44 4,430.28 4,444.92
76 3,471.72 4,146.48 2,492.28 3,264.96 3,702.96 4,517.64 4,532.64
77 3,538.80 4,226.64 2,540.40 3,328.20 3,774.60 4,605.00 4,620.36
78 3,597.48 4,296.72 2,582.64 3,383.52 3,837.24 4,681.32 4,696.92
79 3,656.16 4,366.80 2,624.76 3,438.72 3,899.76 4,757.64 4,773.48
80 3,714.84 4,436.88 2,666.88 3,493.80 3,962.28 4,833.96 4,850.04
81 3,773.40 4,506.96 2,708.88 3,549.00 4,024.80 4,910.28 4,926.60
82 3,832.20 4,576.92 2,751.00 3,604.08 4,087.44 4,986.60 5,003.16
83 3,916.08 4,677.48 2,811.60 3,683.28 4,177.08 5,096.16 5,112.96
84 4,000.68 4,778.28 2,871.96 3,762.60 4,267.20 5,205.72 5,223.12

85+ 4,084.56 4,878.72 2,932.32 3,841.56 4,356.84 5,315.28 5,333.04

ZIP codes 330xx - 334xx, and moving out of state
	

FEMALE

		  MALE 

TIP: For monthly rates, shown with available discounts, please see the  
Medicare supplement booklet that accompanies this Outline of Coverage.

ANNUALIZED PREMIUM RATES 

Effective date: 1/1/2024



Age Plan A Plan G Plan K Plan L Plan N Plan C Plan F
Under 65 6,603.84 7,887.72 4,741.08 6,211.08 7,044.12 8,593.56 8,622.12 

65 1,886.88 2,253.60 1,354.56 1,774.44 2,012.64 2,455.44 2,463.48 
66 1,919.88 2,292.96 1,378.20 1,805.64 2,047.80 2,498.28 2,506.44 
67 1,952.76 2,332.44 1,401.84 1,836.72 2,082.96 2,541.24 2,549.64 
68 2,001.60 2,390.64 1,436.88 1,882.44 2,134.92 2,604.48 2,613.24 
69 2,050.20 2,448.72 1,471.68 1,928.16 2,186.88 2,667.84 2,676.72 
70 2,098.92 2,506.80 1,506.84 1,974.12 2,238.84 2,731.20 2,740.32 
71 2,147.64 2,565.00 1,541.88 2,019.84 2,290.68 2,794.56 2,803.92 
72 2,196.24 2,623.20 1,576.68 2,065.56 2,342.64 2,857.92 2,867.52 
73 2,242.32 2,678.16 1,609.80 2,109.00 2,391.72 2,917.92 2,927.64 
74 2,288.52 2,733.24 1,642.92 2,152.32 2,440.92 2,977.80 2,987.76 
75 2,334.48 2,788.20 1,676.04 2,195.52 2,490.00 3,037.80 3,047.88 
76 2,380.68 2,843.28 1,708.92 2,238.96 2,539.08 3,097.80 3,108.12 
77 2,426.64 2,898.24 1,742.04 2,282.28 2,588.28 3,157.68 3,168.24 
78 2,466.84 2,946.36 1,770.96 2,319.96 2,631.24 3,210.12 3,220.68 
79 2,507.16 2,994.36 1,799.76 2,358.00 2,674.20 3,262.44 3,273.36 
80 2,547.24 3,042.48 1,828.68 2,395.80 2,717.04 3,314.76 3,325.80 
81 2,587.44 3,090.48 1,857.60 2,433.48 2,760.00 3,366.96 3,378.12 
82 2,627.76 3,138.48 1,886.40 2,471.40 2,802.72 3,419.40 3,430.80 
83 2,685.36 3,207.36 1,927.80 2,525.52 2,864.28 3,494.40 3,506.04 
84 2,743.20 3,276.60 1,969.44 2,580.12 2,926.08 3,569.76 3,581.64 

85+ 2,800.92 3,345.24 2,010.72 2,634.24 2,987.52 3,644.76 3,656.76 

Age Plan A Plan G Plan K Plan L Plan N Plan C Plan F
Under 65 7,025.52 8,391.12 5,043.60 6,607.56 7,493.76 9,142.08 9,172.56 

65 2,007.24 2,397.36 1,441.08 1,887.72 2,141.04 2,611.92 2,620.80 
66 2,042.40 2,439.36 1,466.16 1,920.84 2,178.48 2,657.76 2,666.52 
67 2,077.44 2,481.24 1,491.36 1,953.84 2,215.92 2,703.36 2,712.24 
68 2,129.16 2,543.16 1,528.56 2,002.56 2,271.12 2,770.68 2,780.04 
69 2,181.12 2,604.96 1,565.64 2,051.28 2,326.44 2,838.24 2,847.60 
70 2,232.84 2,666.88 1,602.84 2,100.00 2,381.64 2,905.56 2,915.28 
71 2,284.68 2,728.68 1,640.16 2,148.60 2,436.96 2,972.88 2,982.84 
72 2,336.40 2,790.72 1,677.36 2,197.44 2,492.16 3,040.44 3,050.52 
73 2,385.36 2,849.16 1,712.52 2,243.64 2,544.48 3,104.16 3,114.36 
74 2,434.56 2,907.72 1,747.68 2,289.60 2,596.80 3,168.00 3,178.44 
75 2,483.52 2,966.28 1,782.96 2,335.80 2,649.00 3,231.72 3,242.52 
76 2,532.48 3,024.72 1,818.00 2,381.76 2,701.44 3,295.44 3,306.48 
77 2,581.56 3,083.28 1,853.28 2,427.96 2,753.52 3,359.28 3,370.56 
78 2,624.28 3,134.40 1,884.00 2,468.16 2,799.24 3,414.96 3,426.36 
79 2,667.00 3,185.52 1,914.72 2,508.36 2,844.84 3,470.52 3,482.28 
80 2,709.96 3,236.64 1,945.44 2,548.56 2,890.44 3,526.32 3,538.08 
81 2,752.68 3,287.64 1,976.16 2,588.88 2,936.04 3,582.00 3,593.88 
82 2,795.40 3,338.88 2,006.88 2,629.08 2,981.76 3,637.56 3,649.68 
83 2,856.72 3,412.08 2,050.92 2,686.68 3,047.16 3,717.60 3,729.72 
84 2,918.28 3,485.64 2,094.96 2,744.64 3,112.68 3,797.52 3,810.24 

85+ 2,979.72 3,558.84 2,139.12 2,802.48 3,178.32 3,877.32 3,890.28 
 

ZIP codes 322xx, 327xx - 329xx, 335xx - 339xx, 341xx - 342xx, 346xx - 347xx, 349xx FEMALE

		  MALE 

TIP: For monthly rates, shown with available discounts, please see the  
Medicare supplement booklet that accompanies this Outline of Coverage.

ANNUALIZED PREMIUM RATES 

Effective date: 1/1/2024



Age Plan A Plan G Plan K Plan L Plan N Plan C Plan F
Under 65 6,328.92 7,558.92 4,543.56 5,952.12 6,750.60 8,235.48 8,262.96 

65 1,808.28 2,159.64 1,298.04 1,700.64 1,928.76 2,352.96 2,360.76 
66 1,839.96 2,197.44 1,320.84 1,730.40 1,962.36 2,394.24 2,402.04 
67 1,871.40 2,235.24 1,343.52 1,760.04 1,996.20 2,435.28 2,443.44 
68 1,918.08 2,290.92 1,377.00 1,804.08 2,045.88 2,496.00 2,504.40 
69 1,964.88 2,346.72 1,410.60 1,847.88 2,095.80 2,556.72 2,565.36 
70 2,011.44 2,402.40 1,443.96 1,891.80 2,145.36 2,617.44 2,626.20 
71 2,058.00 2,458.20 1,477.56 1,935.60 2,195.28 2,678.16 2,687.16 
72 2,104.80 2,513.88 1,511.04 1,979.52 2,245.08 2,738.88 2,748.00 
73 2,148.84 2,566.56 1,542.72 2,021.16 2,292.12 2,796.36 2,805.72 
74 2,193.12 2,619.36 1,574.52 2,062.56 2,339.16 2,853.84 2,863.20 
75 2,237.28 2,672.04 1,605.96 2,104.08 2,386.32 2,911.32 2,920.92 
76 2,281.32 2,724.84 1,637.76 2,145.48 2,433.36 2,968.56 2,978.64 
77 2,325.60 2,777.40 1,669.56 2,187.12 2,480.52 3,026.16 3,036.24 
78 2,364.00 2,823.60 1,697.16 2,223.36 2,521.68 3,076.32 3,086.52 
79 2,402.64 2,869.68 1,724.88 2,259.72 2,562.72 3,126.48 3,136.80 
80 2,441.16 2,915.76 1,752.48 2,295.96 2,603.76 3,176.64 3,187.20 
81 2,479.68 2,961.72 1,780.20 2,332.20 2,644.92 3,226.80 3,237.48 
82 2,518.08 3,007.80 1,807.80 2,368.44 2,686.08 3,276.84 3,287.88 
83 2,573.52 3,073.68 1,847.40 2,420.40 2,744.88 3,348.84 3,360.00 
84 2,628.96 3,139.92 1,887.36 2,472.48 2,804.16 3,421.08 3,432.36 

85+ 2,684.16 3,205.92 1,927.08 2,524.44 2,863.08 3,492.84 3,504.48 

Age Plan A Plan G Plan K Plan L Plan N Plan C Plan F
Under 65 6,732.84 8,041.44 4,833.48 6,332.16 7,181.52 8,761.20 8,790.36 

65 1,923.60 2,297.52 1,380.84 1,809.24 2,051.88 2,503.08 2,511.48 
66 1,957.32 2,337.72 1,405.08 1,840.80 2,087.76 2,546.88 2,555.28 
67 1,990.92 2,377.92 1,429.20 1,872.48 2,123.52 2,590.68 2,599.44 
68 2,040.60 2,437.20 1,464.84 1,919.16 2,176.68 2,655.24 2,664.00 
69 2,090.16 2,496.48 1,500.48 1,965.72 2,229.48 2,719.92 2,729.04 
70 2,139.84 2,555.76 1,536.12 2,012.52 2,282.52 2,784.60 2,793.84 
71 2,189.52 2,615.04 1,571.76 2,059.20 2,335.44 2,849.16 2,858.64 
72 2,239.08 2,674.44 1,607.40 2,105.88 2,388.36 2,913.72 2,923.44 
73 2,286.00 2,730.36 1,641.24 2,150.04 2,438.40 2,974.80 2,984.64 
74 2,333.04 2,786.52 1,674.84 2,194.20 2,488.44 3,036.00 3,045.96 
75 2,379.96 2,842.68 1,708.68 2,238.48 2,538.72 3,097.08 3,107.40 
76 2,427.00 2,898.72 1,742.40 2,282.52 2,588.76 3,158.28 3,168.72 
77 2,473.92 2,954.76 1,776.00 2,326.80 2,638.80 3,219.24 3,230.04 
78 2,514.96 3,003.84 1,805.64 2,365.32 2,682.60 3,272.64 3,283.56 
79 2,556.00 3,052.80 1,835.04 2,403.84 2,726.28 3,325.92 3,337.08 
80 2,597.04 3,101.76 1,864.32 2,442.48 2,769.96 3,379.44 3,390.60 
81 2,637.96 3,150.72 1,893.72 2,480.88 2,813.76 3,432.72 3,444.12 
82 2,679.00 3,199.68 1,923.24 2,519.52 2,857.56 3,486.12 3,497.64 
83 2,737.80 3,269.88 1,965.36 2,574.72 2,920.32 3,562.56 3,574.44 
84 2,796.72 3,340.44 2,007.72 2,630.40 2,982.96 3,639.24 3,651.48 

85+ 2,855.52 3,410.64 2,049.96 2,685.60 3,045.72 3,715.92 3,728.16 

All other Florida ZIP codes FEMALE

		  MALE 

TIP: For monthly rates, shown with available discounts, please see the  
Medicare supplement booklet that accompanies this Outline of Coverage.

ANNUALIZED PREMIUM RATES 

Effective date: 1/1/2024
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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 insureds to pay a portion of Part B 
coinsurance or copayments.

Blood—First three pints of blood each year.

Hospice—Part A coinsurance. 

Premium Information
The EPIC Life Insurance Company can only raise your premium if we raise the premium for all policies like 
yours in this state, 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. 

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.

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. Neither The EPIC Life Insurance Company nor its 
agents are connected with Medicare. This Outline of Coverage does not give all the details of Medicare 
coverage. Contact your local Social Security office or consult Medicare and You for more details. 

Complete Answers are Very Important
When you fill out the application for the new policy and it is NOT an “Open Enrollment or Guaranteed Issue 
status application,” be sure to answer truthfully and completely all questions about your medical and health 
history. The policy is issued on the basis that the answers to all questions and all information shown in the 
application are correct and complete. The company may cancel your policy and refuse to pay any claims if 
you make misstatements, leave out, or falsify important information. Review the application carefully before 
you sign it and be certain that all information has been properly recorded. To review “Open Enrollment” 
timeframes please go to the following link on the Medicare.gov website: https://www.medicare.gov/
supplement-other-insurance/when-can-i-buy-medigap/when-can-i-buy-medigap.html
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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 $1,632 $0 
$1,632 (Part A 
deductible)

61st to 90th day
All but $408  
per day

$408 a day $0

91st day and after while 
using 60 lifetime reserve 
days

All but $816  
per day

$816 a day $0

Once lifetime reserve days 
are used:  
—Additional 365 days

$0

100% of  
Medicare-
eligible 
expenses

$0**

—Beyond the additional  
365 days

$0 $0 All costs

SKILLED NURSING 
FACILITY CARE*
You must meet Medicare’s 
requirements, including 
having been in a hospital for 
at least 3 days and entered 
a Medicare-approved facility 
within 30 days after leaving 
the hospital.

First 20 days
All approved
amounts

$0 $0

21st to 100th day
All but $204 per 
day

$0
Up to $204 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

* 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
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 $240 of Medicare-
approved amounts***

$0 $0
$240 (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 $240 of Medicare- 
approved amounts***

$0 $0
$240 (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 $240 of Medicare- 
approved amounts***

$0 $0 
$240 (Part B 
deductible)

Remainder of Medicare- 
approved amounts

80% 20% $0

PLAN A

*** Once you have been billed $240 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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PLAN G
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 $1,632
$1,632 (Part A 
deductible)  

$0

61st to 90th day
All but $408  
per day

$408 a day $0

91st day and after while 
using 60 lifetime reserve 
days

All but $816  
per day

$816 a day $0

Once lifetime reserve days 
are used:  
—Additional 365 days

$0

100% of  
Medicare-
eligible 
expenses

$0**

—Beyond the additional 365 
days

$0 $0 All costs

SKILLED NURSING 
FACILITY CARE*
You must meet Medicare’s 
requirements, including 
having been in a hospital for 
at least 3 days and entered 
a Medicare-approved facility 
within 30 days after leaving 
the hospital.

First 20 days
All approved
amounts

$0 $0

21st to 100th day
All but $204 per 
day

Up to $204 per 
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

* 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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PLAN G
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 $240 of Medicare-
approved amounts***

$0 $0
$240 (Part B
deductible)

Remainder of Medicare-
approved amounts

Generally 80% Generally 20% $0

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

BLOOD

First 3 pints $0 All costs $0
Next $240 of Medicare-
approved amounts***

$0 $0
$240 (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 $240 of Medicare- 
approved amounts***

$0 $0
$240 (Part B 
deductible) 

Remainder of Medicare- 
approved amounts

80% 20% $0 

Other Benefits—Not Covered by Medicare
Services Medicare Pays  Plan Pays You Pay
FOREIGN TRAVEL—NOT 
COVERED BY MEDICARE
Medically necessary  
emergency care services 
beginning during the first  
60 days of each trip outside 
the USA.

First $250 each  
calendar year

$0 $0 $250 

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

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

*** Once you have been billed $240 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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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 services and 
supplies.

First 60 days All but $1,632
$816 (50% 
of Part A 
deductible)

$816 (50% 
of Part A 
deductible)w

61st to 90th day
All but $408  
per day

$408 a day $0

91st day and after while 
using 60 lifetime reserve 
days

All but $816  
per day

$816 a day $0

Once lifetime reserve days 
are used:  
—Additional 365 days

$0

100% of  
Medicare-
eligible 
expenses

$0**

—Beyond the additional 365 
days

$0 $0 All costs

SKILLED NURSING 
FACILITY CARE*
You must meet Medicare’s 
requirements, including 
having been in a hospital for 
at least 3 days and entered 
a Medicare-approved facility 
within 30 days after leaving 
the hospital.

First 20 days
All approved
amounts

$0 $0

21st to 100th day
All but $204 per 
day

Up to $102  
a day (50% 
of Part A 
coinsurance)

Up to $102  
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

* 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.

† You will pay half the cost sharing of some covered services until you reach the annual out-of-pocket maximum of 
$7,060 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.
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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 $240 of Medicare-
approved amounts*** $0 $0 $240 (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 
$7,060)††

Blood

First 3 pints $0 50% 50%w

Next $240 of Medicare- 
approved amounts*** $0 $0 $240 (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 $240 of  Medicare- 
approved amounts*** $0 $0 $240 (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 
$7,060 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 $7,060 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.
*** Once you have been billed $240 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.

PLAN K
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PLAN L
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 $1,632
$1,224 (75% 
of Part A 
deductible)

$408 (25% 
of Part A 
deductible)w

61st to 90th day
All but $408  
per day

$408 a day $0

91st day and after while 
using 60 lifetime reserve 
days

All but $816  
per day

$816 a day $0

Once lifetime reserve days 
are used:  
—Additional 365 days

$0

100% of  
Medicare-
eligible 
expenses

$0**

—Beyond the additional 365 
days

$0 $0 All costs

SKILLED NURSING 
FACILITY CARE*
You must meet Medicare’s 
requirements, including 
having been in a hospital for 
at least 3 days and entered 
a Medicare-approved facility 
within 30 days after leaving 
the hospital.

First 20 days
All approved
amounts

$0 $0

21st to 100th day
All but $204 per 
day

Up to $153  
a day (75% 
of Part A 
coinsurance)

Up to $51  
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/
coinsurance for
outpatient drugs 
and inpatient 
respite care

75% of 
copayment/ 
coinsurance

25% of 
copayment/ 
coinsurancew

* 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.

† You will pay one-fourth the cost sharing of some covered services until you reach the annual out-of-pocket 
maximum of $3,530 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.
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PLAN L
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 $240 of Medicare-
approved amounts***

$0 $0
$240 (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

PART B EXCESS CHARGES  
(Above Medicare-approved amounts)

$0 $0

All costs (and 
they do not 
count toward 
annual out-of-
pocket limit of 
$3,530)††

BLOOD

First 3 pints $0 75% 25%w

Next $240 of Medicare- 
approved amounts***

$0 $0
$240 (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 $240 of  Medicare- 
approved amounts***

$0 $0 
$240 (Part B 
deductible)w

Remainder of Medicare- 
approved amounts

80% 15% 5%w

† You will pay one-fourth the cost sharing of some covered services until you reach the annual out-of-pocket 
maximum of $3,530 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 $3,530 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.
*** Once you have been billed $240 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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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 $1,632
$1,632 (Part A 
deductible)  

$0

61st to 90th day
All but $408  
per day

$408 a day $0

91st day and after while 
using 60 lifetime reserve 
days

All but $816  
per day

$816 a day $0

Once lifetime reserve days 
are used:  
—Additional 365 days

$0

100% of  
Medicare-
eligible 
expenses

$0**

—Beyond the additional 365 
days

$0 $0 All costs

SKILLED NURSING 
FACILITY CARE*
You must meet Medicare’s 
requirements, including 
having been in a hospital for 
at least 3 days and entered 
a Medicare-approved facility 
within 30 days after leaving 
the hospital.

First 20 days
All approved
amounts

$0 $0

21st to 100th day
All but $204 per 
day

Up to $204 per 
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

* 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
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 $240 of Medicare-
approved amounts*** $0 $0 $240 (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 $240 of Medicare-
approved amounts*** $0 $0 $240 (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 $240 of Medicare-
approved amounts*** $0 $0 $240 (Part B 

deductible)
Remainder of 
Medicare-approved 
amounts

80% 20% $0 

Other Benefits—Not Covered by Medicare
Services Medicare Pays  Plan Pays You Pay
FOREIGN TRAVEL—
NOT COVERED BY 
MEDICARE
Medically necessary 
emergency care services 
beginning during the 
first 60 days of each trip 
outside the USA.

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

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

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

PLAN N

*** Once you have been billed $240 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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PLAN C
Medicare 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 $1,632
$1,632 (Part A 
deductible)  

$0

61st to 90th day
All but $408  
per day

$408 a day $0

91st day and after while 
using 60 lifetime reserve 
days

All but $816  
per day

$816 a day $0

Once lifetime reserve days 
are used:  
—Additional 365 days

$0

100% of  
Medicare-
eligible 
expenses

$0**

—Beyond the additional 365 
days

$0 $0 All costs

SKILLED NURSING 
FACILITY CARE*
You must meet Medicare’s 
requirements, including 
having been in a hospital for 
at least 3 days and entered 
a Medicare-approved facility 
within 30 days after leaving 
the hospital.

First 20 days
All approved
amounts

$0 $0

21st to 100th day
All but $204 per 
day

Up to $204 per 
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

* 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.

This plan is only available to applicants who were eligible for Medicare prior to 1/1/2020. 



17

Medicare 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 $240 of Medicare-
approved amounts***

$0 
$240 (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 $240 of Medicare-
approved amounts***

$0 
$240 (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 $240 of Medicare- 
approved amounts***

$0 
$240 (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

*** Once you have been billed $240 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.

PLAN C

This plan is only available to applicants who were eligible for Medicare prior to 1/1/2020. 
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PLAN F
Medicare 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 $1,632
$1,632 (Part A 
deductible)  

$0

61st to 90th day
All but $408  
per day

$408 a day $0

91st day and after while 
using 60 lifetime reserve 
days

All but $816  
per day

$816 a day $0

Once lifetime reserve days 
are used:  
—Additional 365 days

$0

100% of  
Medicare-
eligible 
expenses

$0**

—Beyond the additional 365 
days

$0 $0 All costs

SKILLED NURSING 
FACILITY CARE*
You must meet Medicare’s 
requirements, including 
having been in a hospital for 
at least 3 days and entered 
a Medicare-approved facility 
within 30 days after leaving 
the hospital.

First 20 days
All approved
amounts

$0 $0

21st to 100th day
All but $204 per 
day

Up to $204 per 
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

* 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.

This plan is only available to applicants who were eligible for Medicare prior to 1/1/2020. 
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Medicare 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 $240 of Medicare-
approved amounts***

$0 
$240 (Part B
deductible)

$0

Remainder of Medicare-
approved amounts

Generally 80% Generally 20% $0

PART B EXCESS CHARGES  
(Above Medicare-approved amounts)

$0 100% $0

BLOOD

First 3 pints $0 All costs $0
Next $240 of Medicare-
approved amounts***

$0 
$240 (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 $240 of Medicare- 
approved amounts***

$0 
$240 (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

*** Once you have been billed $240 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.

PLAN F

This plan is only available to applicants who were eligible for Medicare prior to 1/1/2020. 
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NON-DISCRIMINATION POLICY 
Wisconsin Physicians Service Insurance Corporation/
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. We do not exclude people 
or treat them differently because of race, color, national 
origin, age, disability, or sex. 

We provide 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)

We provide 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 wpshealth.com.

If you believe that we have 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.

ATTENTION: If you do not speak English, language  
assistance services, free of charge, are available to you. 
Call 1-800-731-0459 (TTY: 711).
ATENCIÓN: Si habla español, tiene a su disposición 
servicios gratuitos de asistencia lingüística. Llame al 
1-800-731-0459 (TTY: 711).

ВНИМАНИЕ: Если вы говорите на русском языке, то 
вам доступны бесплатные услуги перевода. Звоните 
1-800-731-0459 (телетайп: 711).

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).

ATTENTION : Si vous parlez français, des services 
d’aide linguistique vous sont proposés gratuitement. 
Appelez le 1-800-731-0459 (ATS : 711).

UWAGA: Jeżeli mówisz po polsku, możesz skorzystać 
z bezpłatnej pomocy językowej. Zadzwoń pod numer 
1-800-731-0459 (TTY: 711).

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).

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).

KUJDES: Nëse flitni shqip, për ju ka në dispozicion 
shërbime të asistencës gjuhësore, pa pagesë.  
Telefononi në 1-800-731-0459 (TTY: 711).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab 
txog lus, muaj kev pab dawb rau koj. Hu rau  
1-800-731-0459 (TTY: 711).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen 
kostenlos sprachliche Hilfsdienstleistungen zur 
Verfügung. Rufnummer: 1-800-731-0459 (TTY: 711).

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

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

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

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

1-800-731-0459 711

In AR, AZ, CO, FL, IA, KS, KY, ND, NE, NV, OK, PA, SD, TN, TX, and WV, Medicare supplement insurance plans are 
underwritten by The EPIC Life Insurance Company. Neither Wisconsin Physicians Service Insurance Corporation, nor 
The EPIC Life Insurance Company, nor their products, nor agents are connected with or endorsed by the United States 
government or the federal Medicare program.
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IMPORTANT: If there’s ever a discrepancy between the policy 
and this outline of coverage, the policy has final authority. 


