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OUTLINE OF MEDICARE SUPPLEMENT COVERAGE

Humana Achieve Medicare

Supplement Plans

for Delaware residents Medicare sulpplement benefit plans: A, F, G, High

Deductible Gand N

Humana.

Insured by Emphesys Insurance Company
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Emphesys Insurance Company offers Plans A, F, G, High Deductible G and N
Benefit Chart of Medicare Supplement Plans Sold on or After January 1, 2020

This chart shows the benefits included in each of the standard Medicare supplement plans. Some plans may not
be available. Only oggliconts first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F.
% of the benefit is paid.

Note: A v means 1

Medicare
. . ) first eligible
Benefits Plans Available to All Applicants before 2020
only
C F!
Medicare Part A
Coinsurance
and hospital
coverage (up to
an additional v v v v v v v v e e
365 days after
Medicare benefits
are used up)
Medicare Part B v
Coinsurance or v v v v 50% 75% v | copays v v
Copayment apply?
Eilggg (first three v v v v 50% 75% v v v v

Part A Hospice
Care Coinsurance v v v v 50% 75% v v v v
or Copayment

Skilled Nursing

Facility v v 50% 75% v v v v
Coinsurance

Medicare Part A

Deductible v v 4 50% | 75% | 50% | v % v
Medicare Part B

Deductible v v
Medicare Part B v v

Excess Charges

Foreign Travel
Emergency (up to v v v v v v
plan limits)

Out of Pocket $7,0602 | $3,5302
Limit in 20242

1 Plans F and G also have a hi%h deductible option which require first paying a plan deductible of $2,800 before
the plan begins to pay. Once the plan deductible is met, the plan pays 100% of covered services for the rest of the
calendar year. High Deductible Plan G does not cover the Medicare Part B deductible. However, high deductible
plans F and G count your payment of the Medicare Part B deductible toward meeting the plan deductible.

2 Plonls Pf‘or)td L pay 100% of covered services for the rest of the calendar year once you meet the out-of-pocket
yearly limit.

3Plan N Boys 100% of the Part B coinsurance, except for a copayment of up to $20 for some office visits and up
to a S50 copayment for emergency room visits that do not result in an inpatient admission.
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Medicare Supplement Discounts*

ACH Discount

Save $2 on your monthly premium by electing to make payments electronically. If you wish to take
odv?ntqge of this discount be sure to select an automatic payment option in Section 7 of your enrollment
application.

Enhanced Household Discount**

Save 12% on your monthly premium when you reside with %our spouse (including civil union/domestic
partner) or you have continuously resided with at least one, but no more than three adults in the past 12
months. For the purpose of this discount, a civil union partner or domestic partner will be considered a legal
spouse when such partnerships are valid and recognized in your state of residence. We may request
additional documentation to determine eligibility.

Calculate Your Premium

Base monthly premium (please refer to pages 2-5):
ACH Discount (applied to base premium):
Enhanced Household Discount (applied to base premium):

Premium Quote (base premium minus discounts):

“ We reserve the right to make changes to the premium discount structure. If a change to the discount
structure occurs to your policy, it will affect all policies we issue like yours.

** The Enhanced household premium discount will be removed if the spouse (civil union/domestic partner)
or other adult(s) no longer resides with %/ou (other than in the case of his/her death). This premium
change will occur on the billing cycle following the date we learn your eligibility has ended. Household
is de |lned as a condominium unit, a single family home, or an apartment unit within an apartment
complex.
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Premium Information

We, Emphesys Insurance Company, can only
change the renewal premium for yourFollc if
we also change the renewal premium for a
policies that we issue like yours in this State. No
change in premium will be made because of
the number of claims you file, nor because of a
change in your health or your type of work.

This is an attained age rated policy, which
means that your premiums will increase based
on age. Your attained age premium increase
will go into effect on the first monthly renewal
date which falls on or follows the policy annual
anniversary date. The premium increase will be
based on %/our age attained on or before the
last day of the renewal calendar month. A
premium change will not be made more than
once in a 12-month period.

Premium discounts may be applied or
discontinued based on eligibility.

Disclosure

Use this outline to compare benefits and
premiums among policies.

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 polic
itself to understand all of the rights and duties
of both you and your insurance company.

Right to return policy

If you find that you are not satisfied with your
policy, you may return it to:

Emphesys Insurance Company
Attn: Medicare Enrollments
P.O. Box 14168

Lexington, KY 40512-4168

If you send the policy back to us within 30 days

after you receive it, we will treat the policy as’if it

had never been issued and return all of your
payments less any claims paid.

Policy replacement

If you are replacing another health insurance
policy, do NOT cancel it until you have actually
received your new policy and are sure you want
to keep it.

Notice

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

Neither Emphesys Insurance Company nor its
agents are connected with Medicare.

This Outline of Coverage does not give all the
details of Medicare coverage. Contact your local
Social Security Office or consult the "Medicare &
You" handbook for more details.

Complete answers are very important

When you fill out the application for the new
policy, be sure to truthrully and completely
answer all questions about your medical and
health history. The company may cancel your
policy and refuse to pay any claims if you leave
out or falsify important medical information.

Review the application carefully before you sign
it. Be certain that all information has been
properly recorded.

DEAI81077
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Plan A

Medicare (Part A) - Hospital Services - Per Benefit Period

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

Services Medicare Pays Plan Pays You Pay
Hospitalization*
Semiprivate room and board, general
nursing and miscellaneous services
and supplies
First 60 days All but $1,632 N0) $1,632
(Part A deductible)

61st through 90th day All but $408 a day $408 a day N0)
91st day and after:

while using 60 lifetime reserve days All but $816 a day $816 a day N0)

once lifetime reserve days are used:

+ additional 365 days N0) 100% of Medicare SO**
eligible expenses
« beyond the additional 365 days N0) SO All costs
Skilled Nursing Facility Care*
You must meet Medicare's requirements,
including having been in a hospital for at
least three days and entered a Medicare-
approved facility within 30 days after
leaving the hospital
First 20 days All approved N0) N0)
amounts

21st through 100th day All but $204 a day N0) Up to $204 a day
101st day and after N0) N0) All costs
Blood
First three pints N0) Three pints N0)
Additional amounts 100% N0) N0)
Hospice Care
You must meet Medicare's requirements, All but very limited Medicare N0)
including a doctor's certification of copayment/ copayment/

terminalillness.

coinsurance for

outpatient drugs
and inpatient
respite care

coinsurance

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
Brovided in the policy's "Core Benefits." During this time the hospital is prohibited from billing you for the

alance based on any difference between its billed charges and the amount Medicare would have paid.

Page 8
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Plan A

Medicare (Part B) - Medical Services - Per Calendar Year

* Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

Services Medicare Pays Plan Pays You Pay
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 $240 of Medicare-approved N0) N0) $240
amounts* (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% N0)
amounts
Part B Excess Charges
(above Medicare-approved amounts) SO SO All costs
Blood
First three pints N0) All costs N0)
Next $240 of Medicare-approved N0) N0) $240
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% N0)
amounts
Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% SO SO
Medicare (Parts A and B)
Services Medicare Pays Plan Pays You Pay

Home Health Care
MEDICARE-APPROVED SERVICES
Medically necessary skilled care services 100% N0) N0)
and medical supplies
Durable medical equipment

First $240 of Medicare-approved N0) N0) $240

amounts* (Part B deductible)

Remainder of Medicare-approved 80% 20% N0)

amounts

DEAI81077
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Plan F

Medicare (Part A) - Hospital Services - Per Benefit Period

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

Services Medicare Pays Plan Pays You Pay

Hospitalization*

Semiprivate room and board, general
nursing and miscellaneous services

and supplies
First 60 days All but $1,632 $1,632 N0)
(Part A deductible)

61st through 90th day All but $408 a day $408 a day N0)
91st day and after:

while using 60 lifetime reserve days All but $816 a day $816 a day N0)

once lifetime reserve days are used:

+ additional 365 days N0) 100% of Medicare SO**
eligible expenses
« beyond the additional 365 days N0) SO All costs
Skilled Nursing Facility Care*
You must meet Medicare's requirements,
including having been in a hospital for at
least three days and entered a Medicare-
approved facility within 30 days after
leaving the hospital
First 20 days All approved N0) N0)
amounts
21st through 100th day All but $204 a day Up tod5204 N0)
a day

101st day and after N0) N0) All costs
Blood
First three pints N0) Three pints N0)
Additional amounts 100% N0) N0)
Hospice Care
You must meet Medicare's requirements, All but very limited Medicare SO
including a doctor's certification of copayment/ copayment/
terminalillness. coinsurance for coinsurance

outpatient drugs
and inpatient
respite care

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
Brovided in the policy's "Core Benefits." During this time the hospital is prohibited from billing you for the

alance based on any difference between its billed charges and the amount Medicare would have paid.
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Plan F

Medicare (Part B) - Medical Services - Per Calendar Year

* Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

Services Medicare Pays Plan Pays You Pay
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 $240 of Medicare-approved N0) $240 N0)
amounts* (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% N0)
amounts
Part B Excess Charges
(above Medicare-approved amounts) SO 100% SO
Blood
First three pints N0) All costs N0)
Next $240 of Medicare-approved N0) $240 N0)
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% N0)
amounts
Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% SO SO
Medicare (Parts A and B)
Services Medicare Pays Plan Pays You Pay

Home Health Care
MEDICARE-APPROVED SERVICES
Medically necessary skilled care services 100% N0) N0)
and medical supplies
Durable medical equipment

First $240 of Medicare-approved N0) $240 N0)

amounts* (Part B deductible)

Remainder of Medicare-approved 80% 20% N0)

amounts

DEAI81077
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Plan F
Other Benefits - Not Covered By Medicare

Services Medicare Pays Plan Pays You Pay

Foreign Travel

Not covered by Medicare

Medically necessary emergency care
services beginning during the first 60
days of each trip outside of the USA

First $250 each calendar year N0) N0) $250
Remainder of charges N0) 80% to a lifetime  20% and amounts
maximum benefit  over the $50,000
of $50,000 lifetime maximum
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Plan G

Medicare (Part A) - Hospital Services - Per Benefit Period

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

Services Medicare Pays Plan Pays You Pay
Hospitalization*
Semiprivate room and board, general
nursing and miscellaneous services
and supplies
First 60 days All but $1,632 $1,632 N0)
(Part A deductible)

61st through 90th day All but $408 a day $408 a day N0)
91st day and after:

while using 60 lifetime reserve days All but $816 a day $816 a day N0)

once lifetime reserve days are used:

+ additional 365 days N0) 100% of Medicare SO**
eligible expenses
« beyond the additional 365 days N0) SO All costs
Skilled Nursing Facility Care*
You must meet Medicare's requirements,
including having been in a hospital for at
least three days and entered a Medicare-
approved facility within 30 days after
leaving the hospital
First 20 days All approved N0) N0)
amounts
21st through 100th day All but $204 Up to $204 N0)
a day a day

101st day and after N0) N0) All costs
Blood
First three pints N0) Three pints N0)
Additional amounts 100% N0) N0)
Hospice Care
You must meet Medicare's requirements, All but very limited Medicare N0)
including a doctor's certification of copayment/ copayment/

coinsurance for

outpatient drugs
and inpatient
respite care

terminalillness. colnsurance

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
Brovided in the policy's "Core Benefits." During this time the hospital is prohibited from billing you for the

alance based on any difference between its billed charges and the amount Medicare would have paid.
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Plan G

Medicare (Part B) - Medical Services - Per Calendar Year

*Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

Services Medicare Pays Plan Pays You Pay
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 $240 of Medicare-approved N0) N0) $240
amounts* (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% N0)
amounts
Part B Excess Charges
(above Medicare-approved amounts) SO 100% SO
Blood
First three pints N0) All costs N0)
Next $240 of Medicare-approved N0) N0) $240
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% N0)
amounts
Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% SO SO
Medicare (Parts A and B)
Services Medicare Pays Plan Pays You Pay
Home Health Care
MEDICARE-APPROVED SERVICES
Medically necessary skilled care services 100% N0) N0)
and medical supplies
Durable medical equipment
First $240 of Medicare-approved N0) N0) $240
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% N0)
amounts
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Plan G
Other Benefits - Not Covered By Medicare

Services Medicare Pays Plan Pays You Pay

Foreign Travel

Not covered by Medicare

Medically necessary emergency care
services beginning during the first 60
days of each trip outside of the USA

First $250 each calendar year N0) N0) $250
Remainder of charges N0) 80% to a lifetime  20% and amounts
maximum benefit  over the $50,000
of $50,000 lifetime maximum
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High Deductible Plan G

Medicare (Part A) - Hospital Services - Per Benefit Period

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

“*This high deductibleFlon pays the same benefits as Plan G after you have paid a calendar year $2,800
r

deductible. Benefits

om the high deductible plan G will not begin until out-of-pocket expenses are

$2,800. Out-of-pocket expenses for this deductible include expenses for the Medicare Part B deductible,
and expenses that would ordinarily be paid by the policy. This does not include the plan's separate

foreign travel emergency deductible.

After You
Pay $2,800

In Addition
To $2,800

Deductible,** Deductible,**

Services Medicare Pays Plan Pays You Pay
Hospitalization*
Semiprivate room and board, general
nursing and miscellaneous services
and supplies
First 60 days All but $1,632 $1,632 $0
(Part A deductible)

61st through 90th day All but $408 a day $408 a day N0)
91st day and after:

while using 60 lifetime reserve days All but $816 a day $816 a day N0)

once lifetime reserve days are used:

+ additional 365 days N0) 100% of Medicare SO***
eligible expenses
« beyond the additional 365 days N0) N0) All costs
Skilled Nursing Facility Care*
You must meet Medicare's requirements,
including having been in a hospital for at
least three days and entered a Medicare-
approved facility within 30 days after
leaving the hospital
First 20 days All approved N0) N0)
amounts
21st through 100th day All but $204 Up to $204 N0)
a day a day

101st day and after SO SO All costs

***NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
Brovided in the policy's "Core Benefits." During this time the hospital is prohibited from billing you for the
alance based on any difference between its billed charges and the amount Medicare would have paid.
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High Deductible Plan G

Medicare (Part A) - Hospital Services - Per Benefit Period (continued)

** This high deductible plan pays the same benefits as Plan G after you have paid a calendar year $2,800
deductible. Benefits from the high deductible plan G will not begin until out-of-pocket expenses are
$2,800. Out-of-pocket expenses for this deductible include expenses for the Medicare Part B deductible,
and expenses that would ordinarily be paid by the policy. This does not include the plan's separate
foreign travel emergency deductible.

After You In Addition
Pay $2,800 To $2,800
Deductible,** Deductible,**

Services Medicare Pays  Plan Pays You Pay
Blood
First three pints N0) Three pints N0)
Additional amounts 100% SO SO

Hospice Care

You must meet Medicare's requirements, All but very limited Medicare SO
including a doctor's certification of copayment/ copayment/
terminalillness. coinsurance for coinsurance

outpatient drugs
and inpatient
respite care
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High Deductible Plan G

Medicare (Part B) - Medical Services - Per Calendar Year

* Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

“*This high deductibleFlon pays the same benefits as Plan G after you have paid a calendar year $2,800
deductible. Benefits from the high deductible plan G will not begin until out-of-pocket expenses are $2,800.
Out-of-pocket expenses for this deductible include expenses for the Medicare Part B deductible, and
expenses that would ordinarily be paid by the policy. This does not include the plan's separate foreign
travel emergency deductible.

After You In Addition
Pay $2,800 To $2,800
Deductible,** Deductible,**
Services Medicare Pays 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 $240 of Medicare-approved N0) N0) $240
amounts* (Unless Part B
deductible has
been met)
Remainder of Medicare-approved Generally 80% Generally 20% N0)
amounts
Part B Excess Charges
(above Medicare-approved amounts) SO 100% SO
Blood
First three pints N0) All costs N0)
Next $240 of Medicare-approved N0) N0) $240
amounts* (Unless Part B
deductible has
been met)
Remainder of Medicare-approved 80% 20% N0)
amounts
Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% SO SO
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High Deductible Plan G

Medicare (Parts A and B) - Medical Services - Per Calendar Year

* Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

“*This high deductibleFlon pays the same benefits as Plan G after you have paid a calendar year $2,800
deductible. Benefits from the high deductible plan G will not begin until out-of-pocket expenses are $2,800.
Out-of-pocket expenses for this deductible include expenses for the Medicare Part B deductible, and
expenses that would ordinarily be paid by the policy. This does not include the plan's separate foreign
travel emergency deductible.

After You In Addition
Pay $2,800 To $2,800
Deductible,** Deductible,**
Services Medicare Pays Plan Pays You Pay
Home Health Care
MEDICARE-APPROVED SERVICES

Medically necessary skilled care services 100% N0) N0)
and medical supplies

Durable medical equipment

First $240 of Medicare-approved N0) N0) $240
amounts* (Unless Part B
deductible has
been met)
Remainder of Medicare-approved 80% 20% N0)
amounts

Other Benefits - Not Covered By Medicare

After You In Addition
Pay $2,800 To $2,800
Deductible,** Deductible,**
Services Medicare Pays Plan Pays You Pay

Foreign Travel

Not covered by Medicare

Medically necessary emergency care
services beginning during the first 60
days of each trip outside of the USA

First $250 each calendar year N0) N0) $250
Remainder of charges N0) 80% to a lifetime 20% and amounts
maximum benefit over the $50,000
of $50,000 lifetime maximum
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Plan N

Medicare (Part A) - Hospital Services - Per Benefit Period

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

Services Medicare Pays Plan Pays You Pay
Hospitalization*
Semiprivate room and board, general
nursing and miscellaneous services
and supplies
First 60 days All but $1,632 $1,632 N0)
(Part A deductible)

61st through 90th day All but $408 a day $408 a day N0)
91st day and after:

while using 60 lifetime reserve days All but $816 a day $816 a day N0)

once lifetime reserve days are used:

+ additional 365 days N0) 100% of Medicare SO**
eligible expenses
« beyond the additional 365 days N0) SO All costs
Skilled Nursing Facility Care*
You must meet Medicare's requirements,
including having been in a hospital for at
least three days and entered a Medicare-
approved facility within 30 days after
leaving the hospital
First 20 days All approved N0) N0)
amounts
21st through 100th day All but $204 Up to $204 N0)
a day a day

101st day and after N0) N0) All costs
Blood
First three pints N0) Three pints N0)
Additional amounts 100% N0) N0)
Hospice Care
You must meet Medicare's requirements, All but very limited Medicare N0)
including a doctor's certification of copayment/ copayment/

coinsurance for

outpatient drugs
and inpatient
respite care

terminalillness. colnsurance

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
Brovided in the policy's "Core Benefits." During this time the hospital is prohibited from billing you for the

alance based on any difference between its billed charges and the amount Medicare would have paid.
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Plan N

Medicare (Part B) - Medical Services - Per Calendar Year

*Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

Services

Medicare Pays

Plan Pays You Pay

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 $240 of Medicare-approved
amounts*

$240 (Part B
deductible)

S0 N0,

Remainder of Medicare-approved
amounts

Up to $20 per

Balance, other
office visit and up

than up to $20
per office visit and to S50 per
up to S50 per emergency room
emergency room visit. The
visit. The copayment of up
copayment of up  to S50 is waived if
to S50 is waived if  the insured is
the insured is admitted to any
admitted to any  hospital and the
hospital and the  emergency visit is
emergency visit is covered as d
covered as d Medicare Part A

Generally 80%

Medicare Part A expense.
expense.

Part B Excess Charges
(above Medicare-approved amounts) SO SO All costs
Blood
First three pints N0) All costs N0)
Next $240 of Medicare-approved N0) N0) $240
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% N0)
amounts
Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% S0 S0
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Plan N
Medicare (Parts A and B)

Services Medicare Pays Plan Pays You Pay
Home Health Care
MEDICARE-APPROVED SERVICES
Medicolg/ necessary skilled care services 100% N0) N0)
and medical supplies
Durable medical equipment
First $240 of Medicare-approved N0) N0) $240
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% N0)
amounts
Other Benefits - Not Covered By Medicare
Services Medicare Pays Plan Pays You Pay
Foreign Travel
Not covered by Medicare
Medically necessary emergency care
services beginning during the first 60
days of each trip outside of the USA
First $250 each calendar year N0) N0) $250
Remainder of charges N0) 80% to a lifetime  20% and amounts

maximum benefit
of $50,000

over the $50,000
lifetime maximum
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Important
At Humanag, it is important you are treated fairly.

Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national
origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital status, religion,
or language. Discrimination is against the law. Humana and its subsidiaries comply with applicable Federal Civil
Rights laws. If you believe that you have been discriminated against by Humana or its subsidiaries, there are ways
to get help.
+ You may file a complaint, also known as a grievance:

Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618

If you need help filing a grievance, call 1-800-866-0581 or if you use a TTY, call 711.

+ You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through their Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at U.S. Department of Health and Human Services,
200 Independence Avenue, SW, Room 509F, HHH Building, Washington, DC 20201,
800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
https://www.hhs.gov/ocr/office/file/index.html.
+ California residents: You may also call California Department of Insurance toll-free hotline number:
800-927-HELP (4357), to file a grievance.
Auxiliary aids and services, free of charge, are available to you. 1-800-866-0581 (TTY: 711)
Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids and
services are necessary to ensure an equal opportunity to participate.

Language assistance services, free of charge, are available to you. 1-800-866-0581 (TTY: 711)

Espafiol (Spanish): Llame al nimero arriba indicado para recibir servicios gratuitos de asistencia linguistica.
R (Chinese): BT LEMNEERIBAI I RS REZ S EBARTS
Ti€ng Viét (Vietnamese): Xin goi s6 dién thoai trén day dé nhan dugc cac dich vu hé trg ngén nglr mién phi.
30| (Korean): F= 210] X[ MH|AZS 2O2{H 2|9 Ho = ToSIHAIR .
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tulong
sa wika nang walang bayad.
Pyccknia (Russian): [03BoHMTE MO HOMEPY, YKa3aHHOMY BblilLe, YTOBbI NONYyYNTb 6ecniaTHble
ycnyrv nepesoja.
Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sévis ed pou lang ki gratis.
Francais (French): Appelez le numéro ci-dessus pour recevoir gratuitement des services d'aide linguistique.
Polski (Polish): Aby skorzysta¢ z bezptatnej pomocy jezykowej, prosze zadzwonic pod wyzej podany numer.
Portugués (Portuguese): Ligue para o nimero acima indicado para receber servicos linguisticos, gratis.
Italiano (Italian): Chiamare il numero sopra per ricevere servizi di assistenza linguistica gratuiti.
Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kostenlose sprachliche
Hilfsdienstleistungen zu erhalten.
B#:E (Japanese): R OSELZEY —EXZ2CBLOHEIF. LEOBSETHEEILET L,
38 (Farsi)

A0S olad §98 oylein by (Boly Sygay Sl OMgud wdlys gl
Diné Bizaad (Navajo): Wodahi béésh bee hani’i bee wolta’igii bich’{’ hédiilnih éi bee t'aa jiik’eh saad
bee aka'anida’awo’déé nika'adoowot.
4w y=l! (Arabic)

CCHIVEREN 0791 lzaly aeluall dglne Oloss Lle Joanl) odel ol @yl Jlasdl els I







Humana.

Insured by Emphesys Insurance Company
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