* ' SUMMARY OF BENEFITS
MASSACHUSETTS

M ED EX® 2 City of Newton

This Medex plan provides benefits for:
* Medicare Part A and B Deductibles and Coinsurances
* OBRA Benefits

This Medex plan does not provide benefits for:
* Prescription Drugs

UNLOCK THE POWER OF YOUR PLAN

MyBIlue gives you an instant snapshot of your plan:
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COVERAGE AND BENEFITS CLAIMS AND BALANCES
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Sign in

Download the app, or create an account at bluecrossma.org.

QUESTIONS? CALL 1-800-258-2226. (TTY) 711.

The Member Service staff can assist you Monday through Friday, 8 a.m. to 6 p.m.
Medicare Office Telephone Number in Massachusetts: 1-800-MEDICARE (1-800-633-4227)

This health plan, alone, does not meet Minimum Creditable Coverage standards and will not satisfy the
individual mandate that you have health insurance; however, the Commonwealth of Massachusetts has
stated that enrollment in Original Medicare (Medicare Part A and Medicare Part B) satisfies these standards.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association


https://www.bluecrossma.org/

Inpatient Care

YOUR MEDICAL BENEFITS
Medex Provides

Hospital care—including surgical
services, X-rays and laboratory tests,
anesthesia, drugs and medications,
and intensive care services

 Coverage for days 1-60 per
benefit period after Part A
deductible

 Coverage for days 61-90 after
daily Part A coinsurance

» Coverage for an additional 60
lifetime reserve days after daily
Part A coinsurance

* Full coverage of Medicare
deductible and coinsurance

* Full coverage of lifetime reserve
day coinsurance

* Full coverage up to a lifetime
maximum of 365 additional
hospital days when Medicare
benefits are used up’

Physician or other professional
provider services

80% of approved charges after
annual Part B deductible

Full coverage of Medicare
deductible and coinsurance

Skilled nursing facility—
participating with Medicare*

* Full coverage for days 1-20
 Coverage for days 21-100 after
daily Part A coinsurance

* Full coverage of Medicare daily
coinsurance for days 21-100
« $16 daily for days 101-365

Skilled nursing facility—
not participating with Medicare*

Outpatient Care

Office visits, emergency services,
surgery, radiation therapy, X-ray and
lab tests, podiatrists’ services, durable
medical equipment, and cardiac
rehabilitation services

No benefits

80% of approved charges after
annual Part B deductible

$16 daily for 365 days per
benefit period

Full coverage of Medicare
deductible and coinsurance

Blood glucose monitors and materials
to test for the presence of blood sugar

80% of approved charges after
annual Part B deductible for all
diabetics

Full coverage of Medicare
deductible and coinsurance

Urine test strips (Claims must be
submitted on a Medex Subscriber
Claim form)

No benefits

Full coverage based on the
allowed charge

Chiropractor services

80% of approved charges after
annual Part B deductible, for
manual manipulation of the
spine to correct a subluxation
demonstrated by an X-ray

Full coverage of Medicare
deductible and coinsurance for
Medicare-approved charges only

Short-term rehabilitation — physical
therapy, speech-pathology, and
occupational therapy services
approved by Medicare

80% of approved charges after
annual Part B deductible

Full coverage of Medicare
deductible and coinsurance




Medicare Provides

Medex Provides

Mental Health and Substance Use Treatment

Biologically based mental conditions**

 Coverage for days 1-60 per
benefit period after Part A
deductible

 Coverage for days 61-90 after
daily Part A coinsurance

» Coverage for an additional 60
lifetime reserve days after daily
Part A coinsurance

+ Coverage for mental hospital
admissions is limited to a 190
day lifetime maximum

Inpatient admissions in a general or
mental hospital

* Full coverage of Medicare
deductible and coinsurance

* Full coverage of lifetime reserve
day coinsurance

* Full coverage up to a lifetime
maximum of 365 additional
hospital days when Medicare
benefits are used up’

80% of approved charges after
annual Part B deductible

Outpatient visits

Non-biologically based mental conditions

* When covered by Medicare,
full coverage of Medicare
deductible and coinsurance
with no visit maximum

* When visits are not covered by
Medicare, full coverage with no
visit maximum

 Coverage for days 1-60 per
benefit period after Part A
deductible

 Coverage for days 61-90 after
daily Part A coinsurance

 Coverage for an additional 60
lifetime reserve days after daily
Part A coinsurance

Inpatient admissions in a general
hospital

* Full coverage of Medicare
deductible and coinsurance

* Full coverage of lifetime reserve
day coinsurance

* Full coverage up to a lifetime
maximum of 365 additional
hospital days when Medicare
benefits are used up'

Inpatient admissions in a mental
hospital

Same coverage as a general
hospital, but coverage is limited to
a 190 day lifetime maximum

* Full coverage of Medicare
deductible and coinsurance

* Full coverage of lifetime reserve
day coinsurance

* When Medicare benefits are
used up, full coverage up to 120
days per benefit period (at least
60 days per calendar year), less
any days in a mental hospital
already covered by Medicare or
Medex in that benefit period (or
calendar year)'

80% of approved charges after

Outpatient visits
annual Part B deductible

* When covered by Medicare,
full coverage of Medicare
deductible and coinsurance
with no visit maximum

* When not covered by Medicare,
full coverage up to 24 visits per
calendar year

I The additional days are a combination of days in a general or mental hospital.

A combined maximum of 365 days per benefit period in @ Medicare participating and non-participating skilled nursing facility.
** Treatment of rape-related mental or emotional disorders for victims of an assault with intent to rape is covered to the same extent as biologically based conditions.



Preventive Services Approved by Medicare and Medex

Medicare provides coverage for certain preventive services at no cost to members. For the current list of
covered preventive services, refer to your Medicare & You handbook or go to medicare.gov. Some preventive
covered services are highlighted below.

* One routine fecal-occult blood test every year for * One routine gynecological exam every
members age 50 or older (Full coverage for tests) two years (Full coverage for exam if

* One routine flexible sigmoidoscopy every four doctor accepts assignment)
years for members age 50 or older (Full coverage for tests) * One routine gynecological exam per

» One routine colonoscopy every two years for a calendar year for a member at high risk
high-risk member (Full coverage for tests) for cancer (Full coverage for exam if

« Other routine colorectal cancer screening tests or procedures and  doctor accepts assignment)
changes to tests or procedures according to frequency limits set  * One baseline mammogram during the

by Medicare (Full coverage for tests) five year period a member is age 35-39
* Routine prostate cancer screening for members 50 or older and one routine mammogram per
including one (PSA) test and one digital rectal exam, per calendar calendar year for members age 40 and
year (Full coverage for exam if doctor accepts assignment, fulll older (Full coverage for screening)
coverage for PSA test) » One routine Pap smear test per

calendar year (Full coverage for test)

Important Information

» The Medicare inpatient deductible and coinsurance amounts are  « Blue Cross Blue Shield and Medicare will
subject to change January 1of each year. pay only for services that are medically
* Benefits are available immediately upon your effective date. necessary.

Get the Most from Your Plan: Visit us at bluecrossma.org or call 1-800-258-2226 to learn about

discounts, savings, resources, and special programs available to you, like those listed below.

Fitness Reimbursement: a benefit that rewards participation in $150 per calendar year
qualified fitness programs (see your plan description for details)

Weight Loss Reimbursement: a benefit that rewards participation  $150 per calendar year
in a qualified weight loss program (see your plan description
for details)

Limitations and Exclusions. These pages summarize your health care plan. Your plan description and riders define the full terms and conditions. Should any questions
arise concerning benefits, the plan description and riders will govern. For a complete list of limitations and exclusions, refer to your plan description and riders.

© Registered Marks of the Blue Cross and Blue Shield Association. ®" Registered Marks of Blue Cross and Blue Shield of Massachusetts, Inc, or Blue Cross and
Blue Shield of Massachusetts HMO Blug, Inc. © 2022 Blue Cross and Blue Shield of Massachusetts, Inc, or Blue Cross and Blue Shield of Massachusetts
HMO Blue, Inc. Printed at Blue Cross and Blue Shield of Massachusetts, Inc
March 2023


https://www.medicare.gov
https://www.bluecrossma.org/
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MASSACHUSETTS

NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability,
sex, sexual orientation, or gender identity. It does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, sexual orientation,

or gender identity.
e —

BLUE CROSS BLUE SHIELD
OF MASSACHUSETTS PROVIDES:

* Free aids and services to people with
disabilities to communicate effectively
with us, such as qualified sign language
interpreters and written information in other
formats (large print or other formats).

* Free language services to people whose
primary language is not English, such as
qualified interpreters and information written
in other languages.

If you need these services, call Member Service
at the number on your ID card.

If you believe that Blue Cross Blue Shield

of Massachusetts has failed to provide
these services or discriminated in another
way on the basis of race, color, national
origin, age, disability, sex, sexual orientation,
or gender identity, you can file a grievance
with the Civil Rights Coordinator by mail

at Civil Rights Coordinator, Blue Cross

Blue Shield of Massachusetts,

One Enterprise Drive, Quincy, MA 02171-2126;
phone at 1-800-472-2689 (TTY: 711);

fax at 1-617-246-3616; or email at
civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil
Rights Coordinator is available to help you.

You can also file a civil rights complaint

with the U.S. Department of Health and

Human Services, Office for Civil Rights,

online at ocrportal.hhs.gov; by mail at U.S.
Department of Health and Human Services,
200 Independence Avenue, SW Room 509F,
HHH Building, Washington, DC 20201; by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2022 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

000489593

55-1487 (6/21)



* ' TRANSLATION RESOURCES
MASSACHUSETTS

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espafiol: ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al numero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, sdo-Ine disponibilizados gratuitamente

senvicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, atravées do ndmero Nno
seu cartédo ID (TTY: 711).

Chinese/f /3 5 MREHF L, BAIAEERFRHESHIMS . HZRITE D £ L8
SHERRAZRARSH (TTY S84 711) o
Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang

disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantititkasyon w lan (Sevis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi noi Tiéng Viét, cac dich vu hd trg ngdn nglr dugc cung cdp cho
quy vi mién phi. Goi cho Dich vu Hoi vién theo so trén thé ID cla quy vi (TTY: 711).
Russian/Pyccknin: BHIMAHWIE: ecnu Bbl roBopuTe no-pycckiu, Bbl MOXKeTe BOCNOMNb30BaTbCA OeCrnnaTHbIMU

yCnyramm nepeBoaumKa. [No3BoHUTe B OTAEN OOCNYXMBAHWA KIMEHTOB MO HOMEPY, YKazaHHOMY B Baluel
naeHTMPUKaLMoHHOW KapTe (Tenetann: 711).

Arabic/ ,::

sl Slaz) sk Bl e sszobl 031 e clacyl Sloasy Jasl el deutlly Blowe &gl Basludl Sloas 351 oy y=ll dilll oy S 13) ol
(711 5TTY” Sl all gt
i

Mon-Khmer, Cambodian/igi: MifjSinNs {prisiSyaSunwman ig
i fgAteuN I RAmyIne

BUNSSWMANHAARIYE ANGIAMS{INUHAT YU giaig:
IS S AN Ut NI SIURASHA (TTY: 711)1

French/Francais: ATTENTION : si vous parlez francais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numeéro indiqué sur votre carte d’assuré

TTY : 711).

Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711).

4

Korean/€t=01: =2|: ot0{E Aot = 4%, ¢10] A& MH|AE FE2 0|3ctA =+
USLICEH #Hate| D ZI=0ll s MSHSATY: 711)E AFSSH0] 3l) AH[A0 NEtsMAIL.

Greek/EAANVIKA: MTPOXOXH: Eav pindte EAANVIKG, SiatiBevTal yia oag urnpeoie YAwooIKA¢ BoriBelag,
dwpeav. Kahéate Tnv Ymnpeoia E¢umnpetnong MeAwv otov aplBuod tng kaptag péAouc oag (ID Card)
(TTY:711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim mogg bezptatnie skorzysta¢ z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/f&: &ara & afe 3mg R ida &, O $WT §8™ar Jam, 39 & fAw e
3Ty | TEET QATHT F HUF WS, FE W /U 30 AN T Fred Y @ELAas.: 711),

Guijarati/asvldl: 2 iUl 671 dH AerRUdl BlAAL G, dl dHed AMISIA ASAAL AL (AL YA Guasy &9,
A1zl w518 Uz wilel vz uz Member Service A s1d 531 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Japanese/BAEE: HAHISHE HAEZPELICESHITENDSEB ) VARV AT —ERET
MAWERITEY, DA—NICGRHOEZESZFEAL AV /N\——EREXTEERETZEN
(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche
UnterstUtzung zur VerfUlgung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

(TTY: 711).

Persian/ .\

Slbs ) () 0 gotie I Lt b3S o8 et s GE0) Sse 0 (G5 SeS leds il )b Let (35 S oo
(TTY: 711) 5,80 (eled cliac) Sleasr (23 | ags

Lao/w9979290: 2001 {F19: 1)9c39cH1WwIF290L0, TNIOINWgoecTiDIVWIZTI IILIoe

VCIVN. ?mm‘)cm@U:)mvﬁzmQnmwwczn?mo::ﬁueﬂvuoaagm‘m (TTY: 711),

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanitt’i’go saad bee yat’i> éi

t’a4jiik’e bee nikd’a’doowotgo éi nd’ahoot’1i’. Dii bee anitahigi ninaaltsoos bine’déé’ nbomba bikd’igiiji’

béésh bee hodiilnih (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2022 Blue Cross and Blue Shield of Massachusetts, Inc,, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
000489691 55-1493 (6/21)
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MASSACHUSETTS

2023 SUMMARY OF BENEFITS
Blue MedicareRx (PDP)

EMPLOYER GROUP MEDICARE PRESCRIPTION DRUG PLAN
WITH SUPPLEMENTAL COVERAGE: $10 / $20 / $35

Option 47




Blue MedicareRx (PDP)
(a Medicare Prescription Drug Plan (PDP) offered by ANTHEM INSURANCE CO.
& BCBSMA & BCBSRI & BCBSVT with a Medicare contract)

SUMMARY OF BENEFITS

July 1, 2023 - December 31, 2023

Thank you for your interest in Blue MedicareRx. Blue MedicareRx includes standard

Medicare Part D benefits supplemented with coverage provided by your former employer/union
health plan. Blue MedicareRx is referred to throughout this Summary of Benefits as “plan”

or “this plan.”

This Summary of Benefits tells you some features of our plan. It doesn’t list every drug we
cover, every limitation, or exclusion. To get a complete list of our benefits, please call us
and ask for the “Evidence of Coverage.”

For More Information
Hours of Operation

You can call us 24 hours a day, 7 days a week.

Blue MedicareRx Phone Numbers and Website

Please call Blue MedicareRx for more If you want to know more about the
information about our plan. coverage and costs of Original Medicare,
Current members should call toll-free Ir:)a%kdll?o}é?(u:/?euv;rﬁn;nlmzcgtcii dgi‘c\;?g gov
1'888'54_3'4917 (TTY/TDD 711). or get a copy by calling 1-800-MEDICARE
Prosp.ectlve Mgmbers, please contact your (1-800-633-4227), 24 hours a day, 7 days a
benefits administrator. week. TTY users should call 1-877-486-2048.
Visit us at groups.rxmedicareplans.com. This document is available in other formats

such as Braille and large print. For additional
information, call us at 1-888-543-4917, 24
hours a day, 7 days a week. TTY/TDD users
should call 711.

1 2023 Summary of Benefits



Who can join?

You can join this plan if you are entitled to
Medicare Part A and/or enrolled in Medicare
Part B, are a US citizen or are lawfully present
in the United States and live in the service
area which includes the United States and its
territories (excluding the Virgin Islands).

If you are enrolled in a MA coordinated

care (HMO or PPO) plan or a MA private
fee-for-service (MA PFFS) plan that includes
Medicare prescription drugs, you may not
enroll in a prescription drug plan (PDP)
unless you disenroll from the HMO, PPO

or MA PFFS plan.

Enrollees in a private fee-for-service

(PFFS) plan that does not provide Medicare
prescription drug coverage or a MA Medical
Savings Account (MSA) plan may enroll in a
PDP. Enrollees in an 1876 Cost plan may enroll
in a PDP. Please contact your local benefits
administrator for more information.

Which drugs are covered?

You can see the complete plan formulary

(list of Part D prescription drugs) and any
restrictions on our Document portal at:
mds.memberdoc.com. Or, call us and we will
send you a copy of the formulary. Your former
employer has provided additional coverage for
select vitamins. Please contact Customer Care
with any questions regarding this coverage.

How will | determine
my drug costs?

Our plan groups each medication into one of

3 “tiers.” You will need to use your formulary
to locate what tier your drug is on to determine
how much it will cost you. The amount you
pay depends on the drug’s tier, your out-of-
pocket prescription costs to date and what
stage of the benefit you have reached. Later in
this document we discuss the benefit stages in
your Medicare prescription drug coverage that
occur: Initial Coverage, Coverage Gap, and
Catastrophic Coverage. For more information
about formulary tiers and stages of the benefit,
please see the plan’s formulary and the
Evidence of Coverage on our Document portal
at: mds.memberdoc.com, or contact Customer
Care at the number listed above.

Which pharmacies can | use?

We have a network of pharmacies and you
must generally use these pharmacies to fill
your prescriptions for covered Part D drugs.

You can see our plan’s pharmacy directory on
our Document portal at: mds.memberdoc.com.
Or, call us and we will send you a copy of the
pharmacy directory.

Additional benefit information for Blue MedicareRx

Important message about what you pay for vaccines

Our plan covers most Part D vaccines at no cost to you. Call Customer

Care for more information.

Important message about what you pay for insulin

You won’t pay more than $35 for a one-month supply of each insulin
product covered by our plan, no matter what cost-sharing tier it’s on.

groups.rxmedicareplans.com 2



SUMMARY OF BENEFITS

July 1, 2023 — December 31, 2023

Prescription Drug Benefits

The benefits described below are offered by Blue MedicareRx, a standard Medicare Part D
plan supplemented with benefits provided by your former employer. As an enhanced benefit,
your former employer limits your maximum out-of-pocket prescription costs to $1,500 per
calendar year for covered medications.

Initial Coverage You pay the following until your total yearly drug costs reach $4,660":
Standard Retail Cost Sharing One-month supply Three-month supply?

Tier 1 Generic $10 $30

Tier 2 Preferred Brand $20 $60

Tier 3 Non-Preferred Drug | $35 $105

Specialty drugs are limited to a one-month supply per fill.

Mail Order Cost Sharing One-month supply Three-month supply
Tier 1 Generic $10 $20
Tier 2 Preferred Brand $20 $40
Tier 3 Non-Preferred Drug | $35 $70

Specialty drugs are limited to a one-month supply per fill.

After your total yearly drug costs reach $4,660, your former employer provides supplemental
coverage that will keep your copayments and/or coinsurance as outlined above.

Coverage Gap Your copayments and/or coinsurance will not change until you qualify for Catastrophic Coverage.
Your employer provides a benefit where the out-of-pocket maximum is $1,500 which is less than
$7,400, so the Catastrophic Stage may not apply.

After your yearly out-of-pocket drug costs reach
$7,400, you pay:

Catastrophic Coverage

Generic (including brand drugs treated as generic) $4.15

All other Drugs $10.35

1 All covered drugs are on the Blue MedicareRx group formulary/drug list.
2 Available at retail pharmacies that have agreed to allow members to fill 90-day supplies of their prescriptions.

Your former employer has provided additional coverage for select vitamins. Please contact Customer Care with any questions
regarding this coverage.

3 2023 Summary of Benefits
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GENERAL INFORMATION

In some cases, the plan requires you to first try one drug to treat your medical condition before
they will cover another drug for that condition.

Certain prescription drugs will have maximum quantity limits.
Your provider must get prior authorization from Blue MedicareRx for certain prescription drugs.

Covered Part D drugs are available at out-of-network pharmacies in special circumstances
as long as the pharmacy is located within the United States and its territories (excluding the
Virgin Islands). For examples of what would qualify as special circumstances, refer to the
Evidence of Coverage (EOC). Your copayment and/or coinsurance at out-of-network
pharmacies is the same as at network pharmacies and depends on whether you purchase
a Generic, Preferred Brand, Specialty or Non-Preferred drug.

Medicare considers drugs which cost more than $830 for a one month supply to be
specialty drugs.

Medicare Coverage Gap Discount Program

The Medicare Coverage Gap Discount Program provides manufacturer discounts on
brand name drugs to Part D enrollees who have reached year-to-date “total drug costs”
of $4,660 and are not already receiving “Extra Help.”

If you have reached year-to-date “total drug costs” of $4,660, your former employer provides
supplemental coverage that will keep your copayments and/or coinsurance in the Coverage Gap
the same as what you pay in the Initial Coverage Level. Both the amount you pay and the amount
discounted by the manufacturer count toward your out-of-pocket costs and move you through
the Coverage Gap. The amount discounted by the manufacturer will count toward your out-of-
pocket costs as if you had paid this amount. Your Explanation of Benefits (EOB) will show any
discounted amount provided.

Once your out-of-pocket costs reach $7,400, you will move to the Catastrophic Coverage phase
and the Medicare Coverage Gap Discount Program will no longer be applicable.

If you have any questions about the availability of discounts for the drugs you are taking or
about the Medicare Coverage Gap Discount Program in general, please contact Customer Care.

5 2023 Summary of Benefits



Blue MedicareRx®™ (PDP) complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Blue MedicareRx
does not exclude people or treat them differently because of race, color, national origin, age,

disability, or sex.

Blue MedicareRx:

* 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 (Braille, large print, audio,

accessible electronic formats, other formats)

* Provides free language services to people whose primary language is not

English, such as:
» Qualified interpreters

» Information written in other languages

If you need these services, call the number on the back of your Member ID Card. TTY/TDD users should call 711.

If you believe that Blue MedicareRx 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:

Blue MedicareRx (PDP)

Grievance Department Coordinator
P.0. Box 30016

Pittsburgh, PA 15222-0330

Phone: 1-866-884-9478

Fax: 1-866-217-3353

You can file a grievance in person, by mail, or fax.
If you need help filing a grievance, Blue MedicareRx
Grievance Department 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 ocrportal.hhs.gov/ocr/
portal/lobby.jsf, or by mail or phone at:

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

Room 509F, HHH Building

Washington, D.C. 20201

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

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

You can file a complaint if you feel that you received inaccurate, misleading, or inappropriate
information. Please call Customer Care at the number listed on the back page of this booklet
(TTY users call: 711). If your complaint involves a broker or agent, be sure to include the name

of the broker/agent when filing your complaint.

groups.rxmedicareplans.com




THIS INFORMATION IS NOT A COMPLETE DESCRIPTION OF BENEFITS.
PLEASE REFER TO THE CONTACT LIST BELOW FOR MORE INFORMATION.
Please call Blue MedicareRx for more information about our plan.

Current members should call toll-free 1-888-543-4917 (TTY/TDD 711).
Prospective Members, please contact your benefits administrator.

Visit us at groups.rxmedicareplans.com.

Customer Care Hours:
24 hours a day, 7 days a week

For more information about Medicare, please call Medicare at 1-800-MEDICARE
(1-800-633-4227). TTY users should call 1-877-486-2048. You can call 24 hours a day,
7 days a week. Or, visit medicare.gov on the web.

If you have special needs, this document may be available in other formats.

v

MASSACHUSETTS

Blue Cross and Blue Shield of Massachusetts, Inc., is an Independent Licensee
of the Blue Cross and Blue Shield Association.

Anthem Insurance Companies, Inc., Blue Cross and Blue Shield of Massachusetts, Inc., Blue Cross
& Blue Shield of Rhode Island, and Blue Cross and Blue Shield of Vermont are the legal entities which have
contracted as a joint enterprise with the Centers for Medicare & Medicaid Services (CMS) and are the risk-bearing entities
for Blue MedicareRx (PDP) plans. The joint enterprise is a Medicare-approved Part D Sponsor.
Enroliment in Blue MedicareRx (PDP) depends on contract renewal.

® Registered Marks of the Blue Cross and Blue Shield Association. SM Service Mark of Anthem
Blue Cross Blue Shield. © 2022 Blue Cross and Blue Shield of Massachusetts, Inc.
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