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Regence

Regence MedAdvantage Retiree Rate Sheet

Lewis & Clark College Retirees

January 1, 2024 - December 31, 2024

Plan Rate

Regence MedAdvantage + Rx Primary (PPO) $0

Regence MedAdvantage + Rx Classic w/ Comp Dental (PPO) $66

e You must continue to pay your Medicare Part B premium.
e Rate changes are effective January 1 of each year




Regence

Regence MedAdvantage + Rx Primary (PPO)

2024 Summary of Benefits
January 1, 2024 — December 31, 2024

for retirees of groups based in Oregon and Clark County, Washington

For more information

Visit our website at regence.com/mrg.

Contact Customer Service at 1-888-319-8904 (TTY: 711). Customer Service hours are 8 a.m.to 8
p.m., Monday through Friday (October 1 through March 31, our telephone hours are from 8 a.m. to 8
p.m., seven days a week).

This document is available electronically and may be available in other formats.

2024 MRG Oregon Primary PPO SB


https://www.regence.com/mrg

What you need to know about this book

The benefit information provided is a summary of what we cover and what you pay. It does not list
every service that we cover or list every limitation or exclusion. To get a complete list of services we
cover, call us and ask for the Evidence of Coverage (EOC).

Who can join?

To join a Regence Medicare Advantage Retiree Group Plan, you must be entitled to Medicare Part A,
be enrolled in Medicare Part B, be eligible for your employer's retiree plan and live within the United
States. As long as you are eligible for your employer's retiree plan, you will have coverage in any state
you live in (excluding U.S. territories).

Tips for comparing your Medicare benefits

¢ |f you want to compare our plan with other Medicare health plans, ask the other plans for their
Summary of Benefits booklets. Or use the Medicare Plan Finder on www.medicare.gov.

¢ |f you want to know more about the coverage and costs of Original Medicare, look in your current
"Medicare & You" handbook. View it online at www.medicare.gov or get a copy by calling 1-800-
MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-
2048.

Which doctors, hospitals, and pharmacies can | use?

Regence participates in the Blue Medicare Advantage PPO Network Sharing Program. If you use a
Regence MedAdvantage PPO network provider, or any other provider who participates in the PPO
Network Sharing Program, you will receive in-network benefits for covered services. If you reside in a
county or state that does not participate in the Blue Medicare Advantage PPO Network Program, you
will still receive in-network benefits for covered services as long as your chosen provider accepts
Medicare. If you choose to use an out-of-network provider when an in-network provider is available,
you may pay more for your services, except in urgent and emergency situations.

Go to our website at regence.com/mrg to search for a network provider or pharmacy using the online
directories. You can also view the plan Drug List (Formulary) to see what drugs are covered and if there
are any restrictions.

When reviewing the following charts, you'll see the cost differences for in-network vs. out-of-network
care and services. You must generally use network pharmacies to fill your prescriptions for covered
Part D drugs.


https://www.medicare.gov/
https://www.medicare.gov/
https://www.regence.com/mrg

Regence MedAdvantage + Rx Primary

Plan costs & limits

Annual deductible

Maximum out-of-pocket responsibility

Annual limit on your out-of-pocket costs for your
Medicare-covered services. This amount does
not include prescription drugs.

If you reach the limit on out-of-pocket costs, we
will pay the full cost for Medicare-covered
services for the rest of the year.

Medical benefits

Inpatient hospital coverage’

Our plan covers an unlimited number of days per
stay

Outpatient hospital services'
Wound care services

All other services

Ambulatory surgery center services'
Wound care services

All other services

Doctor visits
Primary care provider

Specialist

Preventive care
Medicare-covered services:
Abdominal aortic aneurysm screening
Alcohol misuse screening and counseling
Annual wellness visit
Bone mass measurement
Breast cancer screening (mammogram)
Cardiovascular disease risk reduction visit
Cardiovascular disease testing

$0

$6,700 for services you receive from in-network
providers.

$13,300 for services you receive from in- and
out-of-network providers combined.

In-network Out-of-network
$410 per day: days1-5  30%
$0 per day: days 6 and
beyond

$45 30%
$400 30%
$45 30%
$300 30%
$0 30%
$45 30%
$0 30%

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.
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Medical benefits

Cervical and vaginal cancer screening

Colorectal cancer screenings (colonoscopy,
fecal occult blood test, flexible
sigmoidoscopy)

Depression screenings
Diabetes screenings
HIV screening

Lung cancer with low dose computed
tomography (LDCT) screening

Medical nutrition therapy
Obesity screenings and counseling
Prostate cancer screenings (PSA)

Sexually transmitted infections screenings
and counseling

Tobacco use cessation counseling
Vaccines (flu, pneumonia, COVID-19, Hepatitis

B)
"Welcome to Medicare" visit (one-time)

Annual routine physical exam

Emergency care

Your copay is waived if admitted to the hospital
within 48 hours.

Emergency room visit
Worldwide emergency care

Urgently needed services
Urgent care visit

Virtual urgent care visits - through our virtual
care provider Doctor On Demand

Worldwide urgent care visit

Diagnostic services/labs/imaging
HbA1C testing

Lab services'

Outpatient x-rays

In-network

$0

$100

$100

$45

$0

$100

$0
$25

$20

Out-of-network

30%

$100

$100

$45

Not covered

$100

30%
30%

30%

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.
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Medical benefits In-network Out-of-network

Diagnostic tests and procedures’ $25 30%
Diagnostic mammography $0 30%
Diagnostic radiology (MRI, CT, etc.)! $275 30%

Hearing services

Exam to diagnose and treat hearing and $45 30%
balance issues

Routine hearing exam? - 1 per calendar year,  $0 $150
in-network services provided by TruHearing

Hearing aids? - 1 per ear per calendar year, $699 or $999 per aid Not covered
aids must be provided by TruHearing

Dental services
Medicare-covered services $45 30%

Preventive and diagnostic dental services? $0 50%

Oral exams, bitewing and diagnostic x-rays,
cleanings or periodontal maintenance, and
fluoride, 2 every calendar year

Periodontal scaling/root planing, 1 every
calendar year

Full- mouth or panoramic x-rays, 1 every 3
years

Vision services

Exam to diagnose and treat diseases and $0 30%
conditions of the eye (including yearly
glaucoma screening)

Routine exam? - 1 per calendar year, in- $0 30%
network services provided by VSP

Routine eyewear? - in-network services
provided by VSP

Lenses - standard basic single-vision, lined $0 50%
bifocal, lined trifocal or lenticular are covered

Frames or contacts - allowance for in- or out- $100 $100
of-network every calendar year

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.
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Medical benefits

Mental health services

Inpatient psychiatric hospital' - 190-day
lifetime maximum

Outpatient therapy’ - individual or group

Virtual mental health visits - through our
virtual care provider Doctor On Demand

Skilled nursing facility’
Up to 100 days covered per benefit period

Outpatient rehabilitation services'
Occupational therapy

Physical and speech language therapy

Ambulance’

Copay per each one-way Medicare-covered
transport

Ground ambulance

Air ambulance

Worldwide ground or air ambulance
Transportation

Medicare Part B drugs’
Chemotherapy drugs

Other Part B drugs

Part B insulin

Acupuncture

Medicare-covered services - limited to
treatment of chronic low back pain

In-network

$387 per day: days 1-5
$0 per day: days 6-190

$30
$0

$0 per day: days 1-20

$203 per day: days 21-
54

$0 per day: days 55-
100
$30

$30

$300

$300

$300

Not covered

0%-20% (depending on
the drug)

0%-20% (depending on
the drug)

20% up to $35

$20

Out-of-network

30%: days 1-190

30%

Not covered

30%: days 1-100

30%

30%

$300
$300
$300

Not covered

30%

30%

30%

30%

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.

6



Medical benefits

Chiropractic

Medicare-covered services - limited to
manipulation of the spine to correct a
subluxation

Naturopathy?
10 visits per calendar year

Diabetic services

Diabetic monitoring supplies - in-network
supplies limited to Ascensia Contour and
Breeze or LifeScan OneTouch

Continuous glucose monitor (CGM) and
supplies' - in-network limited to Dexcom
and Abbott FreeStyle Libre

Diabetes self-management training

Lancets, lancet devices, therapeutic shoes,
and inserts

Diabetic routine footcare? - 6 visits per
calendar year

Medicare diabetes prevention program
(MDPP)

Durable medical equipment (DME)'

Fitness program?
Fitness membership through the Silver&Fit
program

Home delivered meals?

Post discharge - 2 meals per day, up to 28
days, 56-meal limit per eligible episode

In-network

$20

$20

$0

$0

$0

$0

$0

$0

20%

$0

$0

Chronic health needs - 2 meals per day, upto $0

56 days, 112-meal limit per eligible episode

Requires enroliment in care management
program

Out-of-network

30%

30%

50%

50%

30%

50%

30%

$0

50%

Not covered

Not covered

Not covered

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.
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Medical benefits In-network Out-of-network

The benefits mentioned are a part of special
supplemental program for the chronically ill.
Not all members qualify.

Opioid treatment program services' $0 30%

Outpatient substance abuse’ $30 30%
Individual or group

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.
8



Prescription drugs

Our plan groups each medication into one of five "tiers." You will need to use your formulary to locate
what tier your drug is on to determine how much it will cost you.

You may pay more than your copay or coinsurance amount if you get drugs from an out-of-network
pharmacy. Long-term care facility residents pay the same as at a standard retail pharmacy and are
limited to a 31-day supply.

Annual.prescription (Part D) $0 for Tiers 1and 2, Tiers 3 and 4 insulins, and most vaccines
deductible stage $250 for Tiers 3, 4 and 5

Initial coverage stage (the amount you pay until you

and your plan have paid $5,030 for covered drugs) 30-day up to 100-day
Tier 1: Preferred generic

Preferred retail $0 $0
Mail order $0 $0
Standard retail $10 $20
Tier 2: Generic

Preferred retail $13 $26
Mail order $13 $0
Standard retail $20 $40
Tier 3: Preferred brand

Preferred retail $40 $100
Mail order $40 $100
Standard retail $47 $117.50
Tier 4: Non-preferred drug

Preferred retail $100 $250
Mail order $100 $250
Standard retail $100 $250

Tier 5: Specialty
Preferred retail / mail order 28% N/A
Standard retail 28% N/A



Supplemental drug coverage

Tier 1- Preferred Generics include coverage for prescribed folic acid, vitamin B12, vitamin D and
erectile dysfunction drugs. You pay the Initial coverage cost share during the Catastrophic coverage
stage.

Insulin
You won't pay more than $35 for a 30-day supply or $87.50 for a 100-day supply for covered insulin
products regardless of the cost-sharing tier, even if you haven't paid your deductible.

Part D vaccine
Our plan covers most adult Part D vaccines at no cost to you, even if you haven't paid your deductible.

Coverage gap stage (the amount you pay after you and your plan have paid $5,030 for covered
drugs)

After you enter the Coverage gap, you pay 25% of the plan's cost for covered brand name drugs, and
25% of the plan's cost for covered generic drugs until your costs total $8,000, which is the end of the
Coverage gap.

You pay covered insulin products at the Initial coverage cost share during the Coverage gap stage.

Catastrophic coverage stage (the amount you pay after your total out-of-pocket costs reach $8,000)

After your yearly out-of-pocket drug costs reach $8,000, you pay nothing.
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Regence

Regence MedAdvantage + Rx Classic (PPO) with Comp Dental

2024 Summary of Benefits
January 1, 2024 — December 31, 2024

for retirees of groups based in Oregon and Clark County, Washington

For more information

Visit our website at regence.com/mrg.

Contact Customer Service at 1-888-319-8904 (TTY: 711). Customer Service hours are 8 a.m.to 8
p.m., Monday through Friday (October 1 through March 31, our telephone hours are from 8 a.m. to 8
p.m., seven days a week).

This document is available electronically and may be available in other formats.

2024 MRG Oregon Classic CD PPO SB


https://www.regence.com/mrg

What you need to know about this book

The benefit information provided is a summary of what we cover and what you pay. It does not list
every service that we cover or list every limitation or exclusion. To get a complete list of services we
cover, call us and ask for the Evidence of Coverage (EOC).

Who can join?

To join a Regence Medicare Advantage Retiree Group Plan, you must be entitled to Medicare Part A,
be enrolled in Medicare Part B, be eligible for your employer's retiree plan and live within the United
States. As long as you are eligible for your employer's retiree plan, you will have coverage in any state
you live in (excluding U.S. territories).

Tips for comparing your Medicare benefits

¢ |f you want to compare our plan with other Medicare health plans, ask the other plans for their
Summary of Benefits booklets. Or use the Medicare Plan Finder on www.medicare.gov.

¢ |f you want to know more about the coverage and costs of Original Medicare, look in your current
"Medicare & You" handbook. View it online at www.medicare.gov or get a copy by calling 1-800-
MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-
2048.

Which doctors, hospitals, and pharmacies can | use?

Regence participates in the Blue Medicare Advantage PPO Network Sharing Program. If you use a
Regence MedAdvantage PPO network provider, or any other provider who participates in the PPO
Network Sharing Program, you will receive in-network benefits for covered services. If you reside in a
county or state that does not participate in the Blue Medicare Advantage PPO Network Program, you
will still receive in-network benefits for covered services as long as your chosen provider accepts
Medicare. If you choose to use an out-of-network provider when an in-network provider is available,
you may pay more for your services, except in urgent and emergency situations.

Go to our website at regence.com/mrg to search for a network provider or pharmacy using the online
directories. You can also view the plan Drug List (Formulary) to see what drugs are covered and if there
are any restrictions.

When reviewing the following charts, you'll see the cost differences for in-network vs. out-of-network
care and services. You must generally use network pharmacies to fill your prescriptions for covered
Part D drugs.


https://www.medicare.gov/
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Regence MedAdvantage + Rx Classic with Comp Dental

Plan costs & limits

Annual deductible

Maximum out-of-pocket responsibility

Annual limit on your out-of-pocket costs for your
Medicare-covered services. This amount does
not include prescription drugs.

If you reach the limit on out-of-pocket costs, we
will pay the full cost for Medicare-covered
services for the rest of the year.

Medical benefits

Inpatient hospital coverage’

Our plan covers an unlimited number of days per
stay

Outpatient hospital services'
Wound care services

All other services

Ambulatory surgery center services'
Wound care services

All other services

Doctor visits
Primary care provider

Specialist

Preventive care
Medicare-covered services:
Abdominal aortic aneurysm screening
Alcohol misuse screening and counseling
Annual wellness visit
Bone mass measurement
Breast cancer screening (mammogram)
Cardiovascular disease risk reduction visit
Cardiovascular disease testing

$0

$5,900 for services you receive from in-network
providers.

$9,550 for services you receive from in- and out-
of-network providers combined.

In-network Out-of-network
$375 per day: days 1-5  30%
$0 per day: days 6 and
beyond

$35 30%
$325 30%
$35 30%
$225 30%
$0 30%
$35 30%
$0 30%

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.
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Medical benefits

Cervical and vaginal cancer screening

Colorectal cancer screenings (colonoscopy,
fecal occult blood test, flexible
sigmoidoscopy)

Depression screenings
Diabetes screenings
HIV screening

Lung cancer with low dose computed
tomography (LDCT) screening

Medical nutrition therapy
Obesity screenings and counseling
Prostate cancer screenings (PSA)

Sexually transmitted infections screenings
and counseling

Tobacco use cessation counseling
Vaccines (flu, pneumonia, COVID-19, Hepatitis

B)
"Welcome to Medicare" visit (one-time)

Annual routine physical exam

Emergency care

Your copay is waived if admitted to the hospital
within 48 hours.

Emergency room visit
Worldwide emergency care

Urgently needed services
Urgent care visit

Virtual urgent care visits - through our virtual
care provider Doctor On Demand

Worldwide urgent care visit

Diagnostic services/labs/imaging
HbA1C testing

Lab services'

Outpatient x-rays

In-network

$0

$120

$120

$40

$0

$120

$0
$10

$10

Out-of-network

30%

$120

$120

$40

Not covered

$120

30%
30%

30%

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.

4



Medical benefits In-network Out-of-network

Diagnostic tests and procedures’ $10 30%
Diagnostic mammography $0 30%
Diagnostic radiology (MRI, CT, etc.)! $250 30%

Hearing services

Exam to diagnose and treat hearing and $35 30%
balance issues

Routine hearing exam? - 1 per calendar year,  $0 $150
in-network services provided by TruHearing

Hearing aids? - 1 per ear per calendar year, $699 or $999 per aid Not covered
aids must be provided by TruHearing

Dental services
Medicare-covered services $35 30%

Preventive and diagnostic dental services? $0 50%

Oral exams, bitewing and diagnostic x-rays,
cleanings or periodontal maintenance, and
fluoride, 2 every calendar year

Periodontal scaling/root planing, 1 every
calendar year

Full- mouth or panoramic x-rays, 1 every 3

years
Restorative dental services - comprehensive? 50% 50%

Crowns, dentures, fillings, extractions, $1,000 benefit limit per =~ $1,000 benefit limit per
endodontics, certain other periodontics, and year for covered year for covered

oral surgery services services

Vision services

Exam to diagnose and treat diseases and $0 30%
conditions of the eye (including yearly
glaucoma screening)

Routine exam? - 1 per calendar year, in- $0 30%
network services provided by VSP

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.
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Medical benefits

Routine eyewear? - in-network services
provided by VSP

Lenses - standard basic single-vision, lined
bifocal, lined trifocal or lenticular are covered

Frames or contacts - allowance for in- or out-
of-network every calendar year

Mental health services

Inpatient psychiatric hospital' - 190-day
lifetime maximum

Outpatient therapy’ - individual or group

Virtual mental health visits - through our
virtual care provider Doctor On Demand

Skilled nursing facility'
Up to 100 days covered per benefit period

Outpatient rehabilitation services'
Occupational therapy

Physical and speech language therapy

Ambulance’

Copay per each one-way Medicare-covered
transport

Ground ambulance

Air ambulance

Worldwide ground or air ambulance
Transportation

Medicare Part B drugs’
Chemotherapy drugs

In-network

$100

$375 per day: days 1-5
$0 per day: days 6-190

$25
$0

$0 per day: days 1-20

$203 per day: days 21-
51

$0 per day: days 52-
100
$25

$25

$275
$275
$275

Not covered

0%-20% (depending on
the drug)

Out-of-network

50%

$100

30%: days 1-190

30%

Not covered

30%: days 1-100

30%

30%

$275
$275
$275

Not covered

30%

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.
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Medical benefits In-network Out-of-network

Other Part B drugs 0%-20% (depending on  30%
the drug)
Part B insulin 20% up to $35 30%
Acupuncture
Medicare-covered services - limited to $20 30%

treatment of chronic low back pain

Additional covered services? - combined $20 30%
limit of 15 visits per calendar year with

chiropractic

Chiropractic

Medicare-covered services - limited to $20 30%
manipulation of the spine to correct a
subluxation
Additional covered services? - combined $20 30%
limit of 15 visits per calendar year with
acupuncture
Naturopathy?
10 visits per calendar year $20 30%

Diabetic services

Diabetic monitoring supplies - in-network $0 50%
supplies limited to Ascensia Contour and
Breeze or LifeScan OneTouch

Continuous glucose monitor (CGM) and $0 50%
supplies' - in-network limited to Dexcom
and Abbott FreeStyle Libre

Diabetes self-management training $0 30%
Lancets, lancet devices, therapeutic shoes, $0 50%
and inserts

Diabetic routine footcare? - 6 visits per $0 30%

calendar year

Medicare diabetes prevention program $0 $0
(MDPP)

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.
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Medical benefits
Durable medical equipment (DME)'

Fitness program?
Fitness membership through the Silver&Fit
program

Home delivered meals?

Post discharge - 2 meals per day, up to 28
days, 56-meal limit per eligible episode

Chronic health needs - 2 meals per day, up to
56 days, 112-meal limit per eligible episode

Requires enrollment in care management
program

The benefits mentioned are a part of special
supplemental program for the chronically ill.
Not all members qualify.

Opioid treatment program services'

Outpatient substance abuse'’
Individual or group

Over the counter (OTC) items?
Allowance given every three months

Personal emergency response system (PERS)?

Includes 1 Lively Mobile Plus medical alert device
and monthly monitoring services

1- Services may require prior authorization. 2- Services do not apply to the out-of-pocket maximum.
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In-network
20%

$0

$0

$0

$0

$25

$20

$0

Out-of-network

50%

Not covered

Not covered

Not covered

30%

30%

Not covered



Prescription drugs

Our plan groups each medication into one of five "tiers." You will need to use your formulary to locate
what tier your drug is on to determine how much it will cost you.

You may pay more than your copay or coinsurance amount if you get drugs from an out-of-network
pharmacy. Long-term care facility residents pay the same as at a standard retail pharmacy and are
limited to a 31-day supply.

Annual.prescription (Part D) $0 for Tiers 1and 2, Tiers 3 and 4 insulins, and most vaccines
deductible stage $150 for Tiers 3,4 and 5

Initial coverage stage (the amount you pay until you

and your plan have paid $5,030 for covered drugs) 30-day up to 100-day
Tier 1: Preferred generic

Preferred retail $0 $0
Mail order $0 $0
Standard retail $10 $20
Tier 2: Generic

Preferred retail $13 $26
Mail order $13 $0
Standard retail $20 $40
Tier 3: Preferred brand

Preferred retail $40 $100
Mail order $40 $100
Standard retail $47 $117.50
Tier 4: Non-preferred drug

Preferred retail $100 $250
Mail order $100 $250
Standard retail $100 $250

Tier 5: Specialty
Preferred retail / mail order 30% N/A
Standard retail 30% N/A



Supplemental drug coverage

Tier 1- Preferred Generics include coverage for prescribed folic acid, vitamin B12, vitamin D and
erectile dysfunction drugs. You pay the Initial coverage cost share during the Catastrophic coverage
stage.

Insulin
You won't pay more than $35 for a 30-day supply or $87.50 for a 100-day supply for covered insulin
products regardless of the cost-sharing tier, even if you haven't paid your deductible.

Part D vaccine
Our plan covers most adult Part D vaccines at no cost to you, even if you haven't paid your deductible.

Coverage gap stage (the amount you pay after you and your plan have paid $5,030 for covered
drugs)

After you enter the Coverage gap, you pay 25% of the plan's cost for covered brand name drugs, and
25% of the plan's cost for covered generic drugs until your costs total $8,000, which is the end of the
Coverage gap.

You pay covered insulin products at the Initial coverage cost share during the Coverage gap stage.

Catastrophic coverage stage (the amount you pay after your total out-of-pocket costs reach $8,000)

After your yearly out-of-pocket drug costs reach $8,000, you pay nothing.

10



Applications can be submitted
three different ways:

Mail to:

Regence MedAdvantage
PO Box 1827
Medford OR 97501

Or FAX to:

1-888-335-2988
(no coversheet is necessary)

Enroll over the phone

by calling Regence Customer Service at

(888) 319-8904 (TTY: 711)

Hours 8 a.m. to 8 p.m. PT Monday through Friday. From Oct.
1 through March 31, customer service is available from 8 a.m.
to 8 p.m. PT seven days a week.



P Regence BlueCross BlueShield of Oregon
VAV R egence MedAdvantage (PPO) Enroliment Request Form
Regence BlueCross BlueShield of Oregon is an Independent
Licensee of the Blue Cross and Blue Shield Association

PO Box 1827
Medford, OR 97501

1 (888) 319-8904

TTY 711

Fax Number: 1 (888) 335-2988

oPLEASE PRINT IN INKe

Please provide the following information:
Employer or Trust Name: Lewis & Clark College Retirees
Please check which plan you want to enroll in: Requested Effective Date:
O Regence MedAdvantage + Rx Primary (PPO)
[0 Regence MedAdvantage + Rx Classic w/ Comp Dental (PPO) — —
MM DD YYYY
LAST Name FIRST Name Middle Initital {0 Mr. O Mrs. [ Ms.
Birthdate: (mm/dd/yyyy) Sex: Home Phone Number | Medicare Number (Required)
OMOF
Permanent Residence Street Address (P.O. Box is not allowed):
City State ZIP Code
Mailing Address (only if different from your Permanent Residence Address):
Street Address:
City State ZIP Code
Emergency Contact: Phone Number: Relationship to You:
Your e-mail address:

By providing your email, you give permission to be contacted about future Medicare news and plan
information via email. You may opt out of email communication at any time.

Employer or Trust Name:
L&C Retirees

Form 53640R-GHsR - age 1ot 5 ¢t 112023)vi |11 10 A AN W00 0O AR AR L “F5364 XOROEN10200105*

Page 1 of 5 Please continue on next page



If you are assessed a Part D-Income Related Monthly Adjustment Amount, you will be notified by the Social
Security Administration. You will be responsible for paying this extra amount in addition to your plan premium.
You will be billed directly by Medicare or the Railroad Retirement Board. DO NOT pay Regence MedAdvantage
the Part D-IRMAA.

People with limited incomes may qualify for extra help to pay for their prescription drug costs. If you qualify,
Medicare could pay for 75% or more of your drug costs including monthly prescription drug premiums, annual
deductibles, and co-insurance. Additionally, those who qualify won’t have a coverage gap or a late enroliment
penalty. Many people are eligible for these savings and don’t even know it. For more information about this
extra help, contact your Social Security office, or call Social Security at 1 (800) 772-1213. TTY users should
call 1 (800) 325-0778. You can also apply for extra help online at www.socialsecurity.gov/prescriptionhelp.

If you qualify for extra help with your Medicare prescription drug coverage costs, Medicare will pay all or part
of your plan premium. If Medicare pays only a portion of this premium, we will bill you for the amount that
Medicare doesn’t cover. You can pay your monthly plan premium (including any late enroliment penalty
that you currently have or may owe) by mail each month or by having it deducted from your bank
account.

Please select a premium payment option:
O Get a bill (A billing statement will be sent in the mail)

O Electronic funds transfer (EFT) from your bank account each month. Please enclose a preprinted VOIDED
check or provide the following:

Account Holder Name:

If Account Holder name is NOT the name of the applicant on this application, please sign below to
authorize deductions:

Bank Routing Number:

Bank Account Number: Account Type: [ Checking [ Savings

If you don’t select a payment option, you will get a bill each month.

Employer or Trust Name: .
L&C Retirees Page 2 of 5 Please continue on next page
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Please read and answer these important questions

1. Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal

employee health benefits coverage, VA benefits, or State pharmaceutical assistance programs. Will you
have other prescription drug coverage in addition to Regence MedAdvantage?
[JYes [ No

If “yes”, please list your other coverage:

Name of the other coverage:

ID Number for this coverage:

Group Number for this coverage:

2. Do you or your spouse work? [1Yes [1No
3. Are you the retiree? [J Yes [ No

4. Are you a resident in a long-term care facility, such as a nursing home? [ Yes [ No

If “yes” please provide the following information:

Name of Institution:

Address & Phone Number of Institution (number and street):

Please contact Regence MedAdvantage at 1 (888) 319-8904 (TTY users should call 711) if you need
information in another format. Our telephone hours are from 8:00 a.m. to 8:00 p.m., Monday through Friday.
From October 1 through February 14, our office hours are 8:00 a.m. to 8:00 p.m., seven days a week.

Please choose the name of a Primary Care Physician (PCP), clinic, or health center:
First and Last Name of PCP:

PCP Address:

PCP Phone Number:

Employer or Trust Name: )
L&C Retirees Page 3 of 5 Please continue on next page
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Answering these following 2 questions is your choice. You can’t be denied coverage because you
don’t fill them out.
1. Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.
] No, not of Hispanic, Latino/a, or Spanish origin [ ]Yes, Mexican, Mexican American, Chicano/a
[]Yes, Puerto Rican [ ]Yes, Cuban
[ ] Yes, another Hispanic, Latino/a, or Spanish origin
[ 11 choose not to answer.

2. What's your race? Select all that apply.

[ ]American Indian or Alaska Native [ ] Asian Indian (L] Black or African American
[ ]Chinese [ ] Filipino [] Guamanian or Chamorro
[ ]Japanese [ ] Korean [] Native Hawaiian

[]Other Asian [ ] Other Pacific Islander [ ] Samoan

[ ]Vietnamese [] White

[ 11 choose not to answer.

Please read and sign on page 5
By completing this enroliment application, | agree to the following:

Regence BlueCross BlueShield of Oregon MedAdvantage is a Medicare Advantage plan and has a contract
with the Federal government. | will need to keep my Medicare Parts A and B. | can be in only one Medicare
Advantage plan at a time and | understand that my enrollment in this plan will automatically end my
enrollment in another Medicare health plan or prescription drug plan. It is my responsibility to inform you of
any prescription drug coverage that | have or may get in the future. | understand that if | don’t have Medicare
prescription drug coverage, or creditable prescription drug coverage (as good as Medicare’s), | may have
to pay a late enrollment penalty if | enroll in Medicare prescription drug coverage in the future. Enroliment in
this plan is generally for the entire year. Once | enroll, | may leave this plan or make changes only at certain
times of the year when an enrollment period is available (Example: October 15 - December 7 of every year),
or under certain special circumstances.

Once | am a member of Regence MedAdvantage, | have the right to appeal plan decisions about payment
or services if | disagree. | will read the Evidence of Coverage document from Regence MedAdvantage when
| get it to know which rules | must follow in order to receive coverage with this Medicare Advantage plan.

| understand that beginning on the date Regence MedAdvantage coverage begins, using services in-network
can cost less than using services out-of-network, except for emergency or urgently needed services or out-
of-area dialysis services. If medically necessary, Regence MedAdvantage provides refunds for all covered
benefits, even if | get services out-of-network. Services authorized by Regence MedAdvantage and other
services contained in my Regence MedAdvantage Evidence of Coverage document will be covered. Without
authorization, NEITHER MEDICARE NOR REGENCE MEDADVANTAGE WILL PAY FOR THE SERVICES.

Kathryn Annis - 000000405518 0107106-0000

Employer or Trust Name: )
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| understand that if | am getting assistance from a sales agent, broker, or other individual employed by
or contracted with Regence MedAdvantage, he/she may be paid based on my enroliment in Regence
MedAdvantage.

Counseling services may be available in my state to provide advice concerning Medicare supplement
insurance or other Medicare Advantage or Prescription Drug plan options and concerning medical assistance
through the state Medicaid program and the Medicare Savings Program.

Release of Information: By joining this Medicare health plan, | acknowledge that the Medicare health plan
will release my information to Medicare and other plans as is necessary for treatment, payment and health
care operations. | also acknowledge that Regence MedAdvantage will release my information including my
prescription drug event data to Medicare, who may release it for research and other purposes which follow
all applicable Federal statutes and regulations. | also allow the plan’s doctors and clinics or anyone else with
medical or other relevant information about me to give Medicare or their agents the information needed to
run the Medicare program. The information on this enroliment form is correct to the best of my knowledge.
| understand that if | intentionally provide false information on this form, | will be disenrolled from the plan.

| understand that my signature (or the signature of the person authorized to act on my behalf under the laws
of the State where | live) on this application means that | have read and understand the contents of this
application. If signed by an authorized individual (as described above), this signature certifies that 1) this
person is authorized under State law to complete this enroliment and 2) documentation of this authority is
available upon request by Regence MedAdvantage or by Medicare.

Your Signature®: } Date:

month/day/year
*If you are the authorized representative, you must sign above and provide the following information:

Name: Relationship to enrollee:

Address: Phone Number:

Office Use Only

Name of staff member/agent/broker (if assisted in enrollment):

Plan ID#:

Effective Date of Coverage:

ICEP/IEP: AEP: SEP (type): Not Eligible:

Regence MedAdvantage is a PPO with a Medicare contract. Enroliment in Regence MedAdvantage depends on
contract renewal.

Employer or Trust Name:
L&C Retirees Page 5 of 5
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IMPORTANT INFORMATION:

2024 Medicare Star Ratings

Regence BlueCross BlueShield of Oregon - H3817

Official US.
Government

i | CCMS
Inforrnatlon CENTERS FOR MEDICARE & MEDICAID SERVICES

Ratings from Medicare:

For 2024, Regence BlueCross BlueShield of Oregon - H3817 received the following Star

Overall Star Rating: 1 8 8 8 8%
Health Services Rating: * W & WYy
Drug Services Rating: 1.8 8 & Si

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

Why Star Ratings Are Important
Medicare rates plans on their health and drug services.

This lets you easily compare plans based on quality and
performance.

Star Ratings are based on factors that include:

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

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

Get More Information on Star Ratings Online

The number of stars show how
well a plan performs.

% % % % % EXCELLENT

% % % % v+ ABOVE AVERAGE
% % % vrv¢ AVERAGE

% % Yrvrvy BELOW AVERAGE
* Yr s vy ve POOR

Compare Star Ratings for this and other plans online at medicare.gov/plan-compare.

Questions about this plan?

Contact Regence BlueCross BlueShield of Oregon 7 days a week from 8:00 a.m. to 8:00 p.m. Pacific time at 888-319-
8904 (toll-free) or 711 (TTY), from October 1 to March 31. Our hours of operation from April 1 to September 30 are
Monday through Friday from 8:00 a.m. to 8:00 p.m. Pacific time. Current members please call 888-319-8904 (toll-

free) or 711 (TTY).


http://www.medicare.gov/plan-compare/

Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our
health or drug plan. To get an interpreter, just call us at 1-800-541-8981. Someone who speaks
English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta
gue pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete,
por favor llame al 1-800-541-8981. Alguien que hable espaiiol le podra ayudar. Este es un
servicio gratuito.

Chinese Mandarin: A 1HE 0L % 2RO EAR S, B ODIRMRE K T R 25V R G T 58 0], R
TR S, TS 1-800-541-8981, FAIRYh L TAE A RIR SRR IR, X -t kS,

Chinese Cantonese: &% HAM RS SEY R BT BEF B RENY, 2 LI MR oo B EiE kg, mes
FIRER TS, ai2h® 1-800-541-8981, Huffarh S0y AN BB A IRIEEE L), 8 & — N8 IR,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang
mga katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha
ng tagasaling-wika, tawagan lamang kami sa 1-800-541-8981. Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos
guestions relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au
service d'interprétation, il vous suffit de nous appeler au 1-800-541-8981. Un interlocuteur
parlant Francgais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu théng dich mién phi dé tra I3i cac cadu hdi vé chuong sirc khée
va chuadng trinh thudc men. Néu qui vi can théng dich vién xin goi 1-800-541-8981 sé& c6 nhan
vién noi tiéng Viét giup d3d qui vi. Bay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-541-8981.
Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: WA= 98 Hd = ok H o) st Aol Wil =8|z ¥35 59 AH| & A &35
I JFYE TY MH|AE o] o}Eﬂ 13} 1-800-541-8981 H O & FoJ3] FAA Q. 3t & &}
O

= uAsl £o 22 AU of AvlaE R dRy.
Russian: Ecnn y Bac BO3HWKHYT BOMPOCbl OTHOCUTE/IbHO CTPAaxX0OBOro UM MeAUKaMeHTHOro
nsaHa, Bbl MOXeTe BOCMNO/b30BaTbCsl HAWMMK 6ecnaaTHbIMK yCyramm nepeBoa4vymnKoB.
YT106bI BOCNO/IB30BATLCA YC/IyramMm nepeBoavunka, No3BOHUTE HaM No TenedoHy
1-800-541-8981. Bam OKaxeT NOMOLLb COTPYAHWUK, KOTOPbIA FOBOPUT NO-pyCcCKKU. JaHHas
ycnyra 6ecnnartHas.
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e e Jgeanll Wl 4y 01 Jgan ol daally alami Alid (ol e e D dglaall (5 dl) aa jiall ciledd 2065 Uil :Arabic
Auilae 43k o2a lideliey A yall Gaatly L padd & giis .1-800-541-8981 e Ly Jlai¥) (5 s clile Ll <5 )58 aan

Hindi: AR YarGYd 7 &al &1 Aol & IR | 30D Hahdl W IR & S g & fbUl gOR U ghd
guIforaT Jamd Y §. Th gHIfBaT IR B & Y, 99 4 1-800-541-8981 UR I H. His qafdhd off
HE-a] dIfdT g SMUD! AGE B Udhdl 6. I8 U Jhd IdT &.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande
sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero .
1-800-541-8981. Un nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un
servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a qualquer questao
gue tenha acerca do nosso plano de saude ou de medicacao. Para obter um intérprete, contacte-
nos através do numero 1-800-541-8981. Ird encontrar alguém que fale o idioma Portugués para
o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen
konseénan plan medikal oswa dwog nou an. Pou jwenn yon enteprét, jis rele nou nan
1-800-541-8981. Yon moun ki pale Kreyol kapab ede w. Sa a se yon seévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzystac z
pomocy ttlumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-541-8981. Ta
ustuga jest bezptatna.

Japanese: it D RE i HELARR & KA ALTERT T ICBET 5 SEMICBEZ T A2 12, Rt
MR —E A0S ) T T3 d, ke THMICZ 51213, 1-800-541-8981 12 BH < 728
v, HAZE2FETAZ»ZIZWEZLEY, ZHEBEROY— 2T,
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