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Disclosures 
Use this outline to compare benefits and premiums among policies. 

 

You do not need more than one Medicare Supplement Policy. You must be enrolled in Part A and Part B Medicare coverage and use a Medicare- 

certified hospital. 

 

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 Sanford Health Plan. 

 

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 
Items in brackets “[   ]” follow current Medicare amounts. 

The service area includes all counties in North Dakota. 

This Policy may not fully cover all of your medical costs. 

 

Neither Sanford Health Plan nor its agents are connected with Medicare. 

 

This outline of coverage does not give all the details of Medicare coverage. Contact your Social Security Office or consult “The Medicare and You 

Handbook” for more details. 

Outline of Medicare Supplement Coverage 
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NDPERS Dakota Retiree Plan 
Medicare (Part A) Hospital Services – Per Benefit Period 

Services Medicare Pays Dakota Retiree Plan Pays You Pay 

Hospitalization1
 

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 

 

 
 

All but $[1,316] 

All but $[329] a day 

All but $[658] a day 

$0 

$0 

 

 
 

$[1,316] (Part A deductible) 

$[329] a day 

 
$[658] a day 

 

100% of Medicare eligible expenses 2 

$0 

 

 
 

$0 

$0 

 
$0 

 

$02 

All costs 

Skilled Nursing Facility Care1
 

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 

 

 

 

 

 

 

All approved amounts 

All but $[164.50] a day 

$0 

 

 

 

 

 

 

$0 

Up to $[164.50] a day 
$0 

 

 

 

 

 

 

$0 

$0 
All costs 

Blood 

 First 3 pints 
 Additional amounts 

 
$0 

100% 

 
3 pints 
$0 

 
$0 
$0 

Hospice Care 
You must meet Medicare’s requirements, 
including a doctor's certification of terminal 
illness. 

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

 
$0 

 
Balance 

    

1  A benefit period begins on the first day you receive services 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. 

2 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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NDPERS Dakota Retiree Plan 
Medicare (Part B) Medicare Services – Per Calendar Year 

Services Medicare Pays Dakota Retiree Plan Pays You Pay 

Medical Expenses 
In or out of the hospital and outpatient 
hospital treatment, such as Physician’s 
services, inpatient and outpatient medical and 
surgical services and supplies, physical and 
speech therapy, diagnostic tests, durable 
medical equipment 
 First $[183] of Medicare approved amounts 3 

 Remainder of Medicare approved amounts 

 
 
 
 
 
 
 
$0 

Generally 80% 

 
 
 
 
 
 
 

$[183] (Part B deductible) 

Generally 20%4 

 
 
 
 
 
 
 
$0 

$0 

Part B Excess Charges 
(Above Medicare approved amounts) 

 
$0 

 
100% 

 
$0 

Blood 

 First 3 pints 
 Next $[183] of Medicare approved amounts3 

 Remainder of Medicare approved amounts 

 
$0 

$0 

80% 

 
All costs 

$[183] (Part B deductible) 

20% 

 
$0 

$0 

$0 

Clinical Laboratory Services 
Blood tests for diagnostic services 

 
100% 

 
$0 

 
$0 

Parts A & B 

Home Health Care 
Medicare approved services 

 Medically necessary skilled care services 
and medical supplies 

 Durable medical equipment 
- First $[183] of Medicare approved 

amounts 3 

- Remainder of Medicare approved 
amounts 

 
 
 
100% 

$0 

80% 

 
 
 
$0 

$[183] (Part B deductible) 

20% 

 
 
 
$0 

 
$0 

 
$0 

 
 
 
 

 

3 Once you have been billed $[183] of Medicare Approved Amounts for covered services, you Part B Deductible will have been met for 
the calendar year. 

4 Part B Coinsurance (generally 20% of Medicare approved expenses), or in the case of hospital outpatient services under a prospective 
payment system, applicable copay amounts. 
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NDPERS Dakota Retiree Plan 
Medicare (Part B) Medicare Services – 

 
Per Calendar Year 

  

Services Medicare Pays Dakota Retiree Plan Pays You Pay 

Other Benefits – Not Covered by Medicare 

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 

 
 
 
 
 
$0 

$0 

 
 
 
 
 
$0 

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

 
 
 
 
 
$[250] 

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

 

These Are Some Items Not Covered 
 Services that are experimental or investigative in nature or that are not medically necessary as determined by Medicare. 

 Services received prior to the effective date of your benefit plan. 

 Services when benefits are provided by any governmental unit or social agency except Medicaid or when payment has 
been made under Medicare Part A or Part B. 

 Outpatient prescription drugs, unless eligible under Medicare. 

 Custodial care provided in a hospital or by a home health agency. 

 Surgery to improve appearance. 

 Services, treatments or supplies that are not a Medicare eligible expense. 
 

 

 



 

Non-discrimination notice 
 

Sanford Health Plan does not discriminate against any future, current, or past Member on the basis of race; ethnicity; color; national origin; disability; sex; gender; sexual orientation; gender identity; religion; 
spiritual beliefs; medical condition, including a current or past history of mental health and substance use disorders; sources of payment for care; or age, in its coverage, treatment, or benefit decisions.  
Sanford Health Plan: 

 Provides free aids and services to people with disabilities to communicate effectively with us, such as:  
o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic formats, or other formats) 

 Provides free language services to people whose primary language is not English, such as: 
o Qualified interpreters 
o Information written in other languages  

 

If you need these services, contact our Civil Rights Coordinator.  
 

If you believe that Sanford Health Plan has failed to provide these services or discriminated in any way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with our 
Director of Member Services, 300 Cherapa Place #201, Sioux Falls, SD 57109, (605) 328-6800, TTY Number: (877) 652-1844, memberservices@sanfordhealth.org. You can file a grievance in person or by 
mail, fax, or email. If you need help filing a grievance, our 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 electronically through the Office for Civil Rights Complaint Portal, available at 
https://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, DC 
20201, 1-800-368-1019, 800-537-7697 (TDD). 
 

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

 
Free help in other languages  

 
For help in a language other than English, please call us toll-free at (800) 892-0675. Both oral and 
written translation services are available for free in at least 150 languages. If you have any questions, 
for example, about your benefits, this document, or how Sanford Health Plan pays for your care, 
please call us. 

English: ATTENTION: If you speak English, language assistance services, free of charge, are 
available to you. Call 1-800-892-0675 (TTY: 1-877-652-1844). 

Spanish: ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia 
lingüística. Llame al 1-800-892-0675 (TTY: 1-877-652-1844). 

Hmong: LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau 
koj. Hu rau 1-800-892-0675 (TTY: 1-877-652-1844). 

Cushite: XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, 
kanfaltiidhaan ala, ni argama. Bilbilaa 1-800-892-0675 (TTY: 1-877-652-1844). 

Vietnamese: CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho 

bạn. Gọi số 1-800-892-0675 (TTY: 1-877-652-1844). 

Chinese: 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電1-800-892-

1-800-892-0675 (TTY: 1-877-652-1844). 。 

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche 
Hilfsdienstleistungen zur Verfügung. Rufnummer: 1-800-892-0675 (TTY: 1-877-652-1844). 

Russian: ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные 
услуги перевода. Звоните 1-800-892-0675 (телетайп: 1-877-652-1844) 

Laotian: ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວ ້ າພາສາ ລາວ, ການບໍ ລິ ການຊ່ວຍເຫ ຼື ອດ້ານພາສາ, 
ໂດຍບໍ່ ເສັຽຄ່າ, ແມ່ນມີ ພ້ອມໃຫ້ທ່ານ. ໂທຣ 1-800-892-0675 (TTY: 1-877-652-1844). 

Arabic: م لحوظة 1-778-256-4481 ( رق نت إذا :م تحدث ك ر ت غة، اذك ل إن ال ساعدة خدمات ف م ة ال غوی ل  ال

ر تواف ك ت مجان ل ال صل .ب م ات رق ف -1-008-298-5760 ب صم ھات كم ال ب  وال

 

Karen: 

 

 

 

Amharic: ማስታወሻ: የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ 
ሚከተለው ቁጥር ይደውሉ 1-800-892-0675 (መስማት ለተሳናቸው: 1-877-652-1844). 

Korean: 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 

있습니다. 1-800-892-0675 (TTY: 1-877-652-1844).번으로 전화해 주십시오. 

French: ATTENTION: Si vous parlez français, des services d'aide linguistique vous sont proposés 
gratuitement. Appelez le 1-800-892-0675 (ATS : 1-877-652-1844). 

Serbo-Croatian: OBAVJEŠTENJE: Ako govorite srpsko-hrvatski, usluge jezičke pomoći dostupne 
su vam besplatno. Nazovite 1-800-892-0675 (TTY- Telefon za osobe sa oštećenim govorom ili 
sluhom: 1-877-652-1844). 

Cambodian, Mon-Khmer:  

 

 
 

 

Help understanding this document is free 

If you would like this policy in another format (for example, a larger font size of a file for use with assistive 
technology, like a screen reader),  

please call us at: (800) 752-5863 (toll-free) | TTY/TDD: (877) 652-1844 
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