OREGON 2019
Oxford Life
Insurance Company

Benefit Chart of Medicare Supplement Plans sold on or after June 15, 2019
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
insureds to pay a portion of Part B coinsurance or copayments.
• Blood – First three pints of blood each year.
• Hospice – Part A coinsurance.
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$5560; paid at
$2780; paid at
100% after limit
100% after limit
reached
reached
* Plan F also has an option called a high deductible plan F. This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $2300 deductible.
Benefits from high deductible plan F will not begin until out-of-pocket expenses exceed $2300. Out-of-pocket expenses for this deductible are expenses that would ordinarily
be paid by the policy. These expenses include the Medicare deductibles for Part A and Part B, but do not include the plan’s separate foreign travel emergency deductible.
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For use with Oxford Life Insurance Company policy forms 2010-104-A-OR, 2010-104-F-OR and 2010-104-N-OR. Outline of Coverage - 2019-AFGN-OR
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1
2
AGE
65
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90
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3

4

PLAN A
MALE
FEMALE
$1,850.77 $1,637.86
$1,877.56 $1,661.57
$1,904.37 $1,685.26
$2,003.01 $1,772.59
$2,101.65 $1,859.89
$2,200.36 $1,947.20
$2,299.01 $2,034.51
$2,397.66 $2,121.83
$2,466.45 $2,182.71
$2,536.00 $2,244.25
$2,607.40 $2,307.43
$2,680.82 $2,372.41
$2,749.82 $2,433.47
$2,783.82 $2,463.56
$2,817.84 $2,493.67
$2,851.85 $2,523.74
$2,885.84 $2,553.83
$2,919.86 $2,583.95
$2,968.92 $2,627.37
$2,971.42 $2,629.57
$2,973.90 $2,631.77
$2,976.41 $2,633.98
$2,978.91 $2,636.20
$2,987.82 $2,644.08
$2,996.74 $2,651.99
$3,005.66 $2,659.88
$3,014.59 $2,667.77
$3,023.52 $2,675.67
$3,032.07 $2,683.24
$3,040.65 $2,690.85
$3,049.24 $2,698.46
$3,057.81 $2,706.03
$3,066.40 $2,713.64
$3,074.99 $2,721.23
$3,083.58 $2,728.83
$3,092.18 $2,736.46

Disability Rates
<65
$1,850.77 $1,637.86
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PLAN F
MALE
FEMALE
$4,126.40 $3,651.67
$4,242.51 $3,754.43
$4,362.00 $3,860.16
$4,533.13 $4,011.62
$4,704.30 $4,163.09
$4,875.50 $4,314.60
$5,046.64 $4,466.07
$5,217.84 $4,617.56
$5,403.65 $4,782.00
$5,589.48 $4,946.44
$5,775.33 $5,110.94
$5,961.20 $5,275.39
$6,147.01 $5,439.82
$6,320.45 $5,593.31
$6,498.62 $5,750.98
$6,681.89 $5,913.18
$6,852.19 $6,063.87
$7,022.47 $6,214.56
$7,232.99 $6,400.87
$7,443.43 $6,587.11
$7,653.95 $6,773.40
$7,864.48 $6,959.73
$8,074.97 $7,145.99
$8,162.11 $7,223.10
$8,249.23 $7,300.22
$8,423.76 $7,454.65
$8,660.65 $7,664.31
$8,904.96 $7,880.50
$9,155.53 $8,102.24
$9,413.59 $8,330.60
$9,678.38 $8,564.94
$9,950.92 $8,806.09
######## $9,054.21
######## $9,309.30
######## $9,571.56
######## $9,658.81
$4,126.40 $3,651.67
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MEDICARE SUPPLEMENT PREMIUM RATES
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10
11
12
13
14
PLAN G
PLAN N
MALE
FEMALE
MALE
FEMALE
$1,886.15 $1,669.16
$1,379.45 $1,220.75
$1,886.15 $1,669.16
$1,418.29 $1,255.11
$1,886.15 $1,669.16
$1,458.09 $1,290.35
$1,886.15 $1,669.16
$1,519.61 $1,344.80
$1,944.43 $1,720.73
$1,581.17 $1,399.27
$2,000.52 $1,770.37
$1,642.71 $1,453.73
$2,057.13 $1,820.47
$1,704.27 $1,508.20
$2,120.81 $1,876.82
$1,765.81 $1,562.66
$2,188.45 $1,936.68
$1,836.02 $1,624.79
$2,254.55 $1,995.18
$1,906.24 $1,686.94
$2,314.42 $2,048.15
$1,976.45 $1,749.07
$2,380.14 $2,106.32
$2,046.66 $1,811.20
$2,443.44 $2,162.34
$2,116.87 $1,873.35
$2,501.37 $2,213.59
$2,186.58 $1,935.03
$2,560.52 $2,265.94
$2,256.26 $1,996.69
$2,644.11 $2,339.92
$2,325.97 $2,058.39
$2,715.50 $2,403.11
$2,395.67 $2,120.06
$2,788.82 $2,467.98
$2,465.38 $2,181.73
$2,866.92 $2,537.10
$2,558.71 $2,264.36
$2,944.32 $2,605.59
$2,652.10 $2,347.00
$3,017.93 $2,670.73
$2,745.51 $2,429.65
$3,075.27 $2,721.48
$2,838.85 $2,512.26
$3,133.70 $2,773.18
$2,932.26 $2,594.91
$3,193.24 $2,825.88
$3,014.82 $2,667.99
$3,250.71 $2,876.74
$3,071.51 $2,718.15
$3,309.23 $2,928.52
$3,129.36 $2,769.33
$3,339.00 $2,954.87
$3,188.05 $2,821.29
$3,369.06 $2,981.47
$3,247.89 $2,874.23
$3,396.01 $3,005.33
$3,308.87 $2,928.21
$3,423.19 $3,029.37
$3,371.01 $2,983.21
$3,453.99 $3,056.63
$3,434.40 $3,039.30
$3,478.18 $3,078.04
$3,499.04 $3,096.49
$3,502.52 $3,099.58
$3,564.59 $3,154.50
$3,527.03 $3,121.27
$3,631.41 $3,213.65
$3,551.74 $3,143.12
$3,699.52 $3,273.91
$3,576.59 $3,165.13
$3,768.93 $3,335.34
$1,886.15 $1,669.16

$1,379.45 $1,220.75
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16
ZIP CODE AREA FACTORS
ZIP REGION
AREA FACTOR
894, 973-979, 993
1.000

970-972

MODE

1.043

MODAL FACTORS

Annual
Semi-Annual
Quarterly
Monthly

Non-Tobacco
Tobacco

FACTOR
1.000
0.510
0.260
0.086

TOBACCO FACTOR

1.00
1.15

There is a one-time
application fee of $15.00.
HOW TO CALCULATE
A MODAL PREMIUM
( Annual Rate x Area Factor x
Tobacco Factor x Modal Factor )
+ $0.25 = Modal Premium

PREMIUM INFORMATION
We (Oxford Life Insurance Company) can only raise your premium if we raise the premium for all policies like yours in this State. The premium will increase
annually based on your age.
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 June 15, 2019.
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 PO Box 46518, Madison, WI 53744-6518. 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 Oxford 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.
LIMITATIONS AND EXCLUSIONS
No benefits are available under this policy for 1) medical care of the kinds not covered by Medicare; 2) medical care which Medicare does not consider to be medically
necessary; 3) medical care which is not eligible for payment under Medicare; or 4) expenses to the extent of any benefit available to the insured under Medicare.
REFUND OF PREMIUM
We will refund your premium if you return the policy to us within 30 days after you receive it. We will refund any unearned premium at the time of your death
upon proper notice by your survivor, or upon your written request to cancel.
COMPLETE ANSWERS ARE VERY IMPORTANT
When you fill out the application for the new policy, be sure to answer truthfully and completely all questions about your medical and health history. The 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. Be certain that all information has been properly recorded.
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PLAN A
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD
* 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.
SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

All but $1364.00
All but $341.00 a day

$0.00
$341.00 a day

$1364.00 (Part A deductible)
$0.00

All but $682.00 a day

$682.00 a day

$0.00

$0.00
$0.00

100% of Medicare eligible expenses
$0.00

$0.00**
All costs

All approved amounts
All but $170.50 a day
$0.00

$0.00
$0.00
$0.00

$0.00
Up to $170.50 a day
All costs

$0.00
100%

3 pints
$0.00

$0.00
$0.00

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

Medicare copayment/
coinsurance

$0.00

HOSPITALIZATION*
Semiprivate room and board,
general nursing and miscellaneous
services and supplies
First 60 days
61st thru 90th day
91st day and after:
While using 60 lifetime reserve days
Once lifetime reserve days are used
Additional 365 days
Beyond the additional 365 days
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
21st thru 100th day
101st day and after
BLOOD
First 3 pints
Additional amounts
HOSPICE CARE
You must meet Medicare’s requirements,
including a doctor's certification of
terminal illness

** 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 A, continued
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $185.00 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part B deductible will have
been met for the calendar year.
SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

$0.00

$0.00

$185.00 (Part B deductible)

Generally 80%

Generally 20%

$0.00

PART B EXCESS CHARGES
(Above Medicare Approved Amounts)

$0.00

$0.00

All costs

BLOOD
First 3 pints
Next $185.00 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0.00
$0.00
80%

All costs
$0.00
20%

$0.00
$185.00 (Part B deductible)
$0.00

CLINICAL LABORATORY SERVICES
TESTS FOR DIAGNOSTIC SERVICES

100%

$0.00

$0.00

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 $185.00 of Medicare Approved
Amounts*
Remainder of Medicare Approved
Amounts
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PLAN A, continued
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%

$0.00

$0.00

Durable medical equipment
First $185.00 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0.00
80%

$0.00
20%

$185.00 (Part B deductible)
$0.00
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PLAN F
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD
* 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.
SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

All but $1364.00
All but $341.00 a day

$1364.00 (Part A deductible)
$341.00 a day

$0.00
$0.00

All but $682.00 a day

$682.00 a day

$0.00

$0.00
$0.00

100% of Medicare eligible expenses
$0.00

$0.00**
All costs

All approved amounts
All but $170.50 a day
$0.00

$0.00
Up to $170.50 a day
$0.00

$0.00
$0.00
All costs

$0.00
100%

3 pints
$0.00

$0.00
$0.00

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

Medicare copayment/
coinsurance

$0.00

HOSPITALIZATION*
Semiprivate room and board,
general nursing and miscellaneous
services and supplies
First 60 days
61st thru 90th day
91st day and after:
While using 60 lifetime reserve days
Once lifetime reserve days are used
Additional 365 days
Beyond the additional 365 days
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
21st thru 100th day
101st day and after
BLOOD
First 3 pints
Additional amounts
HOSPICE CARE
You must meet Medicare’s requirements,
including a doctor's certification of
terminal illness

** 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 F, continued
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $185.00 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part B deductible will have
been met for the calendar year.
SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

$0.00

$185.00 (Part B deductible)

$0.00

Generally 80%

Generally 20%

$0.00

PART B EXCESS CHARGES
(Above Medicare Approved Amounts)

$0.00

100%

$0.00

BLOOD
First 3 pints
Next $185.00 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0.00
$0.00
80%

All costs
$185.00 (Part B deductible)
20%

$0.00
$0.00
$0.00

CLINICAL LABORATORY SERVICES
TESTS FOR DIAGNOSTIC SERVICES

100%

$0.00

$0.00

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 $185.00 of Medicare Approved
Amounts*
Remainder of Medicare Approved
Amounts
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PLAN F, continued
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%

$0.00

$0.00

Durable medical equipment
First $185.00 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0.00
80%

$185.00 (Part B deductible)
20%

$0.00
$0.00

OTHER BENEFITS - NOT COVERED BY MEDICARE
SERVICES
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
Remainder of charges
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MEDICARE PAYS

PLAN PAYS

YOU PAY

$0.00
$0.00

$0.00
80% to a lifetime maximum
benefit of $50,000

$250.00
20% and amounts over the
$50,000 lifetime maximum

PLAN G
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD
* 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.
SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

All but $1364.00
All but $341.00 a day

$1364.00 (Part A deductible)
$341.00 a day

$0.00
$0.00

All but $682.00 a day

$682.00 a day

$0.00

$0.00
$0.00

100% of Medicare eligible expenses
$0.00

$0.00**
All costs

All approved amounts
All but $170.50 a day
$0.00

$0.00
Up to $170.50 a day
$0.00

$0.00
$0.00
All costs

$0.00
100%

3 pints
$0.00

$0.00
$0.00

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

Medicare copayment/
coinsurance

$0.00

HOSPITALIZATION*
Semiprivate room and board,
general nursing and miscellaneous
services and supplies
First 60 days
61st thru 90th day
91st day and after:
While using 60 lifetime reserve days
Once lifetime reserve days are used
Additional 365 days
Beyond the additional 365 days
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
21st thru 100th day
101st day and after
BLOOD
First 3 pints
Additional amounts
HOSPICE CARE
You must meet Medicare’s requirements,
including a doctor's certification of
terminal illness

** 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, continued
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $185.00 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part B deductible will have
been met for the calendar year.
SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

$0.00

$0.00

$185.00 (Part B deductible)

Generally 80%

Generally 20%

$0.00

PART B EXCESS CHARGES
(Above Medicare Approved Amounts)

$0.00

100%

$0.00

BLOOD
First 3 pints
Next $185.00 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0.00
$0.00
80%

All costs
$0.00
20%

$0.00
$185.00 (Part B deductible)
$0.00

CLINICAL LABORATORY SERVICES
TESTS FOR DIAGNOSTIC SERVICES

100%

$0.00

$0.00

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 $185.00 of Medicare Approved
Amounts*
Remainder of Medicare Approved
Amounts
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PLAN G, continued
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%

$0.00

$0.00

Durable medical equipment
First $185.00 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0.00
80%

$0.00
20%

$185.00 (Part B deductible)
$0.00

OTHER BENEFITS - NOT COVERED BY MEDICARE
SERVICES
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
Remainder of charges
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MEDICARE PAYS

PLAN PAYS

YOU PAY

$0.00
$0.00

$0.00
80% to a lifetime maximum
benefit of $50,000

$250.00
20% and amounts over the
$50,000 lifetime maximum

PLAN N
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD
* 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.
SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

All but $1364.00
All but $341.00 a day

$1364.00 (Part A deductible)
$341.00 a day

$0.00
$0.00

All but $682.00 a day

$682.00 a day

$0.00

$0.00
$0.00

100% of Medicare eligible expenses
$0.00

$0.00**
All costs

All approved amounts
All but $170.50 a day
$0.00

$0.00
Up to $170.50 a day
$0.00

$0.00
$0.00
All costs

$0.00
100%

3 pints
$0.00

$0.00
$0.00

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

Medicare copayment/
coinsurance

$0.00

HOSPITALIZATION*
Semiprivate room and board,
general nursing and miscellaneous
services and supplies
First 60 days
61st thru 90th day
91st day and after:
While using 60 lifetime reserve days
Once lifetime reserve days are used
Additional 365 days
Beyond the additional 365 days
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
21st thru 100th day
101st day and after
BLOOD
First 3 pints
Additional amounts
HOSPICE CARE
You must meet Medicare’s requirements,
including a doctor's certification of
terminal illness

** 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 N, continued
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR
* Once you have been billed $185.00 of Medicare-approved amounts for covered services (which are noted with an asterisk), your Part B deductible will have
been met for the calendar year.
SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

$0.00

$0.00

$185.00 (Part B deductible)

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)

$0.00

$0.00

All costs

BLOOD
First 3 pints
Next $185.00 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0.00
$0.00
80%

All costs
$0.00
20%

$0.00
$185.00 (Part B deductible)
$0.00

CLINICAL LABORATORY SERVICES
TESTS FOR DIAGNOSTIC SERVICES

100%

$0.00

$0.00

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 $185.00 of Medicare Approved
Amounts*
Remainder of Medicare Approved
Amounts

69462175

PLAN N, continued
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%

$0.00

$0.00

Durable medical equipment
First $185.00 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

$0.00
80%

$0.00
20%

$185.00 (Part B deductible)
$0.00

OTHER BENEFITS - NOT COVERED BY MEDICARE
SERVICES
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
Remainder of charges

69462175

MEDICARE PAYS

PLAN PAYS

YOU PAY

$0.00
$0.00

$0.00
80% to a lifetime maximum
benefit of $50,000

$250.00
20% and amounts over the
$50,000 lifetime maximum

