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Outline of Medicare Supplement Coverage

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.
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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

Hospitalization®
Semiprivate room and board, general nursing
and miscellaneous services and supplies

e First 60 days All but $[1,316] $[1,316] (Part A deductible) $0
e 615t thru goth day All but $[329] a day $[329] a day $0
e 915t day and after:
- While using 60 lifetime reserve days All but $[658] a day $[658] a day $0
¢ Once lifetime reserve days are used:
- Additional 365 days $0 100% of Medicare eligible expenses2 | $02
- Beyond the additional 365 days $o $o0 All costs

Skilled Nursing Facility Care’

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

hospital

e First 20 days All approved amounts $o0 $0

e 215t thru 100t day All but $[164.50] a day Up to $[164.50] a day $0

e 1018t day and after $0 $o0 All costs
Blood

e First 3 pints $0 3 pints $0

e Additional amounts 100% $o0 $0
Hospice Care

You must meet Medicare’s requirements, All but very limited copayment/ | $0 Balance
including a doctor's certification of terminal | coinsurance for outpatient drugs

illness. and inpatient respite care

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
e First $[183] of Medicare approved amounts 3| $0 $[183] (Part B deductible) $0
e Remainder of Medicare approved amounts | Generally 80% Generally 20%4 $0
Part B Excess Charges
(Above Medicare approved amounts) $0 100% $0
Blood
e First 3 pints $0 All costs $0
e Next $[183] of Medicare approved amounts3 | $0 $[183] (Part B deductible) $0
e Remainder of Medicare approved amounts | 80% 20% $0
Clinical Laboratory Services
Blood tests for diagnostic services 100% $0 $0
Parts A& B

Home Health Care
Medicare approved services
e Medically necessary skilled care services

and medical supplies 100% $o $o
e Durable medical equipment

- First $[183] of Medicare approved $o $[183] (Part B deductible) $0

amounts 3
- Remainder of Medicare approved 80% 20% $0
amounts

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 $o $0 $[250]
- Remainder of charges $0 80% to a lifetime maximum benefit | 20% and amounts
of $[50,000] over the $[50,000]
lifetime maximum

These Are Some Items Not Covered
e Services that are experimental or investigative in nature or that are not medically necessary as determined by Medicare.
e Services received prior to the effective date of your benefit plan.
e 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.
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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:
e  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)
e 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 setvices, 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 Setvices, 300 Cherapa Place #201, Sioux Falls, SD 57109, (605) 328-6800, TTY Number: (877) 652-1844, membersetvices@sanfordhealth.org. You can file a gtievance in person ot 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://octportal.hhs.gov/ocr/portal /lobby.jst, 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 Atep://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: ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
lingiifstica. Llame al 1-800-892-0675 (T'TY: 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 (I'TY: 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: CHU Y: Néu ban né6i Tiéng Viét, c6 cac dich vu hd trg ngbn nglk mién phi danh cho
ban. Goi s0 1-800-892-0675 (TTY: 1-877-652-1844).

Chinese: & : MAGHERAKRIX, EALURBESHSEVERE. FHE
1-800-892-0675 (TTY: 1-877-652-1844). ,

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

Russian: BHVIMAHME: EcAn BsI roBOprTe Ha PYCCKOM AI3BIKE, TO BAM AOCTYITHBI OECIIAATHBIC
yeayru repeBoaa. 3sornte 1-800-892-0675 (Teaeraim: 1-877-652-1844)

Laotian: {U0R9V: 1)909 WIDCHIWIZT 290, PIVOSMIVFoBCTBGIVWIT,
Yoebiedye, cconBuenltion. Ius 1-800-892-0675 (TTY: 1-877-652-1844).

Arabic: p ) 4481-256-778-1 4bsad ;13 i S&aad 5 )83 dal N gl dlaadsaelu o lld 2l )
D als 3dlgaell s dea a3, 25760-298-008-1- b Ta e ISy U

Karen:
ooﬁr%:.?)ﬁfmb:c')l.?ﬁ:c%ﬁr%:ooﬁ(_ﬁooﬁor%‘lc\)1:m-:_‘l:%50’)(9%@5031.0050?:$§:mb:cﬁ1:{g|5?=:o'ﬁ(ﬁo§d%1
co‘lfm(ﬂg5::o§t,D::at:ﬁ)césooﬁﬁﬁgoa%\Smﬁcruﬁo’ngc% Sanford Health Plan

sa_ﬁ:31.@(}2?95%19‘33:03?:::9?:0310350}:351510)0?5.33'5a;?:og?:.?mwﬁo&%ﬁ(ﬁ:ﬁmwﬁﬁ’nﬁ)
$38 0105550155 055 01500 S5 501D Hop S BB g1 b ogp S omivonsiosivrlencoigam BB
2‘[%§C‘S1-ﬁ)fmo5{%!mﬁ?:o’)ﬁuﬁm‘lﬁ')m[?:%ﬁm?’mﬁQI(D11:%!O’)SQSO’)S(Y$II®]€)()’$FSQ§%}0)10’)(‘8‘;‘)()?5!D
oo gHc81.08: 1-800-892-0875 onoph.

Ambharic: TINFOF: 07957451 £7E ATICE NPT PFCTI° ACSF SCEPTE 12 ALTHSTF HHIPTPA: DL
T ntAD- RTC LMK 1-800-892-0675 (aPO91F A+AGTF@- 1-877-652-1844).

Korean: =2|: St E AIE0tAl= 832, 80 K& MHIAE S22 01E0HA =
UL LICH 1-800-892-0675 (TTY: 1-877-652-1844).B1 O 2 &35 FAIAI 2.

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

Setbo-Croatian: OBAVJESTEN]E: Ako govorite stpsko-hrvatski, usluge jezicke pomoéi dostupne
su vam besplatno. Nazovite 1-800-892-0675 (TTY- Telefon za osobe sa oste¢enim govorom ili
sluhom: 1-877-652-1844).

Cambodian, Mon-Khmer:
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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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