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SECTION ONE:  
INTRODUCTION TO SUMMARY OF BENEFITS
 

Security Blue Value (HMO), HD (HMO),  ValueRx 
(HMO), Standard (HMO) and Deluxe (HMO) 
January 1, 2013 – December 31, 2013	 
SOUTHWESTERN PENNSYLVANIA	 

Thank you for your interest in Security Blue Value (HMO),	  
HD (HMO), ValueRx (HMO), Standard (HMO) or Deluxe  
(HMO). Our plan is offered by KEYSTONE HEALTH  
PLAN WEST, INC., a Medicare Advantage Health	  
Maintenance Organization (HMO) that contracts with  
the Federal government. This Summary of Benefi ts tells  
you some features of our plan. It doesn’t list every service  
that we cover or list every limitation or exclusion. To get	  
a complete list of our benefits, please call Security Blue   
Value (HMO), HD (HMO), ValueRx (HMO), Standard  
(HMO) or Deluxe (HMO) and ask for the “Evidence of  
Coverage”. 

YOU HAVE CHOICES IN YOUR HEALTH CARE	 
As a Medicare beneficiar y, you can choose from different	  
Medicare options. One option is the Original (fee-for-	
service) Medicare Plan. Another option is a Medicare  
health plan, like Security Blue Value (HMO), HD (HMO),	  
ValueRx (HMO), Standard (HMO) or Deluxe (HMO).	  
You may have other options too. You make the choice.  
No matter what you decide, you are still in the Medicare  
Program. You may join or leave a plan only at certain times.  
Please call Security Blue Value (HMO), HD (HMO),  
ValueRx (HMO), Standard (HMO) or Deluxe (HMO) at  
the telephone number listed at the end of this introduction  
or 1-800-MEDICARE (1-800-633-4227) for more  
information. TTY/TDD users should call 1-877-486-2048.  
You can call this number 24 hours a day, 7 days a week. 

HOW CAN I COMPARE MY OPTIONS? 
You can compare Security Blue Value (HMO), HD  
(HMO), ValueRx (HMO), Standard (HMO) and Deluxe  
(HMO) and the Original Medicare Plan using this  
Summary of Benefits.  The charts in this booklet list some  
important health benefits. F or each benefit, y ou can see	  
what our plan covers and what the Original Medicare Plan  
covers. Our members receive all of the benefits that the   
Original Medicare Plan offers. We also offer more benefi ts,  
which may change from year to year. 

WHERE ARE SECURITY BLUE VALUE (HMO), 
D (HMO),  VALUERX (HMO), STANDARD	 

HMO) AND DELUXE (HMO) AVAILABLE?	 
he service area for this plan includes: Allegheny,  
rmstrong, Beaver, Butler, Cambria, Fayette, Greene,  

ndiana, Lawrence, Washington, Westmoreland Counties,	  
A. You must live in one of these areas to join the plan. 
here is more than one plan listed in this Summary of  
enefi ts.	 

HO IS ELIGIBLE TO JOIN SECURITY BLUE	  
ALUE (HMO), HD (HMO),  VALUERX (HMO), 
TANDARD (HMO) OR DELUXE (HMO)?	 
ou can join Security Blue Value (HMO), HD (HMO),	  
alueRx (HMO), Standard (HMO) or Deluxe (HMO)	  

f you are entitled to Medicare Part  A and enrolled in	  
edicare Part B and live in the service area. However,	  

ndividuals with End-Stage Renal Disease are generally	  
ot eligible to enroll in Security Blue Value (HMO), HD	  
HMO), ValueRx (HMO), Standard (HMO) or Deluxe	  
HMO) unless they are members of our organization and	  
ave been since their dialysis began.	 

AN I CHOOSE MY DOCTORS?	 
ecurity Blue Value (HMO), HD (HMO), ValueRx	  
HMO), Standard (HMO) and Deluxe (HMO) have	  
ormed a network of doctors, specialists, and hospitals.	  
ou can only use doctors who are part of our network. The	  
ealth providers in our network can change at any time. You  
an ask for a current provider directory. For an updated list,  
isit us at www.highmarkbcbs.com. Our customer service	  
umber is listed at the end of this introduction.	 

HAT HAPPENS IF I GO TO  A DOCTOR  
HO’S NOT IN YOUR NETWORK? 

f you choose to go to a doctor outside of our network,  
ou must pay for these services yourself. Neither the plan	  
or the Original Medicare Plan will pay for these services	  
xcept in limited situations (for example, emergency care). 
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WHERE CAN I GET MY PRESCRIPTIONS IF I  
JOIN THIS PLAN? 
Security Blue HD (HMO), ValueRx (HMO), Standard  
(HMO) and Deluxe (HMO) have formed a network of  
pharmacies. You must use a network pharmacy to receive  
plan benefits.  We may not pay for your prescriptions if you  
use an out-of-network pharmacy, except in certain cases.	  
The pharmacies in our network can change at any time.  
You can ask for a pharmacy directory or visit us at www. 
highmarkbcbs.com. Our customer service number is listed  
at the end of this introduction.

DOES MY PLAN COVER MEDICARE PART B OR  
PART D DRUGS?  
Security Blue Value (HMO) does cover Medicare Part B  
prescription drugs. Security Blue Value (HMO) does NOT  
cover Medicare Part D prescription drugs.	 

Security Blue HD (HMO), ValueRx (HMO), Standard  
(HMO) and Deluxe (HMO) do cover both Medicare Part B  
prescription drugs and Medicare Part D prescription drugs. 

WHAT IS A PRESCRIPTION DRUG  
FORMULARY? 
Security Blue HD (HMO), ValueRx (HMO), Standard  
(HMO) and Deluxe (HMO) use a formulary.  A formulary  
is a list of drugs covered by your plan to meet patient needs.  
We may periodically add, remove, or make changes to  
coverage limitations on certain drugs or change how much  
you pay for a drug. If we make any formulary change  
that limits our members’ ability to fill their prescri ptions,  
we will notify the affected members before the change is  
made. We will send a formulary to you and you can see  
our complete formulary on our Web site at http://client. 
formularynavigator.com/clients/highmark/default.html. If  
you are currently taking a drug that is not on our formulary  
or subject to additional requirements or limits, you may be  
able to get a temporary supply of the drug. You can contact  
us to request an exception or switch to an alternative drug  
listed on our formulary with your physician’s help. Call us  
to see if you can get a temporary supply of the drug or for  
more details about our drug transition policy. 

HOW CAN I GET EXTRA HELP WITH MY  
PRESCRIPTION DRUG PLAN COSTS OR GET	  
EXTRA HELP WITH OTHER MEDICARE COSTS? 
You may be able to get extra help to pay for your  
prescription drug premiums and costs as well as get help  
with other Medicare costs. To see if you qualify for getting
  

extra help, call: 
• 1-800-MEDICARE (1-800-633-4227).  TTY/TDD users  

should call 1-877-486-2048, 24 hours a day/7 days a  
week and see www.medicare.gov ‘Programs for People  
with Limited Income and Resources’ in the publication  
Medicare You. 

• The Social Security  Administration at 1-800-772-1213  
between 7 a.m. and 7 p.m., Monday through Friday.  
TTY/TDD users should call 1- 800-325-0778 or

• Your State Medicaid Offi ce. 

WHAT ARE MY PROTECTIONS IN THIS PLAN? 
All Medicare Advantage Plans agree to stay in the program  
for a full calendar year at a time. Plan benefits and cost- 
sharing may change from calendar year to calendar  
year. Each year, plans can decide whether to continue to  
participate with Medicare Advantage. A plan may continue  
in their entire service area (geographic area where the plan  
accepts members) or choose to continue only in certain  
areas. Also, Medicare may decide to end a contract with  
a plan. Even if your Medicare Advantage Plan leaves the  
program, you will not lose Medicare coverage. If a plan  
decides not to continue for an additional calendar year, it  
must send you a letter at least 90 days before your coverage  
will end. The letter will explain your options for Medicare  
coverage in your area. 

As a member of Security Blue Value (HMO), HD (HMO),  
ValueRx (HMO), Standard (HMO) or Deluxe (HMO), you  

For questions about this plan’s benefits or costs,   
lease contact Keystone Health Plan West, Inc. 
urrent Members call (800)-935-2583,  

TTY/TDD users (800)-988-0668)
nd prospective members call (866)-682-7970,  
TTY/TDD users (800)-227-8210) ).
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SECTION ONE: 
INTRODUCTION TO SUMMARY OF BENEFITS
 

have the right to request an organization determination, 
which includes the right to file an appeal if we deny 
coverage for an item or service, and the right to fi le a 
grievance. You have the right to request an organization 
determination if you want us to provide or pay for an item 
or service that you believe should be covered. If we deny 
coverage for your requested item or service, you have 
the right to appeal and ask us to review our decision. You 
may ask us for an expedited (fast) coverage determination 
or appeal if you believe that waiting for a decision could 
seriously put your life or health at risk, or affect your 
ability to regain maximum function. If your doctor makes 
or supports the expedited request, we must expedite our 
decision. Finally, you have the right to file a grievance with 
us if you have any type of problem with us or one of our 
network providers that does not involve coverage for an 
item or service. If your problem involves quality of care, 
you also have the right to file a grievance with the Quality 
Improvement Organization (QIO) for your state. Please 
refer to the Evidence of Coverage (EOC) for the QIO 
contact information. 

As a member of Security Blue HD (HMO), ValueRx 
(HMO), Standard (HMO) or Deluxe (HMO), you have the 
right to request a coverage determination, which includes 
the right to request an exception, the right to file an appeal 
if we deny coverage for a prescription drug, and the right 
to file a grievance. You have the right to request a coverage 
determination if you want us to cover a Part D drug that 
you believe should be covered. An exception is a type of 
coverage determination. You may ask us for an exception 
if you believe you need a drug that is not on our list of 
covered drugs or believe you should get a non-preferred 
drug at a lower out-of-pocket cost. You can also ask for an 
exception to cost utilization rules, such as a limit on the 
quantity of a drug. If you think you need an exception, you 
should contact us before you try to fill your prescription 
at a pharmacy.Your doctor must provide a statement to 
support your exception request. If we deny coverage for 
your prescription drug(s), you have the right to appeal and 
ask us to review our decision. Finally, you have the right 
to file a grievance if you have any type of problem with 
us or one of our network pharmacies that does not involve 
coverage for a prescription drug. If your problem involves 
quality of care, you also have the right to file a grievance 
with the Quality Improvement Organization (QIO) for your 
state. Please refer to the Evidence of Coverage (EOC) for 
the QIO contact information. 

WHAT IS A MEDICATION THERAPY 
MANAGEMENT (MTM) PROGRAM? 
A Medication Therapy Management (MTM) Program is 
a free service we offer. You may be invited to participate 
in a program designed for your specific health and 
pharmacy needs. You may decide not to participate but it is 
recommended that you take full advantage of this covered 
service if you are selected. Contact Security Blue HD 
(HMO), ValueRx (HMO), Standard (HMO) or Deluxe 
(HMO) for more details. 

WHAT TYPES OF DRUGS MAY BE COVERED 
UNDER MEDICARE PART B? 
Some outpatient prescription drugs may be covered under 
Medicare Part B. These may include, but are not limited to, 
the following types of drugs. Contact Security Blue Value 
(HMO), HD (HMO), ValueRx (HMO), Standard (HMO) 
or Deluxe (HMO) for more details. 
• Some Antigens: If they are prepared by a doctor and 

administered by a properly instructed person (who could 
be the patient) under doctor supervision. 

• Osteoporosis Drugs: Injectable osteoporosis drugs for 
some women. 

• Erythropoietin (Epoetin Alfa or Epogen®): By injection 
if you have end-stage renal disease (permanent kidney 
failure requiring either dialysis or transplantation) and 
need this drug to treat anemia. 

• Hemophilia Clotting Factors: Self-administered clotting 
factors if you have hemophilia. 

• Injectable Drugs: Most injectable drugs administered 
incident to a physician’s service. 

• Immunosuppressive Drugs: Immunosuppressive drug 
therapy for transplant patients if the transplant took 
place in a Medicare-certified facility and was paid for by 
Medicare or by a private insurance company that was the 
primary payer for Medicare Part A coverage. 

• Some Oral Cancer Drugs: If the same drug is available in 
injectable form. 

• Oral Anti-Nausea Drugs: If you are part of an anti-cancer 
chemotherapeutic regimen. 

• Inhalation and Infusion Drugs administered through 
Durable Medical Equipment. 

WHERE CAN I FIND INFORMATION ON 
PLAN RATINGS? 
The Medicare program rates how well plans perform in 
different categories (for example, detecting and preventing 
illness, ratings from patients and customer service). If 
you have access to the web, you may use the web tools on 

www.medicare.gov and select “Health and
 
Drug Plans” then “Compare Drug and Health Plans” to
 
compare the plan ratings for Medicare plans in your area.
 
You can also call us directly to obtain a copy of the plan
 
ratings for this plan. Our customer service number is listed
 
below.
 

Please call Keystone Health Plan West, Inc. for more
 
information about Security Blue Value (HMO), HD
 
(HMO), ValueRx (HMO), Standard (HMO) or Deluxe
 
(HMO).
 

Visit us at www.highmarkbcbs.com or, call us:
 

Customer Service Hours for October 1 - February 14:
 
Sunday, Monday, Tuesday, Wednesday, Thursday, Friday,
 
Saturday, 8:00 a.m. - 8:00 p.m. Eastern
 

Customer Service Hours for February 15 - September 30:
 
Sunday, Monday, Tuesday, Wednesday, Thursday, Friday,
 
Saturday, 8:00 a.m. - 8:00 p.m. Eastern
 

Current members should call toll-free (800)-935-2583 for
 
questions related to the Medicare Advantage Program or
 
the Medicare Part D Prescription Drug Program.
 
(TTY/TDD (800)-988-0668)
 

Prospective members should call toll-free (866)-682-7970
 
for questions related to the Medicare Advantage Program
 
or the Medicare Part D Prescription Drug Program.
 
(TTY/TDD (800)-227-8210)
 

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

This document may be available in other formats such
 
as Braille, large print or other alternate formats. This
 
document may be available in a non-English language. For
 
additional information, call customer service at the phone
 
number listed above.
 

For questions about this plan’s benefits or costs,
 
please contact Keystone Health Plan West, Inc.
 
Current Members call (800)-935-2583,
 
(TTY/TDD users (800)-988-0668) 

and prospective members call (866)-682-7970,
 
(TTY/TDD users (800)-227-8210) ).
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

IMPORTANT INFORMATION 

1 - Premium  
and Other  
Important  
Information  

ORIGINAL 
MEDICARE 

In 2012 the monthly Part B  
Premium was $99.90 and may  
change for 2013 and the annual  
Part B deductible amount was  
$140 and may change for 2013.  

If a doctor or supplier does not  
accept assignment, their costs  
are often higher, which means  
you pay more.  

Most people will pay the  
standard monthly Part B  
premium. However, some  
people will pay a higher  
premium because of their  
yearly income (over $85,000 for 
singles, $170,000 for married  
couples). For more information  
about Part B premiums based  
on income, call Medicare at  
1-800-MEDICARE  
(1-800-633-4227). TTY users  
should call 1-877-486 -2048.  
You may also call Social  
Security at 1-800-772-1213.  
TTY users should call  
1-800-325 -0778.  

SECURITY BLUE 
VALUE (HMO) 

General  
$37 monthly plan premium  
in addition to your monthly  
Medicare Part B premium.  

Most people will pay the  
standard monthly Part B  
premium in addition to their  
MA plan premium. However,  
some people will pay a higher  
premium because of their  
yearly income (over $85,000 for 
singles, $170,000 for married  
couples). For more information  
about Part B premiums based  
on income, call Medicare at  
1-800-MEDICARE (1-800­
633-4227). TTY users should  
call 1-877-486-2048.You may  
also call Social Security at  
1-800-772-1213. TTY users  
should call 1-800-325-0778.  

In-Network  
$3,400 out-of-pocket limit for  
Medicare-covered services.  

SECURITY BLUE
HD (HMO) 

General  
$0 monthly plan premium  
in addition to your monthly  
Medicare Part B premium.  

Most people will pay the  
standard monthly Part B  
premium in addition to their  
MA plan premium. However,  
some people will pay higher  
Part B and Part D premiums  
because of their yearly income  
(over $85,000 for singles,  
$170,000 for married couples).
For more information about  
Part B and Part D premiums  
based on income, call Medicar
at 1-800-MEDICARE (1-800­
633-4227). TTY users should  
call 1-877-486-2048.You may  
also call Social Security at  
1-800-772-1213. TTY users  
should call 1-800-325-0778.  

Keystone Health Plan West,  
Inc. will reduce your monthly  
Medicare Part B premium by  
up to $ 3.00.  

In-Network  
$1,250 annual deductible.  
Contact the plan for services  
that apply.  

 

e 

$5,000 out-of-pocket limit for  
Medicare-covered services.  

SECURITY BLUE 
VALUERX (HMO) 

General  
$47 monthly plan premium  
in addition to your monthly  
Medicare Part B premium.  

Most people will pay the  
standard monthly Part B  
premium in addition to their  
MA plan premium. However,  
some people will pay higher  
Part B and Part D premiums  
because of their yearly income  
(over $85,000 for singles,  
$170,000 for married couples).  
For more information about  
Part B and Part D premiums  
based on income, call Medicare  
at 1-800-MEDICARE (1-800­
633-4227). TTY users should  
call 1-877-486-2048.You may  
also call Social Security at  
1-800-772-1213. TTY users  
should call 1-800-325-0778.  

In-Network  
$3,400 out-of-pocket limit for  
Medicare-covered services.  

SECURITY BLUE 
STANDARD (HMO) 

General  
$178 monthly plan premium  
in addition to your monthly  
Medicare Part B premium.  

Most people will pay the  
standard monthly Part B  
premium in addition to their  
MA plan premium. However,  
some people will pay higher  
Part B and Part D premiums  
because of their yearly income  
(over $85,000 for singles,  
$170,000 for married couples).  
For more information about  
Part B and Part D premiums  
based on income, call Medicare
at 1-800-MEDICARE (1-800­
633-4227). TTY users should  
call 1-877-486-2048.You may  
also call Social Security at  
1-800-772-1213. TTY users  
should call 1-800-325-0778.  

In-Network  
$3,400 out-of-pocket limit for  
Medicare-covered services.  

SECURITY BLUE 
DELUXE (HMO) 

 

General  
251 monthly plan premium  
n addition to your monthly  

edicare Part B premium.  

ost people will pay the  
tandard monthly Part B  
remium in addition to their  
A plan premium. However,  

ome people will pay higher  
art B and Part D premiums  
ecause of their yearly income  
over $85,000 for singles,  
170,000 for married couples).  
or more information about  
art B and Part D premiums  
ased on income, call Medicare  
t 1-800-MEDICARE (1-800­
33-4227). TTY users should  
all 1-877-486-2048.You may  
lso call Social Security at  
-800-772-1213. TTY users  
hould call 1-800-325-0778.  

n-Network  
3,400 out-of-pocket limit for  
edicare-covered services.  
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For questions about this
plan’s benefits or costs, 

please contact
Keystone Health Plan

West, Inc.
Current Members call

(800)-935-2583,
(TTY/TDD users
(800)-988-0688)
and prospective

members call
(866)-682-7970,

(TTY/TDD users
800-227-8210).
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

IMPORTANT INFORMATION 

 

2 - Doctor and  
Hospital  
Choice  
(For more  
information,  
see Emergency 
Care - #15  
and Urgently  
Needed Care ­ 
#16.)  

ORIGINAL 
MEDICARE 

You may go to any doctor,  
specialist or hospital that  
accepts Medicare.  

SECURITY BLUE 
VALUE (HMO) 

In-Network  
You must go to network doctors,  
specialists, and hospitals.  

No referral required for network  
doctors, specialists, and  
hospitals.  

SECURITY BLUE
 HD (HMO) 

In-Network  
You must go to network doctors,  
specialists, and hospitals. 

No referral required for network  
doctors, specialists, and  
hospitals.  

SUMMARY OF BENEFITS 
INPATIENT CARE 

3 - Inpatient  
Hospital Care 
(includes  
Substance  
Abuse and  
Rehabilitation  
Services)  

In 2012 the amounts for each  
enefit period w ere:  

ays 1 - 60: $1156 deductible 

ays 61 - 90: $289 per day

ays 91 - 150: $578 per  
ifetime reserve day  

hese amounts may change for  
013. 

all 1-800-MEDICARE (1­
00-633-4227) for information  
bout lifetime reserve days.  

ifetime reserve days can only  
e used once.  

 “benefit period” star ts the  
ay you go into a hospital or  
killed nursing facility. It ends  
hen you go for 60 days in a  

ow without hospital or skilled  
ursing care. If you go into  
he hospital after one benefit 
eriod has ended, a new benefit 
eriod begins.You must pay the  
npatient hospital deductible for  
ach benefit period.  There is no  
imit to the number of benefit 
eriods you can have.  

In-Network  
No limit to the number of  
days covered by the plan each  
hospital stay.  

$350 copay for each Medicare­
covered hospital stay  

$0 copay for additional hospital  
days  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

In-Network  
No limit to the number of  
days covered by the plan each  
hospital stay.  

$1,400 out-of-pocket limit  
every stay.  

10% of the cost for each  
Medicare-covered hospital stay  

$0 copay for additional hospital  
days 

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  
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SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

In-Network  
You must go to network doctors,  
specialists, and hospitals. 

No referral required for network  
doctors, specialists, and  
hospitals.  

In-Network  
No limit to the number of  
days covered by the plan each  
hospital stay.  

For Medicare-covered hospital  
stays:  

• Da ys 1 - 5: $125 copay per  
day  

• Da ys 6 - 90: $0 copay per day  

$0 copa y for additional hospital  
days  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

In-Network  
You must go to network doctors,  
specialists, and hospitals. 

No referral required for network  
doctors, specialists, and  
hospitals.  

In-Network  
You must go to network doctors,  
specialists, and hospitals. 

No referral required for network  
doctors, specialists, and  
hospitals.  

In-Network  
No limit to the number of  
days covered by the plan each  
hospital stay.  

$275 copay for each Medicare-
covered hospital stay  

$0 copay for additional hospital  
days  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

In-Network  
No limit to the number of  
days covered by the plan each  
hospital stay.  

$225 copay for each Medicare-
covered hospital stay  

$0 copay for additional hospital  
days  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

For questions about this
plan’s benefits or costs, 

please contact
Keystone Health Plan

West, Inc.
Current Members call

(800)-935-2583,
(TTY/TDD users
(800)-988-0688)
and prospective

members call
(866)-682-7970,

(TTY/TDD users
800-227-8210).
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

INPATIENT CARE 

4 - Inpatient  
Mental  
Health Care  

In 2012 the amounts for each  
benefit period w ere:  

Days 1 - 60: $1156 deductible 

Days 61 - 90: $289 per day 

Days 91 - 150: $578 per 
lifetime reserve day  

These amounts may change for  
2013.  

You get up to 190 days of  
inpatient psychiatric hospital  
care in a lifetime. Inpatient  
psychiatric hospital services  
count toward the 190-day  
lifetime limitation only if  
certain conditions are met. This  
limitation does not apply to  
inpatient psychiatric services  
furnished in a general hospital.  

In-Network  
You get up to 190 days of  
inpatient psychiatric hospital  
care in a lifetime. Inpatient  
psychiatric hospital services  
count toward the 190-day  
lifetime limitation only if  
certain conditions are met. This  
limitation does not apply to  
inpatient psychiatric services  
furnished in a general hospital.  

$350 copay for each Medicare-
covered hospital stay.  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

In-Network  
You get up to 190 days of  
inpatient psychiatric hospital  
care in a lifetime. Inpatient  
psychiatric hospital services  
count toward the 190-day  
lifetime limitation only if  
certain conditions are met. This  
limitation does not apply to  
inpatient psychiatric services  
furnished in a general hospital.  

The out-of-pocket limit is  
covered under “Inpatient  
Hospital Care.”  

10% of the cost for each  
Medicare-covered hospital stay.  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

5 - Skilled  
Nursing  
Facility (SNF)  
(in a Medicare­
certifi ed skilled  
nursing facility)  

In 2012 the amounts for each  
benefit period after at least a   
3-day covered hospital stay  
were: 

Days 1 - 20: $0 per day 

Days 21 - 100: $144.50 per day  

These amounts may change for  
2013.  

100 days for each benefi t 
period. 

A “benefit period” star ts the day
you go into a hospital or SNF. It  
ends when you go for 60 days in
a row without hospital or skilled

 

 
 

nursing care. If you go into 

General  
Authorization rules may apply.  

In-Network  
Plan covers up to 100 days each  
benefi t period  

No prior hospital stay is  
required. 

For SNF stays:  

• Da ys 1 - 5: $0 copay per day  

• Da ys 6 - 20: $50 copay per  
day  

• Da ys 21 - 100: $100 copay  
per day  

General  
Authorization rules may apply.

In-Network  
Plan covers up to 100 days eac
benefi t period  

No prior hospital stay is  
required.  

For SNF stays:  

• Da ys 1 - 5: $0 copay per day

• Da ys 6 - 20: $50 copay per  
day  

• Da ys 21 - 100: $100 copay  
per day  

 

h 

 

SECURITY BLUE 
VALUERX (HMO) 

In-Network  
You get up to 190 days of  
inpatient psychiatric hospital  
care in a lifetime. Inpatient  
psychiatric hospital services  
count toward the 190-day  
lifetime limitation only if  
certain conditions are met. This  
limitation does not apply to  
inpatient psychiatric services  
furnished in a general hospital.  

For Medicare-covered hospital  
stays:  

• Da ys 1 - 5: $125 copay per  
day  

• Days 6 - 90: $0 copay per day  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

General  
Authorization rules may apply.  

In-Network  
Plan covers up to 100 days each
benefi t period  

No prior hospital stay is  
required. 

For SNF stays:  

• Da ys 1 - 5: $0 copay per day  

• Da ys 6 - 20: $50 copay per  
day  

• Da ys 21 - 100: $100 copay  
per day  

SECURITY BLUE 
STANDARD (HMO) 

In-Network  
You get up to 190 days of  
inpatient psychiatric hospital  
care in a lifetime. Inpatient  
psychiatric hospital services  
count toward the 190-day  
lifetime limitation only if  
certain conditions are met. This  
limitation does not apply to  
inpatient psychiatric services  
furnished in a general hospital.  

$275 copay for each Medicare-
covered hospital stay.  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

General  
Authorization rules may apply.  

In-Network  
Plan covers up to 100 days each  
benefi t period  

No prior hospital stay is  
required. 

For SNF stays:  

• Days 1 - 5: $0 copay per day  

• Da ys 6 - 20: $40 copay per  
day  

• Da ys 21 - 100: $75 copay per  
day  

SECURITY BLUE 
DELUXE (HMO) 

In-Network  
You get up to 190 days of  
inpatient psychiatric hospital  
care in a lifetime. Inpatient  
psychiatric hospital services  
count toward the 190-day  
lifetime limitation only if  
certain conditions are met. This  
limitation does not apply to  
inpatient psychiatric services  
furnished in a general hospital.  

$225 copay for each Medicare-
covered hospital stay.  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

General  
Authorization rules may apply.  

In-Network  
Plan covers up to 100 days each  
benefi t period  

No prior hospital stay is  
required. 

For SNF stays:  

• Days 1 - 5: $0 copay per day  

• Da ys 6 - 20: $25 copay per  
day  

• Da ys 21 - 100: $50 copay per  
day  

 

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

INPATIENT CARE 

5 - Skilled  
Nursing  
Facility (SNF)  
(in a Medicare-
certifi ed skilled  
nursing facility) 
(continued) 

the hospital after one benefi t 
period has ended, a new benefi t 
period begins. You must pay the  
inpatient hospital deductible for  
each benefit period.  There is no  
limit to the number of benefi t 
periods you can have.  

6 - Home Health  
Care  
(includes  
medically  
necessary  
intermittent  
skilled nursing  
care, home  
health aide  
services, and  
rehabilitation  
services, etc.)  

$0 copay.  General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
home health visits  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
home health visits  

7 - Hospice  You pay part of the cost for  
outpatient drugs and inpatient  
respite care.  

You must get care from a  
Medicare-certifi ed hospice.  

General  
ou must get care from a  
edicare-certifi ed hospice.  

our plan will pay for a  
onsultative visit before you  
elect hospice.  

Y
M
Y
c
s

I

General  
You must get care from a  
Medicare-certifi ed hospice.  
Your plan will pay for a  
consultative visit before you  
select hospice.  

OUTPATIENT CARE 

 - Doctor Offi ce  
Visits  

20% coinsurance  n-Network  
10 copay for each Medicare-
overed primary care doctor  
isit.  

30 copay for each Medicare-
overed specialist visit.  

$
c
v

$
c

In-Network  
$5 copay for each Medicare-
covered primary care doctor  
visit.  

$25 copay for each Medicare-
covered specialist visit.  

8

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

General  
uthorization rules may apply.  

n-Network  
0 copay for Medicare-covered  
ome health visits  

A

I
$
h

In-Network  
$15 copay for each Medicare­
covered primary care doctor  
visit.  

$45 copay for each Medicare­
covered specialist visit.  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
home health visits  

In-Network  
$10 copay for each Medicare­
covered primary care doctor  
visit.  

$30 copay for each Medicare­
covered specialist visit.  

General  
uthorization rules may apply.  

n-Network  
0 copay for Medicare-covered  
ome health visits 

A

I
$
h

General  
You must get care from a  
Medicare-certifi ed hospice.  
Your plan will pay for a  
consultative visit before you  
select hospice.  

General  
You must get care from a  
Medicare-certifi ed hospice.  
Your plan will pay for a  
consultative visit before you  
select hospice.  

General  
You must get care from a  
Medicare-certifi ed hospice.  
Your plan will pay for a  
consultative visit before you  
select hospice.  

In-Network  
$5 copay for each Medicare-
covered primary care doctor  
visit.  

$30 copay for each Medicare-
covered specialist visit.  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
HD (HMO) 

OUTPATIENT CARE 

9 - Chiropractic  
Services  

Supplemental routine care not  
covered  

20% coinsurance for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor or  
other qualified providers.  

General  
Authorization rules may apply.  

In-Network  
$20 copay for each Medicare-
covered chiropractic visit  

Medicare-covered chiropractic  
visits are for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor.  

General  
Authorization rules may apply.  

In-Network  
$20 copay for each Medicare-
covered chiropractic visit  

Medicare-covered chiropractic  
visits are for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor.  

10 - Podiatry  
Services  

Supplemental routine care not  
covered.  

20% coinsurance for medically  
necessary foot care, including  
care for medical conditions  
affecting the lower limbs.  

In-Network  
$30 copay for each Medicare-
covered podiatry visit  

Medicare-covered podiatry  
visits are for medically-
necessary foot care.  

In-Network  
10% of the cost for each  
Medicare-covered podiatry visit  

Medicare-covered podiatry  
visits are for medically-
necessary foot care.  

11 - Outpatient  
Mental  
Health Care  

35% coinsurance for most  
outpatient mental healthservices  

Specified copa yment for  
outpatient partial hospitalization  
program services furnished  
by a hospital or community  
mental health center (CMHC).  
Copay cannot exceed the Part  A  
inpatient hospital deductible.  

“Partial hospitalization  
program” is a structured  
program of active outpatient  

General  
Authorization rules may apply.  

In-Network  
$30 copay for each Medicare­
covered individual therapy visit  

$30 copay for each Medicare-
covered group therapy visit  

$30 copay for each Medicare-
covered individual therapy visit  
with a psychiatrist  

General  
Authorization rules may apply.  

In-Network  
10% of the cost for each  
Medicare-covered individual  
therapy visit  

10% of the cost for each  
Medicare-covered group  
therapy visit  

$25 copay for each Medicare-
covered individual therapy visit  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

General  
Authorization rules may apply.  

In-Network  
$20 copay for each Medicare-
covered chiropractic visit 
 

Medicare-covered chiropractic  
visits are for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor.  

General  
Authorization rules may apply.  

In-Network  
$20 copay for each Medicare-
covered chiropractic visit  

Medicare-covered chiropractic  
visits are for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor.  

General  
Authorization rules may apply.  

In-Network  
$20 copay for each Medicare-
covered chiropractic visit 
 
$20 copay for up to 6  
supplemental routine  
chiropractic visit(s) every year  

Medicare-covered chiropractic  
visits are for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor. 

In-Network  
$45 copay for each Medicare-
covered podiatry visit  

Medicare-covered podiatry  
visits are for medically-
necessary foot care.  

 
In-Network  
$30 copay for each Medicare-
covered podiatry visit  

Medicare-covered podiatry  
visits are for medically-
necessary foot care.  

In-Network  
$30 copay for each Medicare-
covered podiatry visit  

$30 copay for up to 8  
supplemental routine podiatry  
visit(s) every year  

Medicare-covered podiatry  
visits are for medically-
necessary foot care.  

General  
Authorization rules may apply.  

In-Network  
$40 copay for each Medicare­
covered individual therapy visit  

$40 copay for each Medicare­
covered group therapy visit  

$40 copay for each Medicare­
covered individual therapy visit  
with a psychiatrist 

General  
Authorization rules may apply.  

In-Network  
$30 copay for each Medicare­
covered individual therapy visit  

$30 copay for each Medicare­
covered group therapy visit  

$30 copay for each Medicare­
covered individual therapy visit  
with a psychiatrist 

General  
Authorization rules may apply.  

In-Network  
$30 copay for each Medicare-
covered individual therapy visit  

$30 copay for each Medicare-
covered group therapy visit  

$30 copay for each Medicare-
covered individual therapy visit  
with a psychiatrist 

 

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
HD (HMO) 

OUTPATIENT CARE 

11 - Outpatient  
Mental  
Health Care 

 (continued) 

psychiatric treatment that is  
more intense than the care  
received in your doctor’s  
or therapist’s office and is   
an alternative to inpatient  
hospitalization.  

$30 copay for each Medicare-
covered group therapy visit with  
a psychiatrist 
$0 copay for Medicare-covered  
partial hospitalization program  
services  

with a psychiatrist 

$25 copay for each Medicare-
covered group therapy visit with  
a psychiatrist 

15% of the cost for Medicare-
covered partial hospitalization  
program services  

12 - Outpatient  
Substance  
Abuse Care  

20% coinsurance  General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare-
covered individual substance  
abuse outpatient treatment visits  

$30 copay for Medicare-
covered group substance abuse  
outpatient treatment visits  

General  
Authorization rules may apply.  

In-Network  
10% of the cost for Medicare-
covered individual substance  
abuse outpatient treatment visits 

10% of the cost for Medicare-
covered group substance abuse  
outpatient treatment visits  

13 - Outpatient  
Services  

20% coinsurance for the  
doctor’s services  

Specified copa yment for  
outpatient hospital facility  
services Copay cannot exceed  
the Part  A inpatient hospital  
deductible.  

20% coinsurance for  
ambulatory surgical center  
facility services  

General  
Authorization rules may apply.  

In-Network  
$200 copay for each Medicare-
covered ambulatory surgical  
center visit  

$200 copay for each Medicare-
covered outpatient hospital  
facility visit  

General  
Authorization rules may apply.  

In-Network  
15% of the cost for each  
Medicare-covered ambulatory  
surgical center visit  

15% of the cost for each  
Medicare-covered outpatient  
hospital facility visit  

14 -  Ambulance  
Services  

(medically  
necessary  
ambulance  
services)  

20% coinsurance  In-Network  
$100 copay for Medicare­
covered ambulance benefi ts.  

In-Network  
$100 copay for Medicare­
covered ambulance benefi ts.  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

$40 copay for each Medicare­
covered group therapy visit with  
a psychiatrist 
$0 copay for Medicare-covered  
partial hospitalization program  
services  

$30 copay for each Medicare­
covered group therapy visit with  
a psychiatrist 
$0 copay for Medicare­
covered partial hospitalization  
programservices  

$30 copay for each Medicare-
covered group therapy visit with  
a psychiatrist 
$0 copay for Medicare-covered  
partial hospitalization program  
services  

General  
Authorization rules may apply.  

In-Network  
$40 copay for Medicare­
covered individual substance  
abuse outpatient treatment visits  

$40 copay for Medicare­
covered group substance abuse  
outpatient treatment visits  

General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare­
covered individual substance  
abuse outpatient treatment visits  

$30 copay for Medicare­
covered group substance abuse  
outpatient treatment visits  

General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare-
covered individual substance  
abuse outpatient treatment visits  

$30 copay for Medicare-
covered group substance abuse  
outpatient treatment visits  

General  
Authorization rules may apply.  

In-Network  
$300 copay for each Medicare­
covered ambulatory surgical  
center visit  

$300 copay for each Medicare­
covered outpatient hospital  
facility visit  

General  
Authorization rules may apply.  

In-Network  
$175 copay for each Medicare­
covered ambulatory surgical  
center visit  

$175 copay for each Medicare­
covered outpatient hospital  
facility visit  

General  
Authorization rules may apply.  

In-Network  
$125 copay for each Medicare-
covered ambulatory surgical  
center visit  

$125 copay for each Medicare-
covered outpatient hospital  
facility visit  

In-Network  
$100 copay for Medicare­
covered ambulance benefi ts.  

In-Network  
$100 copay for Medicare­
covered ambulance benefi ts.  

In-Network  
$75 copay for Medicare-
covered ambulance benefi ts.  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
HD (HMO) 

OUTPATIENT CARE 

15 - Emergency  
Care  

(You may go to  
any emergency  
room if you  
reasonably  
believe  
you need  
emergency  
care.)  

20% coinsurance for the  
doctor’s services  

Specified copa yment for  
outpatient hospital facility  
emergency services.  

Emergency services copay  
cannot exceed Part  A inpatient  
hospital deductible for each  
service provided by the hospital.  

You don’t have to pay the  
emergency room copay if you  
are admitted to the hospital  
as an inpatient for the same  
condition within 3 days of the  
emergency room visit.  

Not covered outside the  
U.S. except under limited  
circumstances.  

General  
$65 copay for Medicare-
covered emergency room visits  

Worldwide coverage.  

If you are admitted to the  
hospital within 3-day(s) for the  
same condition, you pay $0 for  
the emergency room visit.  

General  
$65 copay for Medicare-
covered emergency room visits  

Worldwide coverage.  

If you are admitted to the  
hospital within 3-day(s) for the  
same condition, you pay $0 for  
the emergency room visit.  

16 - Urgently  
Needed Care  

(This is NOT  
emergency  
care, and in  
most cases,  
is out of the  
service area.)  

20% coinsurance, or a set copay  

NOT covered outside the  
U.S. except under limited  
circumstances.  

General  
$50 copay for Medicare­
covered urgently-needed-care  
visits  

General  
$50 copay for Medicare­
covered urgently-needed-care  
visits  

17 - Outpatient
      Rehabilitation
      Services  

(Occupational  
Therapy,  
Physical  
Therapy,  
Speech and  
Language  
Therapy)  

20% coinsurance  General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare­
covered Occupational Therapy  
visits  

$30 copay for Medicare­
covered Physical Therapy  
and/or Speech and Language  
Pathology visits  

General  
Authorization rules may apply.  

In-Network  
10% of the cost for Medicare-
covered Occupational Therapy  
visits  

10% of the cost for Medicare-
covered Physical Therapy  
and/or Speech and Language  
Pathology visits  
 

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

General  
$65 copay for Medicare­
covered emergency room visits  

Worldwide coverage.  

If you are admitted to the  
hospital within 3-day(s) for the  
same condition, you pay $0 for  
the emergency room visit.  

General  
$65 copay for Medicare­
covered emergency room visits  

Worldwide coverage.  

If you are admitted to the  
hospital within 3-day(s) for the  
same condition, you pay $0 for  
the emergency room visit.  

General  
$65 copay for Medicare-
covered emergency room visits  

Worldwide coverage.  

If you are admitted to the  
hospital within 3-day(s) for the  
same condition, you pay $0 for  
the emergency room visit.  

General  
$50 copay for Medicare­
covered urgently-needed-care  
visits  

General  
$50 copay for Medicare­
covered urgently-needed-care  
visits  

General  
$50 copay for Medicare-
covered urgently-needed-care  
visits  

General  
Authorization rules may apply.  

In-Network  
$45 copay for Medicare­
covered Occupational Therapy  
visits  

$45 copay for Medicare­
covered Physical Therapy  
and/or Speech and Language  
Pathology visits  
 

General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare­
covered Occupational Therapy  
visits  

$30 copay for Medicare­
covered Physical Therapy  
and/or Speech and Language  
Pathology visits  

General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare-
covered Occupational Therapy  
visits  

$30 copay for Medicare-
covered Physical Therapy  
and/or Speech and Language  
Pathology visits  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

OUTPATIENT MEDICAL SERVICES AND SUPPLIES 

18 - Durable  
Medical  
Equipment  

(includes  
wheelchairs,  
oxygen, etc.)  

20% coinsurance  General  
Authorization rules may apply.  

In-Network  
0% to 20% of the cost for  
Medicare-covered durable  
medical equipment  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
durable medical equipment  

19 - Prosthetic  
Devices  

(includes  
braces,  
artifi cial limbs  
and eyes, etc.)  

20% coinsurance  General  
Authorization rules may apply.  

In-Network  
20% of the cost for Medicare-
covered prosthetic devices  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
prosthetic devices  

20 - Diabetes  
Programs  
and Supplies  

20% coinsurance for diabetes  
self-management training  

20% coinsurance for diabetes  
supplies  

20% coinsurance for diabetic  
therapeutic shoes or inserts  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
Diabetes self-management  
training  

0% to 20% of the cost for  
Medicare-covered Diabetes  
monitoring supplies  

20% of the cost for Medicare-
covered Therapeutic shoes or  
inserts  

If the doctor provides you  
services in addition to Diabetes  
self-management training,  
separate cost sharing of $10 to  
$30 may apply  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
Diabetes self-management  
training 

$0 copay for Medicare-covered:  

• Diabetes monitoring supplies  

• Therapeutic shoes or inserts  

If the doctor provides you  
services in addition to Diabetes  
self-management training,  
separate cost sharing of $5 to  
$25 may apply  

21 - Diagnostic  
Tests,  
X-Rays, Lab  
Services, and  
Radiology  
Services  

0% coinsurance for diagnostic  
ests and x-rays  

0 copay for Medicare-covered  
ab services  

ab Services: Medicare covers  
edically necessary diagnostic  

General  
Authorization rules may apply.  
 
In-Network  
$0 copay for Medicare-covered:  

• therapeutic radiology services  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered:  

• therapeutic radiology services  

2
t

$
l

L
m

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

General  
Authorization rules may apply.  

In-Network  
0% to 20% of the cost for  
Medicare-covered durable  
medical equipment  

General  
Authorization rules may apply.  

In-Network  
0% to 20% of the cost for  
Medicare-covered durable  
medical equipment  

General  
Authorization rules may apply.  

In-Network  
0% to 20% of the cost for  
Medicare-covered durable  
medical equipment  

General  
Authorization rules may apply.  

In-Network  
20% of the cost for Medicare­
covered prosthetic devices  

General  
Authorization rules may apply.  

In-Network  
20% of the cost for Medicare­
covered prosthetic devices  

General  
Authorization rules may apply.  

In-Network  
20% of the cost for Medicare-
covered prosthetic devices  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
Diabetes self-management  
training 

0% to 20% of the cost for  
Medicare-covered Diabetes  
monitoring supplies  

20% of the cost for Medicare­
covered Therapeutic shoes or  
inserts  

If the doctor provides you  
services in addition to Diabetes  
self-management training,  
separate cost sharing of $15 to  
$45 may apply  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
Diabetes self-management  
training  

0% to 20% of the cost for  
Medicare-covered Diabetes  
monitoring supplies  

20% of the cost for Medicare­
covered Therapeutic shoes or  
inserts  

If the doctor provides you  
services in addition to Diabetes  
self-management training,  
separate cost sharing of $10 to  
$30 may apply  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
Diabetes self-management  
training  

0% to 20% of the cost for  
Medicare-covered Diabetes  
monitoring supplies  

20% of the cost for Medicare-
covered Therapeutic shoes or  
inserts  

If the doctor provides you  
services in addition to Diabetes  
self-management training,  
separate cost sharing of $5 to  
$30 may apply  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered:  

• therapeutic radiology services  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered:  

• lab services 

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered:  

• lab services  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

OUTPATIENT MEDICAL SERVICES AND SUPPLIES 

21 - Diagnostic  
Tests,  
X-Rays, Lab  
Services, and  
Radiology  
Services 

 (continued) 

lab services that are ordered  
by your treating doctor when  
they are provided by a Clinical  
Laboratory Improvement  
Amendments (CLIA) certifi ed  
laboratory that participates  
in Medicare. Diagnostic lab  
services are done to help your  
doctor diagnose or rule out a  
suspected illness or condition.  
Medicare does not cover most  
supplemental routine screening  
tests, like checking your  
cholesterol.  

$0 to $30 copay for Medicare-
covered lab services  

$0 to $30 copay for Medicare-
covered diagnostic procedures  
and tests  

$45 copay for Medicare-
covered X-rays  

$100 copay for Medicare-
covered diagnostic radiology  
services (not including X-rays)  

If the doctor provides  
you services in addition  
to Outpatient Diagnostic  
Procedures, Tests and Lab  
Services, separate cost sharing  
of $10 to $30 may apply  

If the doctor provides you  
services in addition to  
Outpatient Diagnostic and  
Therapeutic Radiology  
Services, separate cost sharing  
of $10 to $30 may apply  

0% to 10% of the cost for  
Medicare-covered lab services  

0% to 10% of the cost for  
Medicare-covered diagnostic  
procedures and tests 

10% of the cost for Medicare-
covered X-rays 

15% of the cost for Medicare-
covered diagnostic radiology  
services (not including X-rays) 

If the doctor provides  
you services in addition  
to Outpatient Diagnostic  
Procedures, Tests and Lab  
Services, separate cost sharing  
of $5 to $25 may apply  

If the doctor provides you  
services in addition to  
Outpatient Diagnostic and  
Therapeutic Radiology  
Services, separate cost sharing  
of $5 to $25 may apply  

22 - Cardiac and 
 Pulmonary

      Rehabilitation
      Services 

20% coinsurance for Cardiac  
Rehabilitation services  

20% coinsurance for  
Pulmonary Rehabilitation  
services  

20% coinsurance for Intensive  
Cardiac Rehabilitation services  

This applies to program  
services provided in a doctor’s  
offi ce. Specifi ed cost sharing for  
program services provided by  
hospital outpatient departments.  

General  
Authorization rules may apply.  
 
In-Network  
$0 copay for: 

• Medicare-covered Cardiac  
Rehabilitation Services  

 
• Medicare-covered Intensive  

Cardiac Rehabilitation  
Services  

• Medicare-covered Pulmonary  
Rehabilitation Services  

General  
Authorization rules may apply.  

In-Network  
$0 copay for:  

• Medicare-covered Cardiac  
Rehabilitation Services  

• Medicare-covered Intensive  
Cardiac Rehabilitation  
Services  

• Medicare-covered Pulmonary  
Rehabilitation Services  

 

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

$0 to $25 copay for Medicare-
covered lab services 

$0 to $25 copay for Medicare-
covered diagnostic procedures  
and tests 

$25 copay for Medicare-
covered X-rays 

$175 copay for Medicare-
covered diagnostic radiology  
services (not including X -rays) 

If the doctor provides you  
services in addition to  
Outpatient Diagnostic  
Procedures, Tests and Lab  
Services, separate cost sharing  
of $15 to $45 may apply 

If the doctor provides you  
services in addition to  
Outpatient Diagnostic and  
Therapeutic Radiology  
Services, separate cost sharing  
of $15 to $45 may apply  

•  diagnostic procedures and  
tests  

•  therapeutic radiology services  

$25 copay for Medicare-
covered X-rays  

$75 copay for Medicare-
covered diagnostic radiology  
services (not including X-rays)  

If the doctor provides  
you services in addition  
to Outpatient Diagnostic  
Procedures, Tests and Lab  
Services, separate cost sharing  
of $10 to $30 may apply  

If the doctor provides you  
services in addition to  
Outpatient Diagnostic and  
Therapeutic Radiology  
Services, separate cost sharing  
of $10 to $30 may apply  

•  diagnostic procedures and  
tests  

•  therapeutic radiology services  

$20 copay for Medicare-
covered X-rays  

$50 copay for Medicare-
covered diagnostic radiology  
services (not including X-rays)  

If the doctor provides  
you services in addition  
to Outpatient Diagnostic  
Procedures, Tests and Lab  
Services, separate cost sharing  
of $5 to $30 may apply  

If the doctor provides you  
services in addition to  
Outpatient Diagnostic and  
Therapeutic Radiology  
Services, separate cost sharing  
of $5 to $30 may apply  

General  
Authorization rules may apply.  

In-Network  
$0 copay for:  

• Medicare-covered Cardiac  
Rehabilitation Services  

• Medicare-covered Intensive  
Cardiac Rehabilitation  
Services  

• Medicare-covered Pulmonary  
Rehabilitation Services  

General  
Authorization rules may apply.  

In-Network  
$0 copay for:  

• Medicare-covered Cardiac  
Rehabilitation Services  

• Medicare-covered Intensive  
Cardiac Rehabilitation  
Services  

• Medicare-covered Pulmonary  
Rehabilitation Services  

General  
Authorization rules may apply.  

In-Network  
$0 copay for:  

• Medicare-covered Cardiac  
Rehabilitation Services  

• Medicare-covered Intensive  
Cardiac Rehabilitation  
Services  

• Medicare-covered Pulmonary  
Rehabilitation Services  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

23 - Preventive
      Services, 
      Wellness/

 Education
 and other
 Supplemental

      Benefi t
      Programs  

ORIGINAL 
MEDICARE 

No coinsurance, copayment or  
deductible for the following:  

• Abdominal Aor tic Aneurysm  
Screening  

• Bone Mass Measurement.   
Covered once every 24  
months (more often if  
medically necessary) if  
you meet certain medical  
conditions.  

• Cardiovascular Screening  

• Cer vical and Vaginal Cancer  
Screening. Covered once  
every 2 years. Covered  
once a year for women with  
Medicare at high risk.  

• Colorectal Cancer Screening  

• Diabetes Screening  

• Infl uenza Vaccine  

• Hepatitis B  Vaccine for  
people with Medicare who  
are at risk  

• HIV Screening. $0 copa y  
for the HIV screening, but  
you generally pay 20% of  
the Medicare-approved  
amount for the doctor’s  
visit. HIV screening is  
covered for people with  
Medicare who are pregnant  
and people at increased risk  
for the infection, including  
anyone who asks for the  
test. Medicare covers this  
test once every 12 months  
or up to three times during a  

SECURITY BLUE 
VALUE (HMO) 

General  
$0 copay for all preventive  
services covered under Original  
Medicare at zero cost sharing.  
Any additional preventive  
services approved by Medicare  
mid-year will be covered by the  
plan or by Original Medicare.  

In-Network  
The plan covers the following  
supplemental education/ 
wellness programs: 

• Health Club Membership/  
Fitness Classes  

SECURITY BLUE
 HD (HMO) 

PREVENTIVE SERVICES, WELLNESS/EDUCATION AND OTHER SUPPLEMENTAL BENEFIT PROGRAMS 

General  
$0 copay for all preventive  
services covered under Original  
Medicare at zero cost sharing.  
Any additional preventive  
services approved by Medicare  
mid-year will be covered by the  
plan or by Original Medicare.  

In-Network  
The plan covers the following  
supplemental education/ 
wellness programs:  

• Health Club Membership/  
Fitness Classes  

SECURITY BLUE 
VALUERX (HMO) 

General  
$0 copay for all preventive  
services covered under Original  
Medicare at zero cost sharing.  
Any additional preventive  
services approved by Medicare  
mid-year will be covered by the  
plan or by Original Medicare.  

In-Network  
The plan covers the following  
supplemental education/ 
wellness programs:  

• Health Club Membership/  
Fitness Classes  

SECURITY BLUE 
STANDARD (HMO) 

General  
$0 copay for all preventive  
services covered under Original  
Medicare at zero cost sharing.  
Any additional preventive  
services approved by Medicare  
mid-year will be covered by the  
plan or by Original Medicare.  

In-Network  
The plan covers the following  
supplemental education/ 
wellness programs:  

• Health Club Membership/  
Fitness Classes  

SECURITY BLUE 
DELUXE (HMO) 

General  
$0 copay for all preventive  
services covered under Original  
Medicare at zero cost sharing.  
Any additional preventive  
services approved by Medicare  
mid-year will be covered by the  
plan or by Original Medicare.  

In-Network  
The plan covers the following  
supplemental education/ 
wellness programs:  

• Health Club Membership/  
Fitness Classes  

 

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

23 - Preventive
      Services, 
      Wellness/

Education
and other
Supplemental

      Benefi t
      Programs  

(continued) 

ORIGINAL 
MEDICARE 

pregnancy.  

• Breast Cancer Screening   
(Mammogram). Medicare  
covers screening  
mammograms once every 12  
months for all women with  
Medicare age 40 and older.  
Medicare covers one baseline  
mammogram for women  
between ages 35-39.  

• Medical Nutrition Therapy  
Services Nutrition therapy is  
for people who have diabetes  
or kidney disease (but aren’t  
on dialysis or haven’t had  
a kidney transplant) when  
referred by a doctor. These  
services can be given by  
a registered dietitian and  
may include a nutritional  
assessment and counseling  
to help you manage your  
diabetes or kidney disease 

• P ersonalized Prevention Plan  
Services (Annual Wellness  
Visits)  

• Pneumococcal Vaccine.  
You may only need the  
Pneumonia vaccine once  
in your lifetime. Call your  
doctor for more information.  

• Prostate Cancer Screening  

•   Prostate Specifi c Antigen  
(PSA) test only. Covered  
once a year for all men with  
Medicare over age 50.  

• Smoking and  Tobacco Use  
Cessation (counseling to  

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

PREVENTIVE SERVICES, WELLNESS/EDUCATION AND OTHER SUPPLEMENTAL BENEFIT PROGRAMS 

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

23 - Preventive
      Services, 
      Wellness/

Education
and other
Supplemental

      Benefi t
      Programs  

(continued) 

ORIGINAL 
MEDICARE 

stop smoking and tobacco  
use). Covered if ordered by  
your doctor. Includes two  
counseling attempts within  
a 12-month period. Each  
counseling attempt includes  
up to four face-to-face visits.  

• Screening and beha vioral  
counseling interventions  
in primary care to reduce  
alcohol misuse  

• Screening for depression in   
adults  

• Screening for se xually  
transmitted infections (STI)  
and high-intensity behavioral  
counseling to prevent STIs  

• Intensive  behavioral  
counseling for Cardiovascular  
Disease (bi-annual)  

• Intensi ve behavioral therapy  
for obesity  

• W elcome to Medicare  
Preventive Visits (initial  
preventive physical exam)  
When you join Medicare Part  
B, then you are eligible as  
follows. During the fi rst 12  
months of your new Part B  
coverage, you can get either  
a Welcome to Medicare  
Preventive  Visits or an Annual  
Wellness Visit. After your fi rst  
12 months, you can get one  
Annual Wellness Visit every  
12 months.  

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

PREVENTIVE SERVICES, WELLNESS/EDUCATION AND OTHER SUPPLEMENTAL BENEFIT PROGRAMS 

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

24 - Kidney  
Disease and  
Conditions  

ORIGINAL 
MEDICARE 

20% coinsurance for renal  
dialysis  

20% coinsurance for kidney  
disease education services  

SECURITY BLUE 
VALUE (HMO) 

In-Network  
$0 copay for Medicare-covered  
renal dialysis  
 
$0 copay for Medicare-covered  
kidney disease education  
services  

SECURITY BLUE
 HD (HMO) 

PREVENTIVE SERVICES 

In-Network  
15% of the cost for Medicare-
covered renal dialysis  

$0 copay for Medicare-covered  
kidney disease education  
services  

PRESCRIPTION DRUG BENEFITS 
25 - Outpatient  

Prescription  
Drugs  

Most drugs are not covered  
under Original Medicare.  
You can add prescription  
drug coverage to Original  
Medicare by joining a Medicare  
Prescription Drug Plan, or  
you can get all your Medicare  
coverage, including prescription  
drug coverage, by joining a  
Medicare Advantage Plan or a  
Medicare Cost Plan that offers  
prescription drug coverage.  

Drugs covered under  
Medicare Part B 

General  
Most drugs not covered.  

0% to 20% of the cost for  
Medicare Part B chemotherapy  
drugs and other Part B drugs.  

Drugs covered under  
Medicare Part D 

General  
This plan does not offer  
prescription drug coverage.  

Drugs covered under  
Medicare Part B 

General  
0% to 20% of the cost for  
Medicare Part B chemotherapy  
drugs and other Part B drugs.  

Drugs covered under  
Medicare Part D 

General  
This plan uses a formulary.  
The plan will send you the  
formulary. You can also see  
the formulary at http://client. 
formularynavigator.com/clients/ 
highmark/default.html on the  
web.  

Different out-of-pocket costs  
may apply for people who  

• have limited incomes, 

•  live in long term care  
facilities, or 

•  have access to Indian/ 
Tribal/Urban (Indian Health  
Service) providers.  

The plan offers national in-
network prescription coverage  

SECURITY BLUE 
VALUERX (HMO) 

In-Network  
$0 copay for Medicare-covered  
renal dialysis  

$0 copay for Medicare-covered  
kidney disease education  
services  

SECURITY BLUE 
STANDARD (HMO) 

In-Network  
$0 copay for Medicare-covered  
renal dialysis  

$0 copay for Medicare-covered  
kidney disease education  
services  

SECURITY BLUE 
DELUXE (HMO) 

In-Network  
$0 copay for Medicare-covered  
renal dialysis  

$0 copay for Medicare-covered  
kidney disease education  
services  

Drugs covered under  
Medicare Part B 

General  
0% to 20% of the cost for  
Medicare Part B chemotherapy  
drugs and other Part B drugs.  

Drugs covered under  
Medicare Part D 

General  
This plan uses a formulary.  
The plan will send you the  
formulary. You can also see  
the formulary at http://client. 
formularynavigator.com/clients/ 
highmark/default.html on the  
web.  

Different out-of-pocket costs  
may apply for people who 

• have limited incomes, 

•  live in long term care  
facilities, or 

• ha ve access to Indian/ 
Tribal/Urban (Indian Health  
Service) providers.  

The plan offers national in-
network prescription coverage  

Drugs covered under  
Medicare Part B 

General  
0% to 20% of the cost for  
Medicare Part B chemotherapy  
drugs and other Part B drugs.  

Drugs covered under  
Medicare Part D 

General  
This plan uses a formulary.  
The plan will send you the  
formulary. You can also see  
the formulary at http://client. 
formularynavigator.com/clients/ 
highmark/default.html on the  
web.  

Different out-of-pocket costs  
may apply for people who 

• have limited incomes, 

•  live in long term care  
facilities, or  

• ha ve access to Indian/ 
Tribal/Urban (Indian Health  
Service) providers.  

The plan offers national in-
network prescription coverage  

Drugs covered under  
Medicare Part B 

General  
0% to 20% of the cost for  
Medicare Part B chemotherapy  
drugs and other Part B drugs.  

Drugs covered under  
Medicare Part D 

General  
This plan uses a formulary.  
The plan will send you the  
formulary. You can also see  
the formulary at http://client. 
formularynavigator.com/clients/ 
highmark/default.html on the  
web.  

Different out-of-pocket costs  
may apply for people who 

• have limited incomes, 

• li ve in long term care  
facilities, or  

• ha ve access to Indian/ 
Tribal/Urban (Indian Health  
Service) providers.  

The plan offers national in-
network prescription coverage  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

(i.e., this would include 50 states  
and the District of Columbia).  
This means that you will pay  
the same cost-sharing amount  
for your prescription drugs if  
you get them at an in-network  
pharmacy outside of the plan’s  
service area (for instance when  
you travel).  

Total yearly drug costs are the  
total drug costs paid by both  
you and a Part D plan.  

Some drugs have quantity  
limits.  

Your provider must get prior  
authorization from Security  
Blue HD (HMO) for certain  
drugs.  

You must go to certain  
pharmacies for a very limited  
number of drugs, due to special  
handling, provider coordination,  
or patient education  
requirements that cannot be met  
by most pharmacies in your  
network. These drugs are listed  
on the plan’s website, formulary,  
printed materials, as well as on  
the Medicare Prescription Drug  
Plan Finder on Medicare.gov.  

If the actual cost of a drug  
is less than the normal cost-
sharing amount for that drug,  
you will pay the actual cost, not  
the higher cost-sharing amount.  

If you request a formulary  
exception for a drug and  
Security Blue HD (HMO)  
approves the exception, you will  
pay Tier 2: Preferred Brand cost  
sharing for that drug.  

SECURITY BLUE 
VALUERX (HMO) 

(i.e., this would include 50 states  
and the District of Columbia).  
This means that you will pay  
the same cost-sharing amount  
for your prescription drugs if  
you get them at an in-network  
pharmacy outside of the plan’s  
service area (for instance when  
you travel).  

Total yearly drug costs are the  
total drug costs paid by both  
you and a Part D plan.  

Some drugs have quantity  
limits.  

Your provider must get prior  
authorization from Security  
Blue ValueRx (HMO) for  
certain drugs.  

You must go to certain  
pharmacies for a very limited  
number of drugs, due to special  
handling, provider coordination,  
or patient education  
requirements that cannot be met  
by most pharmacies in your  
network. These drugs are listed  
on the plan’s website, formulary,  
printed materials, as well as on  
the Medicare Prescription Drug  
Plan Finder on Medicare.gov.  

If the actual cost of a drug  
is less than the normal cost-
sharing amount for that drug,  
you will pay the actual cost, not  
the higher cost-sharing amount.  

If you request a formulary  
exception for a drug and  
Security Blue ValueRx (HMO)  
approves the exception, you will  
pay Tier 2: Preferred Brand cost  
sharing for that drug.  

SECURITY BLUE 
STANDARD (HMO) 

(i.e., this would include 50 states  
and the District of Columbia).  
This means that you will pay  
the same cost-sharing amount  
for your prescription drugs if  
you get them at an in-network  
pharmacy outside of the plan’s  
service area (for instance when  
you travel).  

Total yearly drug costs are the  
total drug costs paid by both  
you and a Part D plan.  

Some drugs have quantity  
limits.  

Your provider must get prior  
authorization from Security  
Blue Standard (HMO) for  
certain drugs.  

You must go to certain  
pharmacies for a very limited  
number of drugs, due to special  
handling, provider coordination,  
or patient education  
requirements that cannot be met  
by most pharmacies in your  
network. These drugs are listed  
on the plan’s website, formulary,  
printed materials, as well as on  
the Medicare Prescription Drug  
Plan Finder on Medicare.gov.  

If the actual cost of a drug  
is less than the normal cost-
sharing amount for that drug,  
you will pay the actual cost, not  
the higher cost-sharing amount.  

If you request a formulary  
exception for a drug and  
Security Blue Standard (HMO)  
approves the exception, you will  
pay Tier 2: Preferred Brand cost  
sharing for that drug.  

SECURITY BLUE 
DELUXE (HMO) 

(i.e., this would include 50 states  
nd the District of Columbia).  
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For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

In-Network  
$0 deductible.  

Initial Coverage  
You pay the following until total  
yearly drug costs reach $2,970:  

Retail Pharmacy  
Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $30 copa y for a three-month  
(90-day) supply of drugs in  
this tier  

Tier 2: Preferred Brand  
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $135 copa y for a three-month  
(90-day) supply of drugs in  
this tier  

Tier 3: Non-Preferred Brand 
• $95 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $285 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

• 33% coinsurance for a three- 
month (90-day) supply of  
drugs in this tier  

SECURITY BLUE 
VALUERX (HMO) 

In-Network  
$0 deductible.  

Initial Coverage  
You pay the following until total  
yearly drug costs reach $2,970:  

Retail Pharmacy  
Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $30 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 2: Preferred Brand  
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

 
• $135 copa y for a three-month  

(90-day) supply of drugs in  
this tier 

Tier 3: Non-Preferred Brand  
• $95 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $285 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a one­ 

month (34-day) supply of  
drugs in this tier  

• 33% coinsurance for a three­ 
month (90-day) supply of  
drugs in this tier  

SECURITY BLUE 
STANDARD (HMO) 

In-Network  
$0 deductible.  

Initial Coverage  
You pay the following until total  
yearly drug costs reach $2,970:  

Retail Pharmacy  
Tier 1: Generic  
• $9 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $27 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 2: Preferred Brand  
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $135 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 3: Non-Preferred Brand  
• $90 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $270 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a one­ 

month (34-day) supply of  
drugs in this tier  

• 33% coinsurance for a three­ 
month (90-day) supply of  
drugs in this tier  

SECURITY BLUE 
DELUXE (HMO) 

In-Network  
0 deductible.  

nitial Coverage  
ou pay the following until total  
early drug costs reach $2,970:  

etail Pharmacy  
ier 1: Generic  

 $8 copa y for a one-month  
(34-day) supply of drugs in  
this tier  

 $24 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

ier 2: Preferred Brand  
 $42 copa y for a one-month  
(34-day) supply of drugs in  
this tier  

 $126 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

ier 3: Non-Preferred Brand  
 $90 copa y for a one-month  
(34-day) supply of drugs in  
this tier  

 $270 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

ier 4: Specialty Tier  
 33% coinsurance for a one- 
month (34-day) supply of  
drugs in this tier  

 33% coinsurance for a three- 
month (90-day) supply of  
drugs in this tier  

$
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For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

Long Term Care Pharmacy  
Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of generic  
drugs in this tier 

Tier 2: Preferred Brand 
• $45 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier  

Tier 3: Non-Preferred Brand 
• $95 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

Please note that brand  
drugs must be dispensed  
incrementally in long-term care  
facilities. Generic drugs may  
be dispensed incrementally.  
Contact your plan about cost-
sharing billing/collection when  
less than a one-month supply is  
dispensed.  

Mail Order  
Tier 1: Generic  
• $25 copa y for a three-month  

(90-day) supply of drugs in  
this tier 

Tier 2: Preferred Brand  
• $112.50 copa y for a three-

month (90-day) supply of  
drugs in this tier 

SECURITY BLUE 
VALUERX (HMO) 

Long Term Care Pharmacy  
Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of generic  
drugs in this tier  

Tier 2: Preferred Brand 
• $45 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier 

Tier 3: Non-Preferred Brand 
• $95 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

Please note that brand  
drugs must be dispensed  
incrementally in long-term care  
facilities. Generic drugs may  
be dispensed incrementally.  
Contact your plan about cost-
sharing billing/collection when  
less than a one-month supply is  
dispensed.  

Mail Order  
Tier 1: Generic  
• $25 copa y for a three-month  

(90-day) supply of drugs in  
this tier 

Tier 2: Preferred Brand  
• $112.50 copa y for a three-

month (90-day) supply of  
drugs in this tier 

SECURITY BLUE 
STANDARD (HMO) 

Long Term Care Pharmacy  
Tier 1: Generic  
• $9 copa y for a one-month  

(34-day) supply of generic  
drugs in this tier 

Tier 2: Preferred Brand 
• $45 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier 

Tier 3: Non-Preferred Brand 
• $90 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

Please note that brand  
drugs must be dispensed  
incrementally in long-term care  
facilities. Generic drugs may  
be dispensed incrementally.  
Contact your plan about cost-
sharing billing/collection when  
less than a one-month supply is  
dispensed.  

Mail Order  
Tier 1: Generic  
• $22.50 copa y for a three-

month (90-day) supply of  
drugs in this tier  

Tier 2: Preferred Brand  
• $112.50 copa y for a three-

month (90-day) supply of  
drugs in this tier  

SECURITY BLUE 
DELUXE (HMO) 

Long Term Care Pharmacy  
Tier 1: Generic  
• $8 copa y for a one-month  

(34-day) supply of generic  
drugs in this tier 

Tier 2: Preferred Brand 
• $42 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier 

Tier 3: Non-Preferred Brand 
• $90 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

Please note that brand  
drugs must be dispensed  
incrementally in long-term care  
facilities. Generic drugs may  
be dispensed incrementally.  
Contact your plan about cost-
sharing billing/collection when  
less than a one-month supply is  
dispensed.  

Mail Order  
Tier 1: Generic  
• $20 copa y for a three-month  

(90-day) supply of drugs in  
this tier 

Tier 2: Preferred Brand  
• $105 copa y for a three-month  

(90-day) supply of drugs in  
this tier 

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

Tier 3: Non-Preferred Bran
• $237.50 copa y for a three-

month (90-day) supply of  
drugs in this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a three 

month (90-day) supply of  
drugs in this tier  

Coverage Gap 
After your total yearly drug  
costs reach $2,970, you receiv
limited coverage by the plan  
on certain drugs. You will also
receive a discount on brand  
name drugs and generally pay
no more than 47.5% of the  
plan’s costs for brand drugs  
and 79% of the plan’s costs fo
generic drugs until your yearl
out-of-pocket drug costs reac
$4,750.  

d 

-

e 

 

 

r 
y 
h 

SECURITY BLUE 
VALUERX (HMO) 

Tier 3: Non-Preferred Brand  
• $237.50 copa y for a three­

month (90-day) supply of  
drugs in this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a three­ 

month (90-day) supply of  
drugs in this tier  

Coverage Gap  
After your total yearly drug  
costs reach $2,970, you receive  
limited coverage by the plan  
on certain drugs. You will also  
receive a discount on brand  
name drugs and generally pay  
no more than 47.5% of the  
plan’s costs for brand drugs  
and 79% of the plan’s costs for  
generic drugs until your yearly  
out-of-pocket drug costs reach  
$4,750.  

SECURITY BLUE 
STANDARD (HMO) 

Tier 3: Non-Preferred Brand  
• $225 copa y for a three-month  

(90-day) supply of drugs in  
this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a three­ 

month (90-day) supply of  
drugs in this tier  

Coverage Gap  
After your total yearly drug  
costs reach $2,970, you receive  
limited coverage by the plan  
on certain drugs. You will also  
receive a discount on brand  
name drugs and generally pay  
no more than 47.5% of the  
plan’s costs for brand drugs  
and 79% of the plan’s costs for  
generic drugs until your yearly  
out-of-pocket drug costs reach  
$4,750.  

SECURITY BLUE 
DELUXE (HMO) 

Tier 3: Non-Preferred Brand  
• $225 copa y for a three-month  

(90-day) supply of drugs in  
this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a three- 

month (90-day) supply of  
drugs in this tier  

Coverage Gap  
After your total yearly drug  
costs reach $2,970, you receive  
limited coverage by the plan  
on certain drugs. You will also  
receive a discount on brand  
name drugs and generally pay  
no more than 47.5% of the  
plan’s costs for brand drugs  
and 79% of the plan’s costs for  
generic drugs until your yearly  
out-of-pocket drug costs reach  
$4,750.  

Additional Coverage Gap  
The plan covers many  
formulary generics (65% to  
99% of formulary generic  
drugs) through the coverage  
gap.  

The plan offers additional  
coverage in the gap for the  
following tiers. You pay the  
following:  

Retail Pharmacy  
Tier 1: Generic  
• $8 copa y for a one-month  

(34-day) supply of all drugs  
covered in this tier  

• $24 copa y for a three-month  
(90-day) supply of all drugs  
covered in this tier  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
pay the greater of: 
•  5% coinsurance, or  

•  $2.65 copay for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

Out-of-Network  
Plan drugs may be covered  
in special circumstances, for  
instance, illness while traveling  
outside of the plan’s service  
area where there is no network  
pharmacy. You may have to  
pay more than your normal  
cost-sharing amount if you  
get your drugs at an out-of­
network pharmacy. In addition,  
you will likely have to pay the  
pharmacy’s full charge for the  
drug and submit documentation  
to receive reimbursement from  
Security Blue HD (HMO).  

Out-of-Network Initial  
Coverage  
You will be reimbursed up  
to the plan’s cost of the drug  

SECURITY BLUE 
VALUERX (HMO) 

Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
pay the greater of: 
•  5% coinsurance, or  

•  $2.65 copay for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

Out-of-Network  
Plan drugs may be covered  
in special circumstances, for  
instance, illness while traveling  
outside of the plan’s service  
area where there is no network  
pharmacy. You may have to  
pay more than your normal  
cost-sharing amount if you  
get your drugs at an out-of­
network pharmacy. In addition,  
you will likely have to pay the  
pharmacy’s full charge for the  
drug and submit documentation  
to receive reimbursement from  
Security Blue ValueRx (HMO).  

Out-of-Network Initial  
Coverage  
You will be reimbursed up  
to the plan’s cost of the drug  

SECURITY BLUE 
STANDARD (HMO) 

Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
pay the greater of: 
• 5% coinsurance, or 

•  $2.65 copay for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

Out-of-Network  
Plan drugs may be covered  
in special circumstances, for  
instance, illness while traveling  
outside of the plan’s service  
area where there is no network  
pharmacy. You may have to  
pay more than your normal  
cost-sharing amount if you  
get your drugs at an out-of­
network pharmacy. In addition,  
you will likely have to pay the  
pharmacy’s full charge for the  
drug and submit documentation  
to receive reimbursement from  
Security Blue Standard (HMO).  

Out-of-Network Initial  
Coverage  
You will be reimbursed up  
to the plan’s cost of the drug  

SECURITY BLUE 
DELUXE (HMO) 

Long Term Care Pharmacy  
Tier 1: Generic  
• $8 copa y for a one-month  

(34-day) supply of all generic  
drugs covered in this tier  

Mail Order  
Tier 1: Generic 
• $20 copa y for a three-month  

(90-day) supply of all drugs  
covered in this tier  

Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
pay the greater of: 
• 5% coinsurance, or  

•  $2.65 copay for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

Out-of-Network  
Plan drugs may be covered  
in special circumstances, for  
instance, illness while traveling  
outside of the plan’s service  
area where there is no network  
pharmacy. You may have to  
pay more than your normal  
cost-sharing amount if you  
get your drugs at an out-of­
network pharmacy. In addition,  
you will likely have to pay the  
pharmacy’s full charge for the  
drug and submit documentation  
to receive reimbursement from  
Security Blue Deluxe (HMO).  

Out-of-Network Initial  
Coverage  
You will be reimbursed up  
to the plan’s cost of the drug  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

minus the following for drugs  
purchased out-of-network until  
total yearly drug costs reach  
$2,970:  

Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 2: Preferred Brand  
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 3: Non-Preferred Brand  
• $95 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network Coverage  
Gap  
You will be reimbursed up to  
21% of the plan allowable cost  
for generic drugs purchased  
out-of-network until total yearly  
out-of-pocket drug costs reach  
$4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of-network pharmacy  
price paid for your drug(s).  
You will be reimbursed up to  

SECURITY BLUE 
VALUERX (HMO) 

minus the following for drugs  
purchased out-of-network until  
total yearly drug costs reach  
$2,970:  

Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 2: Preferred Brand  
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 3: Non-Preferred Brand  
• $95 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one­ 

month (34-day) supply of  
drugs in this tier  

You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network Coverage  
Gap  
You will be reimbursed up to  
21% of the plan allowable cost  
for generic drugs purchased  
out-of-network until total yearly  
out-of-pocket drug costs reach  
$4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of-network pharmacy  
price paid for your drug(s).  
You will be reimbursed up to  

SECURITY BLUE 
STANDARD (HMO) 

minus the following for drugs  
purchased out-of-network until  
total yearly drug costs reach  
$2,970:  

Tier 1: Generic  
• $9 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 2: Preferred Brand 
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 3: Non-Preferred Brand  
• $90 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one­ 

month (34-day) supply of  
drugs in this tier  

You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network Coverage  
Gap  
You will be reimbursed up to  
21% of the plan allowable cost  
for generic drugs purchased  
out-of-network until total yearly  
out-of-pocket drug costs reach  
$4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of-network pharmacy  
price paid for your drug(s).  
You will be reimbursed up to  

SECURITY BLUE 
DELUXE (HMO) 

minus the following for drugs  
purchased out-of-network until  
total yearly drug costs reach  
$2,970:  

Tier 1: Generic  
• $8 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 2: Preferred Brand  
• $42 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 3: Non-Preferred Brand  
• $90 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network Coverage  
Gap  
You will be reimbursed up to  
21% of the plan allowable cost  
for generic drugs purchased  
out-of-network until total yearly  
out-of-pocket drug costs reach  
$4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of-network pharmacy  
price paid for your drug(s).  
You will be reimbursed up to  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

52.5% of the plan allowable  
cost for brand name drugs  
purchased out-of-network until  
your total yearly out-of-pocket  
drug costs reach $4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of -network pharmacy  
price paid for your drug(s).  

Additional Out-of-Network  
Coverage Gap  
You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network  
Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
will be reimbursed for drugs  
purchased out-of-network up to  
the plan’s cost of the drug minus  
your cost share, which is the  
greater of:  
• 5% coinsurance, or  

SECURITY BLUE 
VALUERX (HMO) 

52.5% of the plan allowable  
cost for brand name drugs  
purchased out-of-network until  
your total yearly out-of-pocket  
drug costs reach $4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of -network pharmacy  
price paid for your drug(s).  

Additional Out-of-Network  
Coverage Gap  
You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network  
Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
will be reimbursed for drugs  
purchased out-of-network up to  
the plan’s cost of the drug minus  
your cost share, which is the  
greater of:  
• 5% coinsurance, or  

SECURITY BLUE 
STANDARD (HMO) 

52.5% of the plan allowable  
cost for brand name drugs  
purchased out-of-network until  
your total yearly out-of-pocket  
drug costs reach $4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of -network pharmacy  
price paid for your drug(s).  

Additional Out-of-Network  
Coverage Gap  
You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network  
Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
will be reimbursed for drugs  
purchased out-of-network up to  
the plan’s cost of the drug minus  
your cost share, which is the  
greater of:  
• 5% coinsurance, or  

SECURITY BLUE 
DELUXE (HMO) 

52.5% of the plan allowable  
cost for brand name drugs  
purchased out-of-network until  
your total yearly out-of-pocket  
drug costs reach $4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of -network pharmacy  
price paid for your drug(s).  

Additional Out-of-Network  
Coverage Gap  
The plan covers many  
formulary generics (65% to  
99% of formulary generic  
drugs) through the coverage  
gap.  

You will be reimbursed for  
these drugs purchased out-of­
network up to the plan’s cost of  
the drug minus the following:  

Tier 1: Generic  
• $8 copa y for a one-month  

(34-day) supply of all drugs  
covered in this tier  

You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network  
Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
will be reimbursed for drugs  
purchased out-of-network up to  
the plan’s cost of the drug minus  
your cost share, which is the  
greater of:  
• 5% coinsurance, or  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

25 - Outpatient  
Prescription  
Drugs
(continued) 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

• $2.65 copa y for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

OUTPATIENT MEDICAL SERVICES AND SUPPLIES 

26 - Dental  
Services  

27 - Hearing  
Services  

Preventive dental services (such  
as cleaning) not covered.  

Supplemental routine hearing  
exams and hearing aids not  
covered.  

20% coinsurance for diagnostic  
hearing exams.  

General  
Authorization rules may apply.  

In-Network  
In general, preventive dental  
benefits (such as cleaning) not   
covered.  

$30 to $200 copay for  
Medicare-covered dental  
benefi ts  

In-Network  
$0 copay for hearing aids.  
$30 copay for Medicare-
covered diagnostic hearing  
exams  

$30 copay for up to 1  
supplemental routine hearing  
exam(s) every year  

$500 plan coverage limit for  
hearing aids every three years.  

General  
Authorization rules may apply.  

In-Network  
In general, preventive dental  
benefits (such as cleaning) not   
covered.  

10% of the cost for Medicare-
covered dental benefi ts  

In-Network  
$0 copay for hearing aids.  
$25 copay for Medicare-
covered diagnostic hearing  
exams  

$25 copay for up to 1  
supplemental routine hearing  
exam(s) every year  

$500 plan coverage limit for  
hearing aids every three years.  

SECURITY BLUE 
VALUERX (HMO) 

• $2.65 copa y for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

SECURITY BLUE 
STANDARD (HMO) 

• $2.65 copa y for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

SECURITY BLUE 
DELUXE (HMO) 

• $2.65 copa y for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

General  
Authorization rules may apply.  

In-Network  
In general, preventive dental  
benefits (such as cleaning) not   
covered. 

$45 to $300 copay for  
Medicare-covered dental  
benefi ts  

General  
Authorization rules may apply.  

In-Network  
In general, preventive dental  
benefits (such as cleaning) not   
covered. 

$30 to $175 copay for  
Medicare-covered dental  
benefi ts  

General  
Authorization rules may apply.  

In-Network  
$30 to $125 copay for  
Medicare-covered dental  
benefi ts  

• 40% of the cost for up to 1   
oral exam(s) every six months  

• 40% of the cost for up to 1   
cleaning(s) every six months  

• 40% of the cost for up to 1   
dental x-ray(s) every year  

Plan offers additional  
comprehensive dental benefi ts.  

In-Network  
$0 copay for hearing aids.  
$45 copay for Medicare­
covered diagnostic hearing  
exams  

$45 copay for up to 1  
supplemental routine hearing  
exam(s) every year 

$500 plan coverage limit for  
hearing aids every three years.  

In-Network  
$0 copay for hearing aids.  
$30 copay for Medicare­
covered diagnostic hearing  
exams  

$30 copay for up to 1  
supplemental routine hearing  
exam(s) every year 

$500 plan coverage limit for  
hearing aids every three years.  

In-Network  
$0 copay for hearing aids.  
$30 copay for Medicare-
covered diagnostic hearing  
exams  

$30 copay for up to 1  
supplemental routine hearing  
exam(s) every year 

$1,000 plan coverage limit for  
hearing aids every three years.  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

OUTPATIENT MEDICAL SERVICES AND SUPPLIES 

28 -  Vision  
Services 

20% coinsurance for diagnosis  
and treatment of diseases and  
conditions of the eye.  

Supplemental routine eye  
exams and glasses not covered.  

Medicare pays for one pair of  
eyeglasses or contact lenses  
after cataract surgery.  

Annual glaucoma screenings  
covered for people at risk.  

In-Network  
$0 copay for  

•  one pair of Medicare-covered  
eyeglasses or contact lenses  
after cataract surgery  

•  up to 1 pair(s) of contacts  
every two years  

•  up to 1 pair(s) of lenses every  
two years  

•  up to 1 frame(s) every two  
years  

•  $0 to $30 copay for  
Medicare-covered exams to  
diagnose and treat diseases  
and conditions of the eye.  

•  $30 copay for up to 1  
supplemental routine eye  
exam(s) every year  

If the doctor provides you  
services in addition to eye  
exams, separate cost sharing of  
$10 to $30 may apply  

$100 plan coverage limit for  
contact lenses every two years.  
$100 plan coverage limit for eye  
glass frames every two years.  

Plan offers additional vision  
benefits. Contact plan for   
details.  

In-Network  
$0 copay for  

•  one pair of Medicare-covered  
eyeglasses or contact lenses  
after cataract surgery  

•  up to 1 pair(s) of contacts  
every two years  

•  up to 1 pair(s) of lenses every  
two years  

•  up to 1 frame(s) every two  
years  

•  $0 to $25 copay for  
Medicare-covered exams to  
diagnose and treat diseases  
and conditions of the eye.  

•  $25 copay for up to 1  
supplemental routine eye  
exam(s) every year  

If the doctor provides you  
services in addition to eye  
exams, separate cost sharing of  
$5 to $25 may apply 

$100 plan coverage limit for  
contact lenses every two years.  
$100 plan coverage limit for eye  
glass frames every two years. 

Plan offers additional vision  
benefits. Contact plan for   
details.  

Over-the-
Counter Items  

Not covered. General  
The plan does not cover Over­
the-Counter items.  

General  
The plan does not cover Over­
the-Counter items.  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

In-Network  
$0 copay for  

•  one pair of Medicare-covered  
eyeglasses or contact lenses  
after cataract surgery  

•  up to 1 pair(s) of contacts  
every two years  

•  up to 1 pair(s) of lenses every  
two years  

•  up to 1 frame(s) every two  
years  

•  $0 to $45 copay for  
Medicare-covered exams to  
diagnose and treat diseases  
and conditions of the eye.  

•  $45 copay for up to 1  
supplemental routine eye  
exam(s) every year  

If the doctor provides you  
services in addition to eye  
exams, separate cost sharing of  
$15 to $45 may apply 

$100 plan coverage limit for  
contact lenses every two years. 
$100 plan coverage limit for eye  
glass frames every two years. 

Plan offers additional vision  
benefits. Contact plan for   
details.  

In-Network  
$0 copay for  

•  one pair of Medicare-covered  
eyeglasses or contact lenses  
after cataract surgery  

•  up to 1 pair(s) of contacts  
every two years  

•  up to 1 pair(s) of lenses every  
two years  

•  up to 1 frame(s) every two  
years  

•  $0 to $30 copay for  
Medicare-covered exams to  
diagnose and treat diseases  
and conditions of the eye.  

•  $30 copay for up to 1  
supplemental routine eye  
exam(s) every year  

If the doctor provides you  
services in addition to eye  
exams, separate cost sharing of  
$10 to $30 may apply 

$100 plan coverage limit for  
contact lenses every two years.  
$100 plan coverage limit for eye  
glass frames every two years. 

Plan offers additional vision  
benefits. Contact plan for   
details.  

In-Network  
$0 copay for  

•  one pair of Medicare-covered  
eyeglasses or contact lenses  
after cataract surgery  

•  up to 1 pair(s) of contacts  
every two years  

•  up to 1 pair(s) of lenses every  
two years  

•  up to 1 frame(s) every two  
years  

•  $0 to $30 copay for  
Medicare-covered exams to  
diagnose and treat diseases  
and conditions of the eye.  

•  $30 copay for up to 1  
supplemental routine eye  
exam(s) every year  

If the doctor provides you  
services in addition to eye  
exams, separate cost sharing of  
$5 to $30 may apply 

$100 plan coverage limit for  
contact lenses every two years.  
$100 plan coverage limit for eye  
glass frames every two years. 

Plan offers additional vision  
benefits. Contact plan for   
details.  

General  
The plan does not cover Over­
the-Counter items.  

General  
The plan does not cover Over­
the-Counter items.  

General  
The plan does not cover Over­
the-Counter items.  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE
 HD (HMO) 

OUTPATIENT MEDICAL SERVICES AND SUPPLIES 

Transportation  
(Routine)  

Not covered.  In-Network  
$40 copay for each one-way trip  
to Plan-approved location.  

In-Network  
$40 copay for each one-way trip  
to Plan-approved location.  

Acupuncture  Not covered.  In-Network  
This plan does not cover  
Acupuncture. 

In-Network  
This plan does not cover  
Acupuncture.  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

In-Network  
$40 copay for each one-way trip  
to Plan-approved location.  

In-Network  
$40 copay for each one-way trip  
to Plan-approved location.  

In-Network  
$40 copay for each one-way trip  
to Plan-approved location.  

In-Network  
This plan does not cover  
Acupuncture.  

In-Network  
This plan does not cover  
Acupuncture.  

In-Network  
This plan does not cover  
Acupuncture.  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0688) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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MultiͲlanguage�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���1-866-456-3738. 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� 
que�pueda�tener�sobre�nuestro�plan�de�salud�o�medicamentos.�Para�hablar�con�un�intérprete,� 
por�favor�llame�al�1-866-456-3738. Alguien�que�hable�español�le�podrá�ayudar.�Este�es�un� 
servicio�gratuito.� 

Chinese�Mandarin:�葩Ӏ裊簯聂䌍蠿鎻䆥膞ࡵഘᐂ裝ᙼ豻繆݇虚筶笵贍㥃肵膈䰽蠿螙谩蝀
䯂ಱ蔒籂ᙼ菈蘶觧鎻䆥膞ࡵഘ䇋講⬉ 1-866-456-3738ಱ葩 Ӏ蠿襦肫簴蟇蝸ਬ髠Ф蜻ᐂ裝

ᙼಱ䖭萙螐乍聂䌍膞ࡵಱ�

Chinese�Cantonese:�ᙼᇡ៥ץⱘعᒋ៪㮹⠽ֱ䱾ৃ㛑ᄬ᳝⭥ଣˈ⚎ℸ៥ץᦤկܡ䊏ⱘ㗏䅃  
᳡ࢭǄབ䳔㗏䅃᳡ࢭˈ䂟㟈䳏 1-866-456-3738Ǆ៥ץ䃯Ё᭛ⱘҎવᇛῖᛣ⚎ᙼᦤկᐿࡽǄ  
䗭ᰃϔ䷙ܡ䊏᳡ࢭǄ�  

Tagalog:��Mayroon�kaming�libreng�serbisyo�sa�pagsasalingͲwika�upang�masagot�ang�anumang� 
mga�katanungan�ninyo�hinggil�sa�aming�planong�pangkalusugan�o�panggamot.��Upang� 
makakuha�ng�tagasalingͲwika,�tawagan�lamang�kami�sa�1-866-456-3738.� �Maaari�kayong� 
tulungan�ng�isang�nakakapagsalita�ng�Tagalog.��Ito�ay�libreng�serbisyo.� 

French:��Nous�proposons�des�services�gratuits�d'interprétation�pour�répondre�à�toutes�vos� 
questions�relatives�à�notre�régime�de�santé�ou�d'assuranceͲmédicaments.�Pour�accéder�au� 
service�d'interprétation,�il�vous�suffit�de�nous�appeler�au�1-866-456-3738. �Un�interlocuteur� 
parlant��Français�pourra�vous�aider.�Ce�service�est�gratuit.� 

Vietnamese:��Chúng�tôi�có�dӏch�vө�thông�dӏch�miӉn�phí�ĜӇ�trҧ�lӡi�các�câu�hӓi�vӅ�chѭѫng�sӭc� 
khӓe�và�chѭѫng�trình�thuӕc�men.�NӃu�quí�vӏ�cҫn�thông�dӏch�viên�xin�gӑi�1-866-456-3738 sӁ�có� 
nhân�viên�nói�tiӃng�ViӋt�giúp�Ĝӥ�quí�vӏ.��ây�là�dӏch�vө�miӉn�phí�.� 

German:��Unser�kostenloser�Dolmetscherservice�beantwortet�Ihren�Fragen�zu�unserem� 
GesundheitsͲ�und�Arzneimittelplan.�Unsere�Dolmetscher�erreichen�Sie�unter�1-866-456-3738. 
Man�wird�Ihnen�dort�auf�Deutsch�weiterhelfen.�Dieser�Service�ist�kostenlos.� 

Korean:��鲮ꩡ鱉�넍ꊁ�ꚩ뾍�鿅鱉�꼲븽�ꚩ뾍꾅�隵뼑�덽ꓭ꾅�鲪뼩�麑ꍡ隕녅�ꓩꊁ�뭪꾢� 
꫑ꟹ걙ꌱ �뇑險뼍隕�넽걪鱽鲙.�뭪꾢�꫑ꟹ걙ꌱ�넩끞뼍ꇙꐩ�놹쀉 1-866-456-3738 ꘽냱ꈑ�
ꓭ넍뼩�늱겢겑꿙.��뼑霢꽩ꌱ�뼍鱉�鲩鲮녅閵�鵹꿵�麑ꍩ�阸넺鱽鲙��넩�꫑ꟹ걙鱉�ꓩꊁꈑ� 
끩꾶鷞鱽鲙 .��

Russian:�ʫ̛̭̣�̱�̭̏̌�̨̡̛̦̦̱̯̏̚�̨̨̪̬̭̼̏�̨̨̨̛̯̦̭̯̖̣̦̽�̵̨̨̨̭̯̬̌̏̐�̛̛̣�̡̨̨̛̥̖̥̖̦̯̦̔̌̐�  
̪̣̦̌̌,�̼̏�̨̥̙̖̯̖�̨̨̨̭̪̣̯̭̏̽̏̌̽́̚�̛̛̦̹̥̌�̛̖̭̪̣̯̦̼̥̍̌�̛̱̭̣̱̥̐̌�̸̨̡̨̛̪̖̬̖̏̔̏.�ˋ̨̯̼̍� 
̨̨̨̭̪̣̯̭̏̽̏̌̽́̚�̛̱̭̣̱̥̐̌�̸̨̡̛̪̖̬̖̏̔̌,�̨̨̛̪̦̯̖̏̚�̦̥̌�̨̪�̴̨̯̖̣̖̦̱�1-866-456-3738.�ʦ̥̌�  
̨̡̙̖̯̌�̨̨̪̥̺̽�̨̡̛̭̯̬̱̦̔,�̡̨̨̯̬̼̜�̨̨̛̬̯̐̏�̨̪Ͳp̡̛̱̭̭.�ʪ̦̦̌̌́�̱̭̣̱̐̌�̖̭̪̣̯̦̍̌̌́.� 

ȯ

� 

ȯ

� Arabic:  ϰϠϋ  ϝϮμΤϠϟ .ΎϨϳΪϟ  ΔϳϭΩϷ΍  ϝϭΪΟ  ϭ΃  ΔΤμϟΎΑ  ϖϠόΘΗ  ΔϠΌγ΃  ϱ΃  Ϧϋ  ΔΑΎΟϺϟ  ΔϴϧΎΠϤϟ΍  ϱέϮϔϟ΍  ϢΟήΘϤϟ΍  ΕΎϣΪΧ  ϡΪϘϧ  ΎϨϧ· 
ΔϴΑήόϟ΍  ΙΪΤΘϳ  Ύϣ  κΨη  ϡϮϘϴγ .3738 -456- 866- 1  ϰϠϋ  ΎϨΑ  ϝΎμΗϻ΍  ϯϮγ  ϚϴϠϋ  βϴϟ  ˬϱέϮϓ  ϢΟήΘϣ�  ϩάϫ .ϚΗΪϋΎδϤΑ 
ΔϴϧΎΠϣ  ΔϣΪΧ.� 
�
Italian:��È�disponibile�un�servizio�di�interpretariato�gratuito�per�rispondere�a�eventuali�domande� 
sul�nostro�piano�sanitario�e�farmaceutico.�Per�un�interprete,�contattare�il�numero�1-866-456-
3738.�� Un�nostro�incaricato�che�parla�Italianovi�fornirà�l'assistenza�necessaria.�È�un�servizio� 
gratuito.�

�

� Portugués:��Dispomos�de�serviços�de�interpretação�gratuitos�para�responder�a�qualquer�
questão�que�tenha�acerca�do�nosso�plano�de�saúde�ou�de�medicação.�Para�obter�um�intérprete,�
contacteͲnos�através�do�número�1-866-456-3738.� Irá�encontrar�alguém�que�fale�o�idioma��
Português�para�o�ajudar.�Este�serviço�é�gratuito.�
 

� 
�
French�Creole:��Nou�genyen�sèvis�entèprèt�gratis�pou�reponn�tout�kesyon�ou�ta�genyen� 
konsènan�plan�medikal�oswa�dwòg�nou�an.��Pou�jwenn�yon�entèprèt,�jis�rele�nou�nan�1-866-
456-3738.�� Yon�moun�ki�pale�Kreyòl�kapab�ede�w.��Sa�a�se�yon�sèvis�ki�gratis.�

� � 
Polish:��UmoǏliwiamy�bezpųatne�skorzystanie�z�usųug�tųumacza�ustnego,�który�pomoǏe�w� 
uzyskaniu�odpowiedzi�na�temat�planu�zdrowotnego�lub�dawkowania�leków.�Aby�skorzystađ�z�
pomocy�tųumacza�znajČcego�jħzyk�polski,�naleǏy�zadzwoniđ�pod�numer�1-866-456-3738. �Ta� 
usųuga�jest�bezpųatna.�

� � 
Hindi:��¡�ȡ� è�ȡèØ�  �ȡ  ��ȡ  �ȧ  �Ȫ��ȡ  �  �ȡ� �  ]��  Ǒ� Ȣ  �Ȣ  Ĥư  �  ��ȡ�  ��  �  
Ǔ�f  ¡�ȡ�  �ȡ  �Ý�  ��ȡǒ��ȡ   �ȡf  `��Þ�  ¡. f�  ��ȡǒ��ȡ  ĤȡƯ  ���  �  Ǔ�f,��  ¡�  1Ͳ
866-456-3738.���   �Ȫ�  ��. �Ȫ_  å�ǒƠ  �Ȫ  Ǒ¡Û�ȣ  �Ȫ��ȡ  ¡  ]��ȧ  ���  ��  ��ȡ  ¡. �¡ 
f� �Ý�   �ȡ ¡.�� 
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Ǖ

Japanese:�ᒰ␠ߩஜᐽ�ஜᐽ଻㒾ߣ⮎ຠ�ಣᣇ⮎ߦࡦ࡜ࡊ㑐ߏࠆߔ⾰໧߼ߚࠆߔ߃╵߅ߦ
-456-866-1 ޔߪߦࠆߥߦ๮↪ߏࠍ⸶ㅢޕߔ߹޿ߑߏߔ߹ࠅ޽߇ࠬࡆ࡯ࠨ⸶ㅢߩήᢱޔߦ
  ࡆ࡯ࠨߩήᢱߪࠇߎޕߔ߹ߒߚ޿ᡰេ߇��⠪ੱߔ⹤ࠍ⺆ᣣᧄޕ޿ߐߛߊ㔚⹤߅ߦ.3738
�ޕߔߢࠬ 
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SECTION ONE: 
INTRODUCTION TO SUMMARY OF BENEFITS
 

Security Blue Value (HMO), HD (HMO),  ValueRx 
(HMO), Standard (HMO) and Deluxe (HMO) 
January 1, 2013 – December 31, 2013	 
WEST CENTRAL PENNSYLVANIA	 

Thank you for your interest in Security Blue Value (HMO
HD (HMO), ValueRx (HMO), Standard (HMO) or Delux
(HMO). Our plan is offered by KEYSTONE HEALTH  
PLAN WEST, INC., a Medicare Advantage Health	  
Maintenance Organization (HMO) that contracts with  
the Federal government. This Summary of Benefi ts tells  
you some features of our plan. It doesn’t list every service
that we cover or list every limitation or exclusion. To get	  
a complete list of our benefits, please call Security Blue   
Value (HMO), HD (HMO), ValueRx (HMO), Standard  
(HMO) or Deluxe (HMO) and ask for the “Evidence of  
Coverage”. 

YOU HAVE CHOICES IN YOUR HEALTH CAR
As a Medicare beneficiar y, you can choose from different	
Medicare options. One option is the Original (fee-for-	
service) Medicare Plan. Another option is a Medicare  
health plan, like Security Blue Value (HMO), HD (HMO)
ValueRx (HMO), Standard (HMO) or Deluxe (HMO).  
You may have other options too. You make the choice.  
No matter what you decide, you are still in the Medicare  
Program. You may join or leave a plan only at certain time
Please call Security Blue Value (HMO), HD (HMO),  
ValueRx (HMO), Standard (HMO) or Deluxe (HMO) at  
the telephone number listed at the end of this introduction
or 1-800-MEDICARE (1-800-633-4227) for more  
information. TTY/TDD users should call 1-877-486-204
You can call this number 24 hours a day, 7 days a week. 

HOW CAN I COMPARE MY OPTIONS? 
You can compare Security Blue Value (HMO), HD  
(HMO), ValueRx (HMO), Standard (HMO) and Deluxe  
(HMO) and the Original Medicare Plan using this  
Summary of Benefits.  The charts in this booklet list some 
important health benefits. F or each benefit, y ou can see	  
what our plan covers and what the Original Medicare Pla
covers. Our members receive all of the benefits that the	   
Original Medicare Plan offers. We also offer more benefi t
which may change from year to year. 

),	 WHERE ARE SECURITY BLUE VALUE (HMO),
e 

	 

WHERE CAN I GET MY PRESCRIPTIONS IF I  
JOIN THIS PLAN? 
Security Blue HD (HMO), ValueRx (HMO), Standard  
(HMO) and Deluxe (HMO) have formed a network of  
pharmacies. You must use a network pharmacy to receive  
plan benefits.  We may not pay for your prescriptions if you  
use an out-of-network pharmacy, except in certain cases.	  
The pharmacies in our network can change at any time.  
You can ask for a pharmacy directory or visit us at  
www.highmarkbcbs.com. Our customer service number is  
listed at the end of this introduction.

DOES MY PLAN COVER MEDICARE PART B OR  
PART D DRUGS?  
Security Blue Value (HMO) does cover Medicare Part B  
prescription drugs. Security Blue Value (HMO) does NOT  
cover Medicare Part D prescription drugs. 

Security Blue HD (HMO), ValueRx (HMO), Standard  
(HMO) and Deluxe (HMO) do cover both Medicare Part B  
prescription drugs and Medicare Part D prescription drugs. 

WHAT IS A PRESCRIPTION DRUG  
FORMULARY? 
Security Blue HD (HMO), ValueRx (HMO), Standard  
(HMO) and Deluxe (HMO) use a formulary.  A formulary  
is a list of drugs covered by your plan to meet patient needs.  
We may periodically add, remove, or make changes to  
coverage limitations on certain drugs or change how much  
you pay for a drug. If we make any formulary change  
that limits our members’ ability to fill their prescriptions,   
we will notify the affected members before the change is  
made. We will send a formulary to you and you can see  
our complete formulary on our Web site at http://client. 
formularynavigator.com/clients/highmark/default.html. If  
you are currently taking a drug that is not on our formulary  
or subject to additional requirements or limits, you may be  
able to get a temporary supply of the drug. You can contact  
us to request an exception or switch to an alternative drug  
listed on our formulary with your physician’s help. Call us  
to see if you can get a temporary supply of the drug or for  
more details about our drug transition policy. 

HOW CAN I GET EXTRA HELP WITH MY  
PRESCRIPTION DRUG PLAN COSTS OR GET  
EXTRA HELP WITH OTHER MEDICARE COSTS? 
You may be able to get extra help to pay for your  
prescription drug premiums and costs as well as get help  
with other Medicare costs. To see if you qualify for getting  

extra help, call: 
• 1-800-MEDICARE (1-800-633-4227).  TTY/TDD users  

should call 1-877-486-2048, 24 hours a day/7 days a  
week and see www.medicare.gov ‘Programs for People  
with Limited Income and Resources’ in the publication  
Medicare You. 

• The Social Security  Administration at 1-800-772-1213  
between 7 a.m. and 7 p.m., Monday through Friday.  
TTY/TDD users should call 1- 800-325-0778 or

•  Your State Medicaid Offi ce. 

WHAT ARE MY PROTECTIONS IN THIS PLAN? 
All Medicare Advantage Plans agree to stay in the program  
for a full calendar year at a time. Plan benefits and cost- 
sharing may change from calendar year to calendar  
year. Each year, plans can decide whether to continue to  
participate with Medicare Advantage. A plan may continue  
in their entire service area (geographic area where the plan  
accepts members) or choose to continue only in certain  
areas. Also, Medicare may decide to end a contract with  
a plan. Even if your Medicare Advantage Plan leaves the  
program, you will not lose Medicare coverage. If a plan  
decides not to continue for an additional calendar year, it  
must send you a letter at least 90 days before your coverage  
will end. The letter will explain your options for Medicare  
coverage in your area. 

HD (HMO), VALUERX (HMO), STANDARD	
(HMO) AND DELUXE (HMO) AVAILABLE?	 
The service area for this plan includes: Bedford, Blair, 
Cameron, Clarion, Clearfield, Crawford, Elk, Erie, Forest, 
Huntingdon, Jefferson, McKean, Mercer, Potter, Somerset,	 
Venango, Warren Counties, PA. You must live in one of 
these areas to join the plan. There is more than one plan 
listed in this Summary of Benefi ts.	 

WHO IS ELIGIBLE TO JOIN SECURITY BLUE 
VALUE (HMO), HD (HMO), VALUERX (HMO),
STANDARD (HMO) OR DELUXE (HMO)?	 
You can join Security Blue Value (HMO), HD (HMO), E	 
ValueRx (HMO), Standard (HMO) or Deluxe (HMO)  
if you are entitled to Medicare Part A and enrolled in 
Medicare Part B and live in the service area. However, 
individuals with End-Stage Renal Disease are generally , 
not eligible to enroll in Security Blue Value (HMO), HD 
(HMO), ValueRx (HMO), Standard (HMO) or Deluxe 
(HMO) unless they are members of our organization and 
have been since their dialysis began. s. 

CAN I CHOOSE MY DOCTORS?	 
Security Blue Value (HMO), HD (HMO), ValueRx	  (HMO), Standard (HMO) and Deluxe (HMO) have	 
formed a network of doctors, specialists, and hospitals.	 8. You can only use doctors who are part of our network. The	 
health providers in our network can change at any time. You 
can ask for a current provider directory. For an updated list, 
visit us at www.highmarkbcbs.com. Our customer service	 
number is listed at the end of this introduction.	 

For questions about this plan’s benefits or costs,   
please contact Keystone Health Plan West, Inc. 
Current Members call (800)-935-2583,  
(TTY/TDD users (800)-988-0668)
and prospective members call (866)-682-7970,  
(TTY/TDD users 800-227-8210). 

WHAT HAPPENS IF I GO TO A DOCTOR	 
WHO’S NOT IN YOUR NETWORK?	 
If you choose to go to a doctor outside of our network, 

n	 you must pay for these services yourself. Neither the plan 
nor the Original Medicare Plan will pay for these services 

s,	 except in limited situations (for example, emergency care).	 
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SECTION ONE: 
INTRODUCTION TO SUMMARY OF BENEFITS
 

As a member of Security Blue Value (HMO), HD (HMO), 
ValueRx (HMO), Standard (HMO) or Deluxe (HMO), you 
have the right to request an organization determination, 
which includes the right to file an appeal if we deny 
coverage for an item or service, and the right to fi le a 
grievance. You have the right to request an organization 
determination if you want us to provide or pay for an item 
or service that you believe should be covered. If we deny 
coverage for your requested item or service, you have 
the right to appeal and ask us to review our decision. You 
may ask us for an expedited (fast) coverage determination 
or appeal if you believe that waiting for a decision could 
seriously put your life or health at risk, or affect your 
ability to regain maximum function. If your doctor makes 
or supports the expedited request, we must expedite our 
decision. Finally, you have the right to file a grievance with 
us if you have any type of problem with us or one of our 
network providers that does not involve coverage for an 
item or service. If your problem involves quality of care, 
you also have the right to file a grievance with the Quality 
Improvement Organization (QIO) for your state. Please 
refer to the Evidence of Coverage (EOC) for the QIO 
contact information. 

As a member of Security Blue HD (HMO), ValueRx 
(HMO), Standard (HMO) or Deluxe (HMO), you have the 
right to request a coverage determination, which includes 
the right to request an exception, the right to file an appeal 
if we deny coverage for a prescription drug, and the right 
to file a grievance. You have the right to request a coverage 
determination if you want us to cover a Part D drug that 
you believe should be covered. An exception is a type of 
coverage determination. You may ask us for an exception 
if you believe you need a drug that is not on our list of 
covered drugs or believe you should get a non-preferred 
drug at a lower out-of-pocket cost. You can also ask for an 
exception to cost utilization rules, such as a limit on the 
quantity of a drug. If you think you need an exception, you 
should contact us before you try to fill your prescription 
at a pharmacy.Your doctor must provide a statement to 
support your exception request. If we deny coverage for 
your prescription drug(s), you have the right to appeal and 
ask us to review our decision. Finally, you have the right 
to file a grievance if you have any type of problem with 
us or one of our network pharmacies that does not involve 
coverage for a prescription drug. If your problem involves 
quality of care, you also have the right to file a grievance 
with the Quality Improvement Organization (QIO) for your 

state. Please refer to the Evidence of Coverage (EOC) for 
the QIO contact information. 

WHAT IS A MEDICATION THERAPY 
MANAGEMENT (MTM) PROGRAM? 
A Medication Therapy Management (MTM) Program is 
a free service we offer. You may be invited to participate 
in a program designed for your specific health and 
pharmacy needs. You may decide not to participate but it is 
recommended that you take full advantage of this covered 
service if you are selected. Contact Security Blue HD 
(HMO), ValueRx (HMO), Standard (HMO) or Deluxe 
(HMO) for more details. 

WHAT TYPES OF DRUGS MAY BE COVERED 
UNDER MEDICARE PART B? 
Some outpatient prescription drugs may be covered under 
Medicare Part B. These may include, but are not limited to, 
the following types of drugs. Contact Security Blue Value 
(HMO), HD (HMO), ValueRx (HMO), Standard (HMO) 
or Deluxe (HMO) for more details. 
• Some Antigens: If they are prepared by a doctor and 

administered by a properly instructed person (who could 
be the patient) under doctor supervision. 

• Osteoporosis Drugs: Injectable osteoporosis drugs for 
some women. 

• Erythropoietin (Epoetin Alfa or Epogen®): By injection 
if you have end-stage renal disease (permanent kidney 
failure requiring either dialysis or transplantation) and 
need this drug to treat anemia. 

• Hemophilia Clotting Factors: Self-administered clotting 
factors if you have hemophilia. 

• Injectable Drugs: Most injectable drugs administered 
incident to a physician’s service. 

• Immunosuppressive Drugs: Immunosuppressive drug 
therapy for transplant patients if the transplant took 
place in a Medicare-certified facility and was paid for by 
Medicare or by a private insurance company that was the 
primary payer for Medicare Part A coverage. 

• Some Oral Cancer Drugs: If the same drug is available in 
injectable form. 

• Oral Anti-Nausea Drugs: If you are part of an anti-cancer 
chemotherapeutic regimen. 

• Inhalation and Infusion Drugs administered through 
Durable Medical Equipment. 

WHERE CAN I FIND INFORMATION ON PLAN 
RATINGS? 
The Medicare program rates how well plans perform in 
different categories (for example, detecting and preventing 
illness, ratings from patients and customer service). If 
you have access to the web, you may use the web tools on 
www.medicare.gov and select “Health and Drug Plans” 
then “Compare Drug and Health Plans” to compare the 
plan ratings for Medicare plans in your area. You can also 
call us directly to obtain a copy of the plan ratings for this 
plan. Our customer service number is listed below. 

Please call Keystone Health Plan West, Inc. for more 
information about Security Blue Value (HMO), HD 
(HMO), ValueRx (HMO), Standard (HMO) or Deluxe 
(HMO). 

Visit us at www.highmarkbcbs.com or, call us: 

Customer Service Hours for October 1 -  February 14: 
Sunday, Monday, Tuesday, Wednesday, Thursday, Friday, 
Saturday, 8:00 a.m. - 8:00 p.m. Eastern 

Customer Service Hours for February 15 -  September 30: 
Sunday, Monday, Tuesday, Wednesday, Thursday, Friday, 
Saturday, 8:00 a.m. - 8:00 p.m. Eastern 

Current members should call toll-free (800)-935-2583 for 
questions related to the Medicare Advantage Program or 
the Medicare Part D Prescription Drug Program. 
(TTY/TDD (800)-988-0668) 

Prospective members should call toll-free (866)-682-7970 
for questions related to the Medicare Advantage Program 
or the Medicare Part D Prescription Drug Program. 
(TTY/TDD (800)-227-8210) 

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

This document may be available in other formats such 
as Braille, large print or other alternate formats. This 
document may be available in a non-English language. For 
additional information, call customer service at the phone 
number listed above. 

For questions about this plan’s benefits or costs, 
please contact Keystone Health Plan West, Inc. 
Current Members call (800)-935-2583, 
(TTY/TDD users (800)-988-0668) 
and prospective members call (866)-682-7970, 
(TTY/TDD users 800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

1 - Premium  
and Other  
Important  
Information  

ORIGINAL 
MEDICARE 

In 2012 the monthly Part B  
Premium was $99.90 and may  
change for 2013 and the annual  
Part B deductible amount was  
$140 and may change for 2013.  

If a doctor or supplier does not  
accept assignment, their costs  
are often higher, which means  
you pay more.  

Most people will pay the  
standard monthly Part B  
premium. However, some  
people will pay a higher  
premium because of their  
yearly income (over $85,000 for  
singles, $170,000 for married  
couples). For more information  
about Part B premiums based  
on income, call Medicare at  
1-800-MEDICARE  
(1-800-633-4227). TTY users  
should call 1-877-486 -2048.  
You may also call Social  
Security at 1-800-772-1213.  
TTY users should call  
1-800-325 -0778.  

SECURITY BLUE 
VALUE (HMO) 

General  
$32 monthly plan premium  
in addition to your monthly  
Medicare Part B premium.  

Most people will pay the  
standard monthly Part B  
premium in addition to their  
MA plan premium. However,  
some people will pay a higher  
premium because of their  
yearly income (over $85,000 for  
singles, $170,000 for married  
couples). For more information  
about Part B premiums based  
on income, call Medicare at  
1-800-MEDICARE  
(1-800-633-4227).  
TTY users should call  
1-877-486-2048.You may also  
call Social Security at 1-800­
772-1213. TTY users should  
call 1-800-325-0778.  

In-Network  
$3,400 out-of-pocket limit for  
Medicare-covered services.  

SECURITY BLUE 
HD (HMO) 

IMPORTANT INFORMATION 

General  
$0 monthly plan premium  
in addition to your monthly  
Medicare Part B premium.  

Most people will pay the  
standard monthly Part B  
premium in addition to their  
MA plan premium. However,  
some people will pay higher  
Part B and Part D premiums  
because of their yearly income  
(over $85,000 for singles,  
$170,000 for married couples).  
For more information about  
Part B and Part D premiums  
based on income, call Medicare  
at 1-800-MEDICARE
 (1-800-633-4227).  
TTY users should call  
1-877-486-2048.You may also  
call Social Security at 1-800­
772-1213. TTY users should  
call 1-800-325-0778.  

Keystone Health Plan West,  
Inc. will reduce your monthly  
Medicare Part B premium by  
up to $ 3.00.  

In-Network  
$1,000 annual deductible.  
Contact the plan for services  
that apply.  

$5,000 out-of-pocket limit for  
Medicare-covered services.  

SECURITY BLUE 
VALUERX (HMO) 

General  
$48 monthly plan premium  
in addition to your monthly  
Medicare Part B premium.  

Most people will pay the  
standard monthly Part B  
premium in addition to their  
MA plan premium. However,  
some people will pay higher  
Part B and Part D premiums  
because of their yearly income  
(over $85,000 for singles,  
$170,000 for married couples).  
For more information about  
Part B and Part D premiums  
based on income, call Medicare  
at 1-800-MEDICARE  
(1-800-633-4227).  
TTY users should call  
1-877-486-2048.You may also  
call Social Security at 1-800­
772-1213. TTY users should  
call 1-800-325-0778.  

In-Network  
$3,400 out-of-pocket limit for  
Medicare-covered services.  

SECURITY BLUE 
STANDARD (HMO) 

General  
$173 monthly plan premium  
in addition to your monthly  
Medicare Part B premium. 
 
Most people will pay the  
standard monthly Part B  
premium in addition to their  
MA plan premium. However,  
some people will pay higher  
Part B and Part D premiums  
because of their yearly income  
(over $85,000 for singles,  
$170,000 for married couples).  
For more information about  
Part B and Part D premiums  
based on income, call Medicare  
at 1-800-MEDICARE  
(1-800-633-4227). TTY users  
should call 1-877-486-2048.  
You may also call Social  
Security at 1-800-772-1213.  
TTY users should call  
1-800-325-0778. 

 
In-Network  
$3,400 out-of-pocket limit for  
Medicare-covered services.  

SECURITY BLUE 
DELUXE (HMO) 

General  
$210 monthly plan premium  
in addition to your monthly  
Medicare Part B premium. 
 
Most people will pay the  
standard monthly Part B  
premium in addition to their  
MA plan premium. However,  
some people will pay higher  
Part B and Part D premiums  
because of their yearly income  
(over $85,000 for singles,  
$170,000 for married couples).  
For more information about  
Part B and Part D premiums  
based on income, call Medicare  
at 1-800-MEDICARE  
(1-800-633-4227). TTY users  
should call 1-877-486-2048.  
You may also call Social  
Security at 1-800-772-1213.  
TTY users should call  
1-800-325-0778. 

 
In-Network  
$3,400 out-of-pocket limit for  
Medicare-covered services.  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

2 - Doctor and  
Hospital  
Choice  
(For more  
information,  
see Emergency  
Care - #15  
and Urgently  
Needed Care  
-#16.)  

ORIGINAL 
MEDICARE 

You may go to any doctor,  
specialist or hospital that  
accepts Medicare.  

SECURITY BLUE 
VALUE (HMO) 

In-Network  
You must go to network doctors,  
specialists, and hospitals.  

No referral required for network  
doctors, specialists, and  
hospitals.  

SECURITY BLUE 
HD (HMO) 

IMPORTANT INFORMATION 

In-Network  
You must go to network doctors,  
specialists, and hospitals.  

No referral required for network  
doctors, specialists, and  
hospitals.  

SUMMARY OF BENEFITS 
INPATIENT CARE 

3 - Inpatient  
Hospital Care 
(includes  
Substance  
Abuse and  
Rehabilitation  
Services)  

In 2012 the amounts for each  
benefit period w ere:  

Days 1 - 60: $1156 deductible 

Days 61 - 90: $289 per day 

Days 91 - 150: $578 per  
lifetime reserve day  

These amounts may change for  
2013. 
 
Call 1-800-MEDICARE  
(1-800-633-4227) for  
information about lifetime  
reserve days.  

Lifetime reserve days can only  
be used once. 

 

In-Network  
No limit to the number of  
days covered by the plan each  
hospital stay.  

$350 copay for each Medicare-
covered hospital stay  

$0 copay for additional hospital  
days  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

In-Network  
No limit to the number of  
days covered by the plan each  
hospital stay. 
 
$1,400 out-of-pocket limit  
every stay.  

10% of the cost for each  
Medicare-covered hospital stay 
 
$0 copay for additional hospital  
days 
 
Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital. 
 

SECURITY BLUE 
VALUERX (HMO) 

In-Network  
You must go to network doctors,  
specialists, and hospitals.  

No referral required for network  
doctors, specialists, and  
hospitals.  

SECURITY BLUE 
STANDARD (HMO) 

In-Network  
You must go to network doctors,  
specialists, and hospitals.  

No referral required for network  
doctors, specialists, and  
hospitals.  

SECURITY BLUE 
DELUXE (HMO) 

In-Network  
You must go to network doctors,  
specialists, and hospitals.  

No referral required for network  
doctors, specialists, and  
hospitals.  

In-Network  
No limit to the number of  
days covered by the plan each  
hospital stay.  

For Medicare-covered hospital  
stays:  

Days 1 - 5: $125 copay per day  

Days 6 - 90: $0 copay per day  

$0 copay for additional hospital  
days  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

In-Network  
No limit to the number of  
days covered by the plan each  
hospital stay.  

$275 copay for each Medicare-
covered hospital stay  

$0 copay for additional hospital  
days  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

In-Network  
No limit to the number of  
days covered by the plan each  
hospital stay.  

$225 copay for each Medicare-
covered hospital stay  

$0 copay for additional hospital  
days  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital. 

For questions about this  
lan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 

p
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

3 - Inpatient  
Hospital Care 
(includes  
Substance  
Abuse and  
Rehabilitation  
Services)  
(continued) 

ORIGINAL 
MEDICARE 

A “benefit period” star ts the  
day you go into a hospital or  
skilled nursing facility. It ends  
when you go for 60 days in a  
row without hospital or skilled  
nursing care. If you go into  
the hospital after one benefi t 
period has ended, a new benefi t 
period begins. You must pay the  
inpatient hospital deductible for  
each benefit period.  There is no  
limit to the number of benefi t 
periods you can have.  

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

IMPORTANT INFORMATION 

4 - Inpatient  
Mental  
Health Care  

In 2012 the amounts for each  
benefit period w ere:  

Days 1 - 60: $1156 deductible 

Days 61 - 90: $289 per day 

Days 91 - 150: $578 per 
lifetime reserve day  

These amounts may change for  
2013.  

You get up to 190 days of  
inpatient psychiatric hospital  
care in a lifetime. Inpatient  
psychiatric hospital services  
count toward the 190-day  
lifetime limitation only if  
certain conditions are met. This  
limitation does not apply to  
inpatient psychiatric services  
furnished in a general hospital. 

In-Network  
You get up to 190 days of  
inpatient psychiatric hospital  
care in a lifetime. Inpatient  
psychiatric hospital services  
count toward the 190-day  
lifetime limitation only if  
certain conditions are met. This  
limitation does not apply to  
inpatient psychiatric services  
furnished in a general hospital.  

$350 copay for each Medicare-
covered hospital stay.  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

In-Network  
ou get up to 190 days of  

npatient psychiatric hospital  
are in a lifetime. Inpatient  
sychiatric hospital services  
ount toward the 190-day  
ifetime limitation only if  
ertain conditions are met. This  
imitation does not apply to  
npatient psychiatric services  
urnished in a general hospital.  

he out-of-pocket limit is  
overed under “Inpatient  
ospital Care.”  

0% of the cost for each  
edicare-covered hospital stay. 

xcept in an emergency, your  
octor must tell the plan that  
ou are going to be admitted to  
he hospital.  
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SECURITY BLUE 
VALUERX (HMO) 

In-Network  
You get up to 190 days of  
inpatient psychiatric hospital  
care in a lifetime. Inpatient  
psychiatric hospital services  
count toward the 190-day  
lifetime limitation only if  
certain conditions are met. This  
limitation does not apply to  
inpatient psychiatric services  
furnished in a general hospital.  

For Medicare-covered hospital  
stays:  
• Da ys 1 - 5: $125 copay per  

day  

• Days 6 - 90: $0 copay per day  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

SECURITY BLUE 
STANDARD (HMO) 

In-Network  
You get up to 190 days of  
inpatient psychiatric hospital  
care in a lifetime. Inpatient  
psychiatric hospital services  
count toward the 190-day  
lifetime limitation only if  
certain conditions are met. This  
limitation does not apply to  
inpatient psychiatric services  
furnished in a general hospital.  

$275 copay for each Medicare-
covered hospital stay.  

Except in an emergency, your  
doctor must tell the plan that  
you are going to be admitted to  
the hospital.  

SECURITY BLUE 
DELUXE (HMO) 

In-Network  
ou get up to 190 days of  

npatient psychiatric hospital  
are in a lifetime. Inpatient  
sychiatric hospital services  
ount toward the 190-day  
ifetime limitation only if  
ertain conditions are met. This  
imitation does not apply to  
npatient psychiatric services  
urnished in a general hospital.  

225 copay for each Medicare-
overed hospital stay.  

xcept in an emergency, your  
octor must tell the plan that  
ou are going to be admitted to  
he hospital.  

Y
i
c
p
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For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

5 - Skilled  
Nursing  
Facility (SNF)  
(in a Medicare­
certifi ed skilled  
nursing facility)  

ORIGINAL 
MEDICARE 

In 2012 the amounts for each  
benefit period after at least a   
3-day covered hospital stay  
were: 

Days 1 - 20: $0 per day 

Days 21 - 100: $144.50 per day  

These amounts may change for  
2013.  

100 days for each benefi t 
period.  

A “benefit period” star ts the day  
you go into a hospital or SNF. It  
ends when you go for 60 days in  
a row without hospital or skilled  
nursing care. If you go into  
the hospital after one benefi t 
period has ended, a new benefi t 
period begins. You must pay the  
inpatient hospital deductible for  
each benefit period.  There is no  
limit to the number of benefi t 
periods you can have.  

SECURITY BLUE 
VALUE (HMO) 

General  
Authorization rules may apply.  

In-Network  
Plan covers up to 100 days each  
benefi t period  

No prior hospital stay is  
required.  

For SNF stays:  

• Days 1 - 5: $0 copay per day  

• Da ys 6 - 20: $50 copay per  
day  

• Da ys 21 - 100: $100 copay  
per day  

SECURITY BLUE 
HD (HMO) 

INPATIENT CARE 

General  
Authorization rules may apply.  

In-Network  
Plan covers up to 100 days each  
benefi t period  

No prior hospital stay is  
required.  

For SNF stays:  

• Days 1 - 5: $0 copay per day  

• Da ys 6 - 20: $50 copay per  
day  

• Da ys 21 - 100: $100 copay  
per day  

6 - Home Health  
Care  
(includes  
medically  
necessary  
intermittent  
skilled nursing  
care, home  
health aide  
services, and  
rehabilitation  
services, etc.)  

$0 copay.  General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
home health visits 

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
home health visits  

7 - Hospice  You pay part of the cost for  
outpatient drugs and inpatient  
respite care.  

General  
You must get care from a  
Medicare-certifi ed hospice.  

General  
You must get care from a  
Medicare-certifi ed hospice.  

SECURITY BLUE 
VALUERX (HMO) 

General  
Authorization rules may apply.  

In-Network  
Plan covers up to 100 days each  
benefi t period  

No prior hospital stay is  
required. 

For SNF stays:  

• Days 1 - 5: $0 copay per day  

• Da ys 6 - 20: $50 copay per  
day  

• Da ys 21 - 100: $100 copay  
per day  

SECURITY BLUE 
STANDARD (HMO) 

General  
Authorization rules may apply.  

In-Network  
Plan covers up to 100 days each  
benefi t period  

No prior hospital stay is  
required. 

For SNF stays:  

• Days 1 - 5: $0 copay per day  

• Da ys 6 - 20: $40 copay per  
day  

• Da ys 21 - 100: $75 copay per  
day  

SECURITY BLUE 
DELUXE (HMO) 

eneral  
uthorization rules may apply.  

n-Network  
lan covers up to 100 days each  
enefi t period  

o prior hospital stay is  
equired. 

or SNF stays:  
 Days 1 - 5: $0 copay per day  

 Da ys 6 - 20: $25 copay per  
day  

 Da ys 21 - 100: $50 copay per  
day  

G
A

I
P
b

N
r

F
•

•

•

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
home health visits  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
home health visits  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
home health visits 

General  
You must get care from a  
Medicare-certifi ed hospice.  

General  
You must get care from a  
Medicare-certifi ed hospice.  

General  
You must get care from a  
Medicare-certifi ed hospice.  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

INPATIENT CARE 

7 - Hospice  
(continued) 

You must get care from a  
Medicare-certified hospice.  
 

Your plan will pay for a  
consultative visit before you  
select hospice.  

Your plan will pay for a  
consultative visit before you  
select hospice.  

OUTPATIENT CARE 

8 - Doctor Office  
Visits  

20% coinsurance  In-Network  
$10 copay for each Medicare-
covered primary care doctor  
visit.  

$30 copay for each Medicare-
covered specialist visit.  

In-Network  
$5 copay for each Medicare-
covered primary care doctor  
visit.  

$25 copay for each Medicare-
covered specialist visit.  

9 - Chiropractic  
Services  

Supplemental routine care not  
covered  

20% coinsurance for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor or  
other qualified providers.  

General  
Authorization rules may apply.  

In-Network  
$20 copay for each Medicare-
covered chiropractic visit  

Medicare-covered chiropractic  
visits are for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor.  

General  
Authorization rules may apply.  

In-Network  
$20 copay for each Medicare-
covered chiropractic visit  

Medicare-covered chiropractic  
visits are for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor.  

10 - Podiatry  
Services  

Supplemental routine care not  
covered.  

20% coinsurance for medically  
necessary foot care, including  
care for medical conditions  
affecting the lower limbs.  

In-Network  
$30 copay for each Medicare-
covered podiatry visit  

Medicare-covered podiatry  
visits are for medically-
necessary foot care.  

In-Network  
10% of the cost for each  
Medicare-covered podiatry visit  

Medicare-covered podiatry  
visits are for medically-
necessary foot care.  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

Your plan will pay for a  
consultative visit before you  
select hospice.  

Your plan will pay for a  
consultative visit before you  
select hospice.  

Your plan will pay for a  
consultative visit before you  
select hospice.  

In-Network  
$15 copay for each Medicare­
covered primary care doctor  
visit.  

$45 copay for each Medicare­
covered specialist visit.  

In-Network  
$10 copay for each Medicare­
covered primary care doctor  
visit.  

$30 copay for each Medicare­
covered specialist visit.  

In-Network  
$5 copay for each Medicare-
covered primary care doctor  
visit.  

$30 copay for each Medicare-
covered specialist visit.  

General  
Authorization rules may apply.  

In-Network  
$20 copay for each Medicare-
covered chiropractic visit  

Medicare-covered chiropractic  
visits are for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor.  

General  
Authorization rules may apply.  

In-Network  
$20 copay for each Medicare-
covered chiropractic visit  

Medicare-covered chiropractic  
visits are for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor.  

General  
Authorization rules may apply.  

In-Network  
$20 copay for each Medicare-
covered chiropractic visit  

$20 copay for up to 6  
supplemental routine  
chiropractic visit(s) every year  

Medicare-covered chiropractic  
visits are for manual  
manipulation of the spine  
to correct subluxation (a  
displacement or misalignment  
of a joint or body part) if you  
get it from a chiropractor. 

In-Network  
$45 copay for each Medicare-
covered podiatry visit  

Medicare-covered podiatry  
visits are for medically-
necessary foot care.  

In-Network  
$30 copay for each Medicare-
covered podiatry visit  

Medicare-covered podiatry  
visits are for medically-
necessary foot care.  

In-Network  
$30 copay for each Medicare-
covered podiatry visit  

$30 copay for up to 8  
supplemental routine podiatry  
visit(s) every year  

Medicare-covered podiatry  
visits are for medically-
necessary foot care.  

 

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

OUTPATIENT CARE 

11 - Outpatient  
Mental  
Health Care  

35% coinsurance for most  
outpatient mental health  
services  

Specified copa yment for  
outpatient partial hospitalization  
program services furnished  
by a hospital or community  
mental health center (CMHC).  
Copay cannot exceed the Part  A  
inpatient hospital deductible.  

“Partial hospitalization  
program” is a structured  
program of active outpatient  
psychiatric treatment that is  
more intense than the care  
received in your doctor’s  
or therapist’s office and is   
an alternative to inpatient  
hospitalization.  

General  
Authorization rules may apply.  

In-Network  
$30 copay for each Medicare-
covered individual therapy visit  

$30 copay for each Medicare­
covered group therapy visit  

$30 copay for each Medicare-
covered individual therapy visit  
with a psychiatrist  

$30 copay for each Medicare-
covered group therapy visit with  
a psychiatrist 

$0 copay for Medicare-covered  
partial hospitalization program  
services  

General  
Authorization rules may apply.  

In-Network  
10% of the cost for each  
Medicare-covered individual  
therapy visit  

10% of the cost for each  
Medicare-covered group  
therapy visit  

$25 copay for each Medicare­
covered individual therapy visit  
with a psychiatrist 

$25 copay for each Medicare-
covered group therapy visit with  
a psychiatrist 

15% of the cost for Medicare-
covered partial hospitalization  
program services  

12 - Outpatient  
Substance  
Abuse Care  

20% coinsurance  General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare­
covered individual substance  
abuse outpatient treatment visits  

$30 copay for Medicare­
covered group substance abuse  
outpatient treatment visits  

General  
Authorization rules may apply.  

In-Network  
10% of the cost for Medicare-
covered individual substance  
abuse outpatient treatment visits  

10% of the cost for Medicare-
covered group substance abuse  
outpatient treatment visits  

13 - Outpatient  
Services  

20% coinsurance for the  
doctor’s services  

Specified copa yment for  
outpatient hospital facility  
services Copay cannot exceed  
the Part  A inpatient hospital  
deductible.  

20% coinsurance for  
ambulatory surgical center  
facility services  

General  
Authorization rules may apply.  

In-Network  
$200 copay for each Medicare-
covered ambulatory surgical  
center visit  

$200 copay for each Medicare­
covered outpatient hospital  
facility visit  

General  
Authorization rules may apply.  

In-Network  
15% of the cost for each  
Medicare-covered ambulatory  
surgical center visit  

15% of the cost for each  
Medicare-covered outpatient  
hospital facility visit  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

General  
Authorization rules may apply.  

In-Network  
$40 copay for each Medicare­
covered individual therapy visit  

$40 copay for each Medicare­
covered group therapy visit  

$40 copay for each Medicare­
covered individual therapy visit  
with a psychiatrist 

$40 copay for each Medicare­
covered group therapy visit with  
a psychiatrist 

$0 copay for Medicare-covered  
partial hospitalization program  
services  

General  
Authorization rules may apply.  

In-Network  
$30 copay for each Medicare­
covered individual therapy visit  

$30 copay for each Medicare­
covered group therapy visit  

$30 copay for each Medicare­
covered individual therapy visit  
with a psychiatrist 

$30 copay for each Medicare­
covered group therapy visit with  
a psychiatrist 

$0 copay for Medicare-covered  
partial hospitalization program  
services  

General  
Authorization rules may apply.  

In-Network  
$30 copay for each Medicare-
covered individual therapy visit  

$30 copay for each Medicare-
covered group therapy visit  

$30 copay for each Medicare-
covered individual therapy visit  
with a psychiatrist 

$30 copay for each Medicare-
covered group therapy visit with  
a psychiatrist 

$0 copay for Medicare-covered  
partial hospitalization program  
services  

General  
Authorization rules may apply.  

In-Network  
$40 copay for Medicare­
covered individual substance  
abuse outpatient treatment visits  

$40 copay for Medicare­
covered group substance abuse  
outpatient treatment visits  

General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare­
covered individual substance  
abuse outpatient treatment visits  

$30 copay for Medicare­
covered group substance abuse  
outpatient treatment visits  

General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare-
covered individual substance  
abuse outpatient treatment visits  

$30 copay for Medicare-
covered group substance abuse  
outpatient treatment visits  

General  
Authorization rules may apply.  

In-Network  
$300 copay for each Medicare­
covered ambulatory surgical  
center visit  

$300 copay for each Medicare­
covered outpatient hospital  
facility visit  

General  
Authorization rules may apply.  

In-Network  
$175 copay for each Medicare­
covered ambulatory surgical  
center visit  

$175 copay for each Medicare­
covered outpatient hospital  
facility visit  

General  
Authorization rules may apply.  

In-Network  
$125 copay for each Medicare-
covered ambulatory surgical  
center visit  

$125 copay for each Medicare-
covered outpatient hospital  
facility visit  

For questions about this 
plan’s benefits or costs,  

please contact 
Keystone Health Plan 

West, Inc. 
Current Members call 

(800)-935-2583, 
(TTY/TDD users 
(800)-988-0668) 
and prospective 

members call 
(866)-682-7970, 

(TTY/TDD users 
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

OUTPATIENT CARE 

14 -  Ambulance  
Services  

(medically  
necessary  
ambulance  
services)  

20% coinsurance  In-Network  
$100 copay for Medicare­
covered ambulance benefi ts.  

In-Network  
$100 copay for Medicare­
covered ambulance benefi ts.  

15 - Emergency  
Care  

(You may go to  
any emergency  
room if you  
reasonably  
believe  
you need  
emergency  
care.)  

20% coinsurance for the  
doctor’s services  

Specified copa yment for  
outpatient hospital facility  
emergency services.  

Emergency services copay  
cannot exceed Part  A inpatient  
hospital deductible for each  
service provided by the hospital.  

You don’t have to pay the  
emergency room copay if you  
are admitted to the hospital  
as an inpatient for the same  
condition within 3 days of the  
emergency room visit.  

Not covered outside the  
U.S. except under limited  
circumstances.  

General  
$65 copay for Medicare-
covered emergency room visits  
Worldwide coverage.  

If you are admitted to the  
hospital within 3-day(s) for the  
same condition, you pay $0 for  
the emergency room visit.  

General  
$65 copay for Medicare-
covered emergency room visits  
Worldwide coverage.  

If you are admitted to the  
hospital within 3-day(s) for the  
same condition, you pay $0 for  
the emergency room visit.  

16 - Urgently  
Needed Care  

(This is NOT  
emergency  
care, and in  
most cases,  
is out of the  
service area.)  

20% coinsurance, or a set copay  

NOT covered outside the  
U.S. except under limited  
circumstances.  

General  
$50 copay for Medicare­
covered urgently-needed-care  
visits  

General  
$50 copay for Medicare­
covered urgently-needed-care  
visits  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

In-Network  
$100 copay for Medicare­
covered ambulance benefi ts.  

In-Network  
$100 copay for Medicare­
covered ambulance benefi ts.  

In-Network  
$75 copay for Medicare-
covered ambulance benefi ts.  

General  
$65 copay for Medicare­
covered emergency room visits  
Worldwide coverage.  

If you are admitted to the  
hospital within 3-day(s) for the  
same condition, you pay $0 for  
the emergency room visit.  

General  
$65 copay for Medicare­
covered emergency room visits  
Worldwide coverage.  

If you are admitted to the  
hospital within 3-day(s) for the  
same condition, you pay $0 for  
the emergency room visit.  

General  
$65 copay for Medicare-
covered emergency room visits  
Worldwide coverage.  

If you are admitted to the  
hospital within 3-day(s) for the  
same condition, you pay $0 for  
the emergency room visit.  

General  
$50 copay for Medicare­
covered urgently-needed-care  
visits  

General  
$50 copay for Medicare­
covered urgently-needed-care  
visits  

General  
$50 copay for Medicare-
covered urgently-needed-care  
visits  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

OUTPATIENT CARE 

17 - Outpatient
      Rehabilitation
      Services  

(Occupational  
Therapy,  
Physical  
Therapy,  
Speech and  
Language  
Therapy)  

20% coinsurance  General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare-
covered Occupational Therapy  
visits  

$30 copay for Medicare-
covered Physical Therapy  
and/or Speech and Language  
Pathology visits  

General  
Authorization rules may apply.  

In-Network  
10% of the cost for Medicare-
covered Occupational Therapy  
visits  

10% of the cost for Medicare-
covered Physical Therapy  
and/or Speech and Language  
Pathology visits  

OUTPATIENT MEDICAL SERVICES AND SUPPLIES 

18 - Durable  
Medical  
Equipment  

(includes  
wheelchairs,  
oxygen, etc.)  

20% coinsurance  General  
Authorization rules may apply.  

In-Network  
0% to 20% of the cost for  
Medicare-covered durable  
medical equipment  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
durable medical equipment  

19 - Prosthetic  
Devices  

(includes  
braces,  
artifi cial limbs  
and eyes, etc.)  

20% coinsurance General  
Authorization rules may apply.  

In-Network  
20% of the cost for Medicare­
covered prosthetic devices  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
prosthetic devices 

20 - Diabetes  
Programs  
and Supplies  

20% coinsurance for diabetes  
self-management training  

20% coinsurance for diabetes  
supplies  

20% coinsurance for diabetic  
therapeutic shoes or inserts  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
Diabetes self-management  
training  

0% to 20% of the cost for  
Medicare-covered Diabetes  
monitoring supplies  

20% of the cost for Medicare-
covered Therapeutic shoes or  
inserts  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
Diabetes self-management  
training  

$0 copay for Medicare-covered:  
• Diabetes monitoring supplies  

• Therapeutic shoes or inserts  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

General  
Authorization rules may apply.  

In-Network  
$45 copay for Medicare­
covered Occupational Therapy  
visits  

$45 copay for Medicare­
covered Physical Therapy  
and/or Speech and Language  
Pathology visits  

General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare­
covered Occupational Therapy  
visits  

$30 copay for Medicare­
covered Physical Therapy  
and/or Speech and Language  
Pathology visits  

General  
Authorization rules may apply.  

In-Network  
$30 copay for Medicare-
covered Occupational Therapy  
visits  

$30 copay for Medicare-
covered Physical Therapy  
and/or Speech and Language  
Pathology visits  

General  
Authorization rules may apply.  

In-Network  
0% to 20% of the cost for  
Medicare-covered durable  
medical equipment  

General  
Authorization rules may apply.  

In-Network  
0% to 20% of the cost for  
Medicare-covered durable  
medical equipment  

General  
Authorization rules may apply.  

In-Network  
0% to 20% of the cost for  
Medicare-covered durable  
medical equipment  

General  
Authorization rules may apply.  

In-Network  
20% of the cost for Medicare­
covered prosthetic devices  

General  
uthorization rules may apply.  

n-Network  
0% of the cost for Medicare­
overed prosthetic devices  

General  
Authorization rules may apply.  

In-Network  
20% of the cost for Medicare-
covered prosthetic devices  

A
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General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
Diabetes self-management  
training  

0% to 20% of the cost for  
Medicare-covered Diabetes  
monitoring supplies  

20% of the cost for Medicare­
covered Therapeutic shoes or  
inserts  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
Diabetes self-management  
training  

0% to 20% of the cost for  
Medicare-covered Diabetes  
monitoring supplies  

20% of the cost for Medicare­
covered Therapeutic shoes or  
inserts  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered  
Diabetes self-management  
training  

0% to 20% of the cost for  
Medicare-covered Diabetes  
monitoring supplies  

20% of the cost for Medicare-
covered Therapeutic shoes or  
inserts  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

OUTPATIENT MEDICAL SERVICES AND SUPPLIES 

20 - Diabetes  
Programs  
and Supplies  

(continued) 

If the doctor provides you  
services in addition to Diabetes  
self-management training,  
separate cost sharing of $10 to  
$30 may apply  

If the doctor provides you  
services in addition to Diabetes  
self-management training,  
separate cost sharing of $5 to  
$25 may apply  

21 - Diagnostic  
Tests,  
X-Rays, Lab  
Services, and  
Radiology  
Services  

20% coinsurance for diagnostic  
tests and x-rays  

$0 copay for Medicare-covered  
lab services  

Lab Services: Medicare covers  
medically necessary diagnostic  
lab services that are ordered  
by your treating doctor when  
they are provided by a Clinical  
Laboratory Improvement  
Amendments (CLIA) certifi ed  
laboratory that participates  
in Medicare. Diagnostic lab  
services are done to help your  
doctor diagnose or rule out a  
suspected illness or condition.  
Medicare does not cover most  
supplemental routine screening  
tests, like checking your  
cholesterol.  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered:  
• therapeutic radiology services  

$0 to $30 copay for Medicare­
covered lab services  

$0 to $30 copay for Medicare-
covered diagnostic procedures  
and tests  

$45 copay for Medicare­
covered X-rays  

$100 copay for Medicare­
covered diagnostic radiology  
services (not including X-rays)  

If the doctor provides  
you services in addition  
to Outpatient Diagnostic  
Procedures, Tests and Lab  
Services, separate cost sharing  
of $10 to $30 may apply  

If the doctor provides you  
services in addition to  
Outpatient Diagnostic and  
Therapeutic Radiology  
Services, separate cost sharing  
of $10 to $30 may apply  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered:  
• therapeutic radiology services  

0% to 10% of the cost for  
Medicare-covered lab services  

0% to 10% of the cost for  
Medicare-covered diagnostic  
procedures and tests 

10% of the cost for Medicare-
covered X-rays 

15% of the cost for Medicare-
covered diagnostic radiology  
services (not including X-rays) 

If the doctor provides  
you services in addition  
to Outpatient Diagnostic  
Procedures, Tests and Lab  
Services, separate cost sharing  
of $5 to $25 may apply  

If the doctor provides you  
services in addition to  
Outpatient Diagnostic and  
Therapeutic Radiology  
Services, separate cost sharing  
of $5 to $25 may apply 

22 - Cardiac and     
Pulmonary 

      Rehabilitation  
Services 

20% coinsurance for Cardiac  
Rehabilitation services  

20% coinsurance for  
Pulmonary Rehabilitation  
services  

General  
Authorization rules may apply.  

In-Network  
$0 copay for: 

General  
Authorization rules may apply.  

In-Network  
$0 copay for:  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

If the doctor provides you  
services in addition to Diabetes  
self-management training,  
separate cost sharing of $15 to  
$45 may apply  

If the doctor provides you  
services in addition to Diabetes  
self-management training,  
separate cost sharing of $10 to  
$30 may apply  

If the doctor provides you  
services in addition to Diabetes  
self-management training,  
separate cost sharing of $5 to  
$30 may apply  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered:  
• therapeutic radiology services  

$0 to $25 copay for Medicare-
covered lab services 

$0 to $25 copay for Medicare-
covered diagnostic procedures  
and tests 

$25 copay for Medicare-
covered X-rays 

$175 copay for Medicare-
covered diagnostic radiology  
services (not including X -rays) 

If the doctor provides you  
services in addition to  
Outpatient Diagnostic  
Procedures, Tests and Lab  
Services, separate cost sharing  
of $15 to $45 may apply 

If the doctor provides you  
services in addition to  
Outpatient Diagnostic and  
Therapeutic Radiology  
Services, separate cost sharing  
of $15 to $45 may apply  

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered:  
• lab services  

• diagnostic procedures and   
tests  

• therapeutic radiology services  

$25 copay for Medicare­
covered X-rays  

$75 copay for Medicare-
covered diagnostic radiology  
services (not including X-rays)  

If the doctor provides  
you services in addition  
to Outpatient Diagnostic  
Procedures, Tests and Lab  
Services, separate cost sharing  
of $10 to $30 may apply  

If the doctor provides you  
services in addition to  
Outpatient Diagnostic and  
Therapeutic Radiology  
Services, separate cost sharing  
of $10 to $30 may apply 

General  
Authorization rules may apply.  

In-Network  
$0 copay for Medicare-covered:  
• lab services  

• diagnostic procedures and   
tests  

• therapeutic radiology services  

$20 copay for Medicare­
covered X-rays  

$50 copay for Medicare-
covered diagnostic radiology  
services (not including X-rays)  

If the doctor provides  
you services in addition  
to Outpatient Diagnostic  
Procedures, Tests and Lab  
Services, separate cost sharing  
of $5 to $30 may apply  

If the doctor provides you  
services in addition to  
Outpatient Diagnostic and 
Therapeutic Radiology  
Services, separate cost sharing  
of $5 to $30 may apply  

General  
Authorization rules may apply.  

In-Network  
$0 copay for:  

General  
Authorization rules may apply.  

In-Network  
$0 copay for:  

General  
Authorization rules may apply.  

In-Network  
$0 copay for:  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

OUTPATIENT MEDICAL SERVICES AND SUPPLIES

22 - Cardiac and     
 Pulmonary 

      Rehabilitation  
Services 
(continued) 

20% coinsurance for Intensive  
Cardiac Rehabilitation services  

This applies to program  
services provided in a doctor’s  
offi ce. Specifi ed cost sharing for  
program services provided by  
hospital outpatient departments.  

 

• Medicare-covered Cardiac  
Rehabilitation Services  

• Medicare-covered Intensive  
Cardiac Rehabilitation  
Services 

• Medicare-covered Pulmonary
Rehabilitation Services  

 

• Medicare-covered Cardiac  
Rehabilitation Services  

• Medicare-covered Intensive  
Cardiac Rehabilitation  
Services  

• Medicare-covered Pulmonary  
Rehabilitation Services  

PREVENTIVE SERVICES, WELLNESS/EDUCATION AND OTHER SUPPLEMENTAL BENEFIT PROGRAMS 

23 - Preventive
      Services, 
      Wellness/

 Education
 and other
 Supplemental

      Benefi t
      Programs  

No coinsurance, copayment or  
deductible for the following:  

• Abdominal Aor tic Aneurysm  
Screening  

• Bone Mass Measurement.   
Covered once every 24  
months (more often if  
medically necessary) if  
you meet certain medical  
conditions.  

• Cardiovascular Screening  

• Cer vical and Vaginal Cancer  
Screening. Covered once  
every 2 years. Covered  
once a year for women with  
Medicare at high risk.  

• Colorectal Cancer Screening  

• Diabetes Screening  

• Infl uenza Vaccine  

• Hepatitis B  Vaccine for  
people with Medicare who  
are at risk  

• HIV Screening. $0 copa y  
for the HIV screening, but  

General  
$0 copay for all preventive  
services covered under Original  
Medicare at zero cost sharing.  
Any additional preventive  
services approved by Medicare  
mid-year will be covered by the  
plan or by Original Medicare.  

In-Network  
The plan covers the following  
supplemental education/ 
wellness programs: 

• Health Club Membership/  
Fitness Classes  

General  
$0 copay for all preventive  
services covered under Original  
Medicare at zero cost sharing.  
Any additional preventive  
services approved by Medicare  
mid-year will be covered by the  
plan or by Original Medicare.  

In-Network  
The plan covers the following  
supplemental education/ 
wellness programs:  

• Health Club Membership/  
Fitness Classes  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

• Medicare-covered Cardiac  
Rehabilitation Services  

• Medicare-covered Intensive  
Cardiac Rehabilitation  
Services  

• Medicare-covered Pulmonary  
Rehabilitation Services  

• Medicare-covered Cardiac  
Rehabilitation Services  

• Medicare-covered Intensive  
Cardiac Rehabilitation  
Services  

• Medicare-covered Pulmonary  
Rehabilitation Services  

• Medicare-covered Cardiac  
Rehabilitation Services  

• Medicare-covered Intensive  
Cardiac Rehabilitation  
Services  

• Medicare-covered Pulmonary  
Rehabilitation Services  

General  
$0 copay for all preventive  
services covered under Original  
Medicare at zero cost sharing.  
Any additional preventive  
services approved by Medicare  
mid-year will be covered by the  
plan or by Original Medicare.  

In-Network  
The plan covers the following  
supplemental education/ 
wellness programs:  

• Health Club Membership/  
Fitness Classes  

General  
$0 copay for all preventive  
services covered under Original 
Medicare at zero cost sharing.  
Any additional preventive  
services approved by Medicare  
mid-year will be covered by the  
plan or by Original Medicare.  

In-Network  
The plan covers the following  
supplemental education/ 
wellness programs:  

• Health Club Membership/  
Fitness Classes  

General  
$0 copay for all preventive  
services covered under Original  
Medicare at zero cost sharing.  
Any additional preventive  
services approved by Medicare  
mid-year will be covered by the  
plan or by Original Medicare.  

In-Network  
The plan covers the following  
supplemental education/ 
wellness programs:  

• Health Club Membership/  
Fitness Classes  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 

23 24
 



 

SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

PREVENTIVE SERVICES, WELLNESS/EDUCATION AND OTHER SUPPLEMENTAL BENEFIT PROGRAMS 

23 - Preventive
      Services, 
      Wellness/

Education
and other
Supplemental

      Benefi t
      Programs  

(continued) 

you generally pay 20% of  
the Medicare-approved  
amount for the doctor’s  
visit. HIV screening is  
covered for people with  
Medicare who are pregnant  
and people at increased risk  
for the infection, including  
anyone who asks for the  
test. Medicare covers this  
test once every 12 months  
or up to three times during a  
pregnancy.  

• Breast Cancer Screening   
(Mammogram). Medicare  
covers screening  
mammograms once every 12  
months for all women with  
Medicare age 40 and older.  
Medicare covers one baseline  
mammogram for women  
between ages 35-39.  

• Medical Nutrition Therapy  
Services Nutrition therapy is  
for people who have diabetes  
or kidney disease (but aren’t  
on dialysis or haven’t had  
a kidney transplant) when  
referred by a doctor. These  
services can be given by  
a registered dietitian and  
may include a nutritional  
assessment and counseling  
to help you manage your  
diabetes or kidney disease 

• P ersonalized Prevention Plan  
Services (Annual Wellness  
Visits)  

• Pneumococcal Vaccine.  
You may only need the  
Pneumonia vaccine once  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

PREVENTIVE SERVICES, WELLNESS/EDUCATION AND OTHER SUPPLEMENTAL BENEFIT PROGRAMS 

23 - Preventive
      Services, 
      Wellness/

 Education
 and other
 Supplemental

      Benefi t
      Programs  

(continued) 

in your lifetime. Call your  
doctor for more information.  

• Prostate Cancer Screening  

• Prostate Specifi c Antigen  
(PSA) test only. Covered  
once a year for all men with  
Medicare over age 50.  

• Smoking and  Tobacco Use  
Cessation (counseling to  
stop smoking and tobacco  
use). Covered if ordered by  
your doctor. Includes two  
counseling attempts within  
a 12-month period. Each  
counseling attempt includes  
up to four face-to-face visits.  

• Screening and beha vioral  
counseling interventions  
in primary care to reduce  
alcohol misuse  

• Screening for depression in   
adults  

• Screening for se xually  
transmitted infections (STI)  
and high-intensity behavioral  
counseling to prevent STIs  

• Intensive  behavioral  
counseling for Cardiovascular  
Disease (bi-annual)  

• Intensi ve behavioral therapy  
for obesity  

• W elcome to Medicare  
Preventive Visits (initial  
preventive physical exam)  
When you join Medicare Part  
B, then you are eligible as  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

PREVENTIVE SERVICES, WELLNESS/EDUCATION AND OTHER SUPPLEMENTAL BENEFIT PROGRAMS 

23 - Preventive
      Services, 
      Wellness/

Education
and other
Supplemental

      Benefi t
      Programs  

(continued) 

follows. During the fi rst 12  
months of your new Part B  
coverage, you can get either  
a Welcome to Medicare  
Preventive  Visits or an Annual  
Wellness Visit. After your fi rst  
12 months, you can get one  
Annual Wellness Visit every  
12 months.  

24 - Kidney  
Disease and  
Conditions  

20% coinsurance for renal  
dialysis  

20% coinsurance for kidney  
disease education services  

In-Network 
$0 copay for Medicare-covered  
renal dialysis  
 
$0 copay for Medicare-covered  
kidney disease education  
services  

In-Network 
15% of the cost for Medicare-
covered renal dialysis  

$0 copay for Medicare-covered  
kidney disease education  
services  

PRESCRIPTION DRUG BENEFITS 

25 - Outpatient  
Prescription  
Drugs  

Most drugs are not covered  
under Original Medicare.  
You can add prescription  
drug coverage to Original  
Medicare by joining a Medicare  
Prescription Drug Plan, or  
you can get all your Medicare  
coverage, including prescription  
drug coverage, by joining a  
Medicare Advantage Plan or a  
Medicare Cost Plan that offers  
prescription drug coverage.  

Drugs covered under  
Medicare Part B 

General  
Most drugs not covered.  

0% to 20% of the cost for  
Medicare Part B chemotherapy  
drugs and other Part B drugs.  

Drugs covered under  
Medicare Part D 

General  
This plan does not offer  
prescription drug coverage.  

Drugs covered under  
Medicare Part B 

General  
0% to 20% of the cost for  
Medicare Part B chemotherapy  
drugs and other Part B drugs.  

Drugs covered under  
Medicare Part D 

General  
This plan uses a formulary.  
The plan will send you the  
formulary. You can also see  
the formulary at http://client. 
formularynavigator.com/clients/ 
highmark/default.html on the  
web.  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

In-Network  
$0 copay for Medicare-covered  
renal dialysis  

$0 copay for Medicare-covered  
kidney disease education  
services  

In-Network  
$0 copay for Medicare-covered  
renal dialysis  

$0 copay for Medicare-covered  
kidney disease education  
services  

In-Network  
$0 copay for Medicare-covered  
renal dialysis  

$0 copay for Medicare-covered  
kidney disease education  
services  

Drugs covered under  
Medicare Part B 

General  
0% to 20% of the cost for  
Medicare Part B chemotherapy  
drugs and other Part B drugs.  

Drugs covered under  
Medicare Part D 

General  
This plan uses a formulary.  
The plan will send you the  
formulary. You can also see  
the formulary at http://client. 
formularynavigator.com/clients/ 
highmark/default.html on the  
web.  

Drugs covered under  
Medicare Part B 

General  
0% to 20% of the cost for  
Medicare Part B chemotherapy  
drugs and other Part B drugs.  

Drugs covered under  
Medicare Part D 

General  
This plan uses a formulary.  
The plan will send you the  
formulary. You can also see  
the formulary at http://client. 
formularynavigator.com/clients/ 
highmark/default.html on the  
web.  

Drugs covered under  
Medicare Part B 

General  
0% to 20% of the cost for  
Medicare Part B chemotherapy  
drugs and other Part B drugs.  

Drugs covered under  
Medicare Part D 

General  
This plan uses a formulary.  
The plan will send you the  
formulary. You can also see  
the formulary at http://client. 
formularynavigator.com/clients/ 
highmark/default.html on the  
web.  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

Different out-of-pocket costs  
may apply for people who 

• have limited incomes, 

• li ve in long term care  
facilities, or  

• ha ve access to Indian/ 
Tribal/Urban (Indian Health  
Service) providers.  

The plan offers national in-
network prescription coverage  
(i.e., this would include 50 states  
and the District of Columbia).  
This means that you will pay  
the same cost-sharing amount  
for your prescription drugs if  
you get them at an in-network  
pharmacy outside of the plan’s  
service area (for instance when  
you travel).  

Total yearly drug costs are the  
total drug costs paid by both  
you and a Part D plan.  

Some drugs have quantity  
limits.  

Your provider must get prior  
authorization from Security  
Blue HD (HMO) for certain  
drugs.  

You must go to certain  
pharmacies for a very limited  
number of drugs, due to special  
handling, provider coordination,  
or patient education  
requirements that cannot be met  
by most pharmacies in your  
network. These drugs are listed  
on the plan’s website, formulary,  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

Different out-of-pocket costs  
may apply for people who 

• have limited incomes, 

• li ve in long term care  
facilities, or  

• ha ve access to Indian/ 
Tribal/Urban (Indian Health  
Service) providers.  

The plan offers national in-
network prescription coverage  
(i.e., this would include 50 states  
and the District of Columbia).  
This means that you will pay  
the same cost-sharing amount  
for your prescription drugs if  
you get them at an in-network  
pharmacy outside of the plan’s  
service area (for instance when  
you travel).  

Total yearly drug costs are the  
total drug costs paid by both  
you and a Part D plan.  

Some drugs have quantity  
limits.  

Your provider must get prior  
authorization from Security  
Blue ValueRx (HMO) for  
certain drugs.  

You must go to certain  
pharmacies for a very limited  
number of drugs, due to special  
handling, provider coordination,  
or patient education  
requirements that cannot be met  
by most pharmacies in your  
network. These drugs are listed  
on the plan’s website, formulary,  

Different out-of-pocket costs  
may apply for people who 

• have limited incomes, 

• li ve in long term care  
facilities, or  

• ha ve access to Indian/ 
Tribal/Urban (Indian Health  
Service) providers.  

The plan offers national in-
network prescription coverage  
(i.e., this would include 50 states  
and the District of Columbia).  
This means that you will pay  
the same cost-sharing amount  
for your prescription drugs if  
you get them at an in-network  
pharmacy outside of the plan’s  
service area (for instance when  
you travel).  

Total yearly drug costs are the  
total drug costs paid by both  
you and a Part D plan.  

Some drugs have quantity  
limits.  

Your provider must get prior  
authorization from Security  
Blue Standard (HMO) for  
certain drugs.  

You must go to certain  
pharmacies for a very limited  
number of drugs, due to special  
handling, provider coordination,  
or patient education  
requirements that cannot be met  
by most pharmacies in your  
network. These drugs are listed  
on the plan’s website, formulary,  

Different out-of-pocket costs  
may apply for people who 

• have limited incomes, 

• li ve in long term care  
facilities, or  

• ha ve access to Indian/ 
Tribal/Urban (Indian Health  
Service) providers.  

The plan offers national in-
network prescription coverage  
(i.e., this would include 50 states  
and the District of Columbia).  
This means that you will pay  
the same cost-sharing amount  
for your prescription drugs if  
you get them at an in-network  
pharmacy outside of the plan’s  
service area (for instance when  
you travel).  

Total yearly drug costs are the  
total drug costs paid by both  
you and a Part D plan.  

Some drugs have quantity  
limits.  

Your provider must get prior  
authorization from Security  
Blue Deluxe (HMO) for certain  
drugs.  

You must go to certain  
pharmacies for a very limited  
number of drugs, due to special  
handling, provider coordination,  
or patient education  
requirements that cannot be met  
by most pharmacies in your  
network. These drugs are listed  
on the plan’s website, formulary,  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

printed materials, as well as on  
the Medicare Prescription Drug  
Plan Finder on Medicare.gov.  

If the actual cost of a drug  
is less than the normal cost-
sharing amount for that drug,  
you will pay the actual cost, not  
the higher cost-sharing amount.  

If you request a formulary  
exception for a drug and  
Security Blue HD (HMO)  
approves the exception, you will  
pay Tier 2: Preferred Brand cost  
sharing for that drug.  

In-Network  
$0 deductible.  

Initial Coverage  
You pay the following until total  
yearly drug costs reach $2,970:  

Retail Pharmacy  
Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $30 copa y for a three-month  
(90-day) supply of drugs in  
this tier  

Tier 2: Preferred Brand  
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $135 copa y for a three-month  
(90-day) supply of drugs in  
this tier  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

printed materials, as well as on  
the Medicare Prescription Drug  
Plan Finder on Medicare.gov.  

If the actual cost of a drug  
is less than the normal cost-
sharing amount for that drug,  
you will pay the actual cost, not  
the higher cost-sharing amount.  

If you request a formulary  
exception for a drug and  
Security Blue ValueRx (HMO)  
approves the exception, you will  
pay Tier 2: Preferred Brand cost  
sharing for that drug.  

In-Network  
$0 deductible.  

Initial Coverage  
You pay the following until total  
yearly drug costs reach $2,970:  

Retail Pharmacy  
Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $30 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 2: Preferred Brand  
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $135 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

printed materials, as well as on  
the Medicare Prescription Drug  
Plan Finder on Medicare.gov.  

If the actual cost of a drug  
is less than the normal cost-
sharing amount for that drug,  
you will pay the actual cost, not  
the higher cost-sharing amount.  

If you request a formulary  
exception for a drug and  
Security Blue Standard (HMO)  
approves the exception, you will  
pay Tier 2: Preferred Brand cost  
sharing for that drug.  

In-Network  
$0 deductible.  

Initial Coverage  
You pay the following until total  
yearly drug costs reach $2,970:  

Retail Pharmacy  
Tier 1: Generic  
• $9 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $27 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 2: Preferred Brand  
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $135 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

printed materials, as well as on  
the Medicare Prescription Drug  
Plan Finder on Medicare.gov.  

If the actual cost of a drug  
is less than the normal cost-
sharing amount for that drug,  
you will pay the actual cost, not  
the higher cost-sharing amount.  

If you request a formulary  
exception for a drug and  
Security Blue Deluxe (HMO)  
approves the exception, you will  
pay Tier 2: Preferred Brand cost  
sharing for that drug.  

In-Network  
$0 deductible.  

Initial Coverage  
You pay the following until total  
yearly drug costs reach $2,970:  

Retail Pharmacy  
Tier 1: Generic  
• $8 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $24 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 2: Preferred Brand  
• $42 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $126 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

Tier 3: Non-Preferred Brand 
• $95 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $285 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

• 33% coinsurance for a three- 
month (90-day) supply of  
drugs in this tier  

Long Term Care Pharmacy  
Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of generic  
drugs in this tier 

Tier 2: Preferred Brand 
• $45 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier 

Tier 3: Non-Preferred Brand 
• $95 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

Tier 3: Non-Preferred Brand  
• $95 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $285 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a one­ 

month (34-day) supply of  
drugs in this tier  

• 33% coinsurance for a three­ 
month (90-day) supply of  
drugs in this tier  

Long Term Care Pharmacy  
Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of generic  
drugs in this tier  

Tier 2: Preferred Brand 
• $45 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier 

Tier 3: Non-Preferred Brand 
• $95 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a one­ 

month (34-day) supply of  
drugs in this tier  

Tier 3: Non-Preferred Brand  
• $90 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

• $270 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a one­ 

month (34-day) supply of  
drugs in this tier  

• 33% coinsurance for a three­ 
month (90-day) supply of  
drugs in this tier  

Long Term Care Pharmacy  
Tier 1: Generic  
• $9 copa y for a one-month  

(34-day) supply of generic  
drugs in this tier 

Tier 2: Preferred Brand 
• $45 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier 

Tier 3: Non-Preferred Brand 
• $90 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one­ 

month (34-day) supply of  
drugs in this tier  

Tier 3: Non-Preferred Brand  
• $90 copa y for a one-month  

(34-day) supply of drugs in  
this tier 

• $270 copa y for a three-month  
(90-day) supply of drugs in  
this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

• 33% coinsurance for a three- 
month (90-day) supply of  
drugs in this tier  

Long Term Care Pharmacy  
Tier 1: Generic  
• $8 copa y for a one-month  

(34-day) supply of generic  
drugs in this tier 

Tier 2: Preferred Brand 
• $42 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier 

Tier 3: Non-Preferred Brand 
• $90 copa y for a one-month  

(34-day) supply of brand  
drugs in this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

Please note that brand  
drugs must be dispensed  
incrementally in long-term care  
facilities. Generic drugs may  
be dispensed incrementally.  
Contact your plan about cost-
sharing billing/collection when  
less than a one-month supply is  
dispensed.  

Mail Order  
Tier 1: Generic  
• $25 copa y for a three-month  

(90-day) supply of drugs in  
this tier 

Tier 2: Preferred Brand  
• $112.50 copa y for a three-

month (90-day) supply of  
drugs in this tier 

Tier 3: Non-Preferred Brand  
• $237.50 copa y for a three-

month (90-day) supply of  
drugs in this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a three- 

month (90-day) supply of  
drugs in this tier  

Coverage Gap 
After your total yearly drug  
costs reach $2,970, you receive  
limited coverage by the plan  
on certain drugs. You will also  
receive a discount on brand  
name drugs and generally pay  
no more than 47.5% of the  
plan’s costs for brand drugs  
and 79% of the plan’s costs for  
generic drugs until your yearly  
out-of-pocket drug costs reach  
$4,750.  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

Please note that brand  
drugs must be dispensed  
incrementally in long-term care  
facilities. Generic drugs may  
be dispensed incrementally.  
Contact your plan about cost-
sharing billing/collection when  
less than a one-month supply is  
dispensed.  

Mail Order  
Tier 1: Generic  
• $25 copa y for a three-month  

(90-day) supply of drugs in  
this tier 

Tier 2: Preferred Brand  
• $112.50 copa y for a three­

month (90-day) supply of  
drugs in this tier 

Tier 3: Non-Preferred Brand 
• $237.50 copa y for a three­

month (90-day) supply of  
drugs in this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a three­ 

month (90-day) supply of  
drugs in this tier  

Coverage Gap  
After your total yearly drug  
costs reach $2,970, you receive  
limited coverage by the plan  
on certain drugs. You will also  
receive a discount on brand  
name drugs and generally pay  
no more than 47.5% of the  
plan’s costs for brand drugs  
and 79% of the plan’s costs for  
generic drugs until your yearly  
out-of-pocket drug costs reach  
$4,750.  

Please note that brand  
drugs must be dispensed  
incrementally in long-term care  
facilities. Generic drugs may  
be dispensed incrementally.  
Contact your plan about cost-
sharing billing/collection when  
less than a one-month supply is  
dispensed.  

Mail Order  
Tier 1: Generic  
• $22.50 copa y for a three­

month (90-day) supply of  
drugs in this tier  

Tier 2: Preferred Brand  
• $112.50 copa y for a three­

month (90-day) supply of  
drugs in this tier  

Tier 3: Non-Preferred Brand  
• $225 copa y for a three-month  

(90-day) supply of drugs in  
this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a three­ 

month (90-day) supply of  
drugs in this tier  

Coverage Gap  
After your total yearly drug  
costs reach $2,970, you receive  
limited coverage by the plan  
on certain drugs. You will also  
receive a discount on brand  
name drugs and generally pay  
no more than 47.5% of the  
plan’s costs for brand drugs  
and 79% of the plan’s costs for  
generic drugs until your yearly  
out-of-pocket drug costs reach  
$4,750.  

Please note that brand  
drugs must be dispensed  
incrementally in long-term care  
facilities. Generic drugs may  
be dispensed incrementally.  
Contact your plan about cost-
sharing billing/collection when  
less than a one-month supply is  
dispensed.  

Mail Order  
Tier 1: Generic  
• $20 copa y for a three-month  

(90-day) supply of drugs in  
this tier 

Tier 2: Preferred Brand  
• $105 copa y for a three-month  

(90-day) supply of drugs in  
this tier 

Tier 3: Non-Preferred Brand  
• $225 copa y for a three-month  

(90-day) supply of drugs in  
this tier 

Tier 4: Specialty Tier  
• 33% coinsurance for a three- 

month (90-day) supply of  
drugs in this tier  

Coverage Gap  
After your total yearly drug  
costs reach $2,970, you receive  
limited coverage by the plan  
on certain drugs. You will also  
receive a discount on brand  
name drugs and generally pay  
no more than 47.5% of the  
plan’s costs for brand drugs  
and 79% of the plan’s costs for  
generic drugs until your yearly  
out-of-pocket drug costs reach  
$4,750.  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 

37 38
 



SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

Additional Coverage Gap  
The plan covers many  
formulary generics (65% to  
99% of formulary generic  
drugs) through the coverage  
gap.  

The plan offers additional  
coverage in the gap for the  
following tiers. You pay the  
following:  

Retail Pharmacy  
Tier 1: Generic  
• $8 copa y for a one-month  

(34-day) supply of all drugs  
covered in this tier  

• $24 copa y for a three-month  
(90-day) supply of all drugs  
covered in this tier  

Long Term Care Pharmacy  
Tier 1: Generic  
• $8 copa y for a one-month  

(34-day) supply of all generic  
drugs covered in this tier  

Mail Order  
Tier 1: Generic 
• $20 copa y for a three-month  

(90-day) supply of all drugs  
covered in this tier  

For questions about this  
lan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
pay the greater of: 
• 5% coinsurance, or  

•  $2.65 copay for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

Out-of-Network  
Plan drugs may be covered  
in special circumstances, for  
instance, illness while traveling  
outside of the plan’s service  
area where there is no network  
pharmacy. You may have to  
pay more than your normal  
cost-sharing amount if you  
get your drugs at an out-of­
network pharmacy. In addition,  
you will likely have to pay the  
pharmacy’s full charge for the  
drug and submit documentation  
to receive reimbursement from  
Security Blue HD (HMO).  

Out-of-Network Initial  
Coverage  
You will be reimbursed up  
to the plan’s cost of the drug  
minus the following for drugs  
purchased out-of-network until  
total yearly drug costs reach  
$2,970:  

Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 2: Preferred Brand  
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
pay the greater of: 
• 5% coinsurance, or  

•  $2.65 copay for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

Out-of-Network  
Plan drugs may be covered  
in special circumstances, for  
instance, illness while traveling  
outside of the plan’s service  
area where there is no network  
pharmacy. You may have to  
pay more than your normal  
cost-sharing amount if you  
get your drugs at an out-of­
network pharmacy. In addition,  
you will likely have to pay the  
pharmacy’s full charge for the  
drug and submit documentation  
to receive reimbursement from  
Security Blue ValueRx (HMO).  

Out-of-Network Initial  
Coverage  
You will be reimbursed up  
to the plan’s cost of the drug  
minus the following for drugs  
purchased out-of-network until  
total yearly drug costs reach  
$2,970:  

Tier 1: Generic  
• $10 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 2: Preferred Brand  
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
pay the greater of: 
• 5% coinsurance, or  

• $2.65 copa y for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

Out-of-Network  
Plan drugs may be covered  
in special circumstances, for  
instance, illness while traveling  
outside of the plan’s service  
area where there is no network  
pharmacy. You may have to  
pay more than your normal  
cost-sharing amount if you  
get your drugs at an out-of­
network pharmacy. In addition,  
you will likely have to pay the  
pharmacy’s full charge for the  
drug and submit documentation  
to receive reimbursement from  
Security Blue Standard (HMO).  

Out-of-Network Initial  
Coverage  
You will be reimbursed up  
to the plan’s cost of the drug  
minus the following for drugs  
purchased out-of-network until  
total yearly drug costs reach  
$2,970:  

Tier 1: Generic  
• $9 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 2: Preferred Brand 
• $45 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Catastrophic Coverage  
fter your yearly out-of-pocket  
rug costs reach $4,750, you  
ay the greater of: 
 5% coinsurance, or  

 $2.65 copa y for generic  
(including brand drugs treated
as generic) and a $6.60 copay 
for all other drugs.  

ut-of-Network  
lan drugs may be covered  

n special circumstances, for  
nstance, illness while traveling  
utside of the plan’s service  
rea where there is no network  
harmacy. You may have to  
ay more than your normal  
ost-sharing amount if you  
et your drugs at an out-of­
etwork pharmacy. In addition,  
ou will likely have to pay the  
harmacy’s full charge for the  
rug and submit documentation
o receive reimbursement from  
ecurity Blue Deluxe (HMO).  

ut-of-Network Initial  
overage  
ou will be reimbursed up  

o the plan’s cost of the drug  
inus the following for drugs  

urchased out-of-network until  
otal yearly drug costs reach  
2,970:  

ier 1: Generic  
 $8 copa y for a one-month  
(34-day) supply of drugs in  
this tier  

ier 2: Preferred Brand  
 $42 copa y for a one-month  
(34-day) supply of drugs in  
this tier  
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For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

Tier 3: Non-Preferred Brand  
• $95 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network Coverage  
Gap  
You will be reimbursed up to  
21% of the plan allowable cost  
for generic drugs purchased  
out-of-network until total yearly  
out-of-pocket drug costs reach  
$4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of-network pharmacy  
price paid for your drug(s).  

You will be reimbursed up to  
52.5% of the plan allowable  
cost for brand name drugs  
purchased out-of-network until  
your total yearly out-of-pocket  
drug costs reach $4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of -network pharmacy  
price paid for your drug(s).  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

Tier 3: Non-Preferred Brand  
• $95 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one­ 

month (34-day) supply of  
drugs in this tier  

You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network Coverage  
Gap  
You will be reimbursed up to  
21% of the plan allowable cost  
for generic drugs purchased  
out-of-network until total yearly  
out-of-pocket drug costs reach  
$4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of-network pharmacy  
price paid for your drug(s).  

You will be reimbursed up to  
52.5% of the plan allowable  
cost for brand name drugs  
purchased out-of-network until  
your total yearly out-of-pocket  
drug costs reach $4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of -network pharmacy  
price paid for your drug(s).  

Tier 3: Non-Preferred Brand  
• $90 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one­ 

month (34-day) supply of  
drugs in this tier  

You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network Coverage  
Gap  
You will be reimbursed up to  
21% of the plan allowable cost  
for generic drugs purchased  
out-of-network until total yearly  
out-of-pocket drug costs reach  
$4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of-network pharmacy  
price paid for your drug(s).  

You will be reimbursed up to  
52.5% of the plan allowable  
cost for brand name drugs  
purchased out-of-network until  
your total yearly out-of-pocket  
drug costs reach $4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of -network pharmacy  
price paid for your drug(s).  

Tier 3: Non-Preferred Brand  
• $90 copa y for a one-month  

(34-day) supply of drugs in  
this tier  

Tier 4: Specialty Tier  
• 33% coinsurance for a one- 

month (34-day) supply of  
drugs in this tier  

You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network Coverage  
Gap  
You will be reimbursed up to  
21% of the plan allowable cost  
for generic drugs purchased  
out-of-network until total yearly  
out-of-pocket drug costs reach  
$4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of-network pharmacy  
price paid for your drug(s).  

You will be reimbursed up to  
52.5% of the plan allowable  
cost for brand name drugs  
purchased out-of-network until  
your total yearly out-of-pocket  
drug costs reach $4,750. 

Please note that the plan  
allowable cost may be less than  
the out-of -network pharmacy  
price paid for your drug(s).  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

PRESCRIPTION DRUG BENEFITS 

25 - Outpatient  
Prescription  
Drugs

 (continued) 

Additional Out-of-Network  
Coverage Gap  
You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network  
Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
will be reimbursed for drugs  
purchased out-of-network up to  
the plan’s cost of the drug minus  
your cost share, which is the  
greater of:  
• 5% coinsurance, or  

•  $2.65 copay for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

Additional Out-of-Network  
Coverage Gap  
You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network  
Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
will be reimbursed for drugs  
purchased out-of-network up to  
the plan’s cost of the drug minus  
your cost share, which is the  
greater of:  
• 5% coinsurance, or  

•  $2.65 copay for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Additional Out-of-Network  
Coverage Gap  
You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network  
Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
will be reimbursed for drugs  
purchased out-of-network up to  
the plan’s cost of the drug minus  
your cost share, which is the  
greater of:  
• 5% coinsurance, or  

• $2.65 copa y for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

You will not be reimbursed for  
the difference between the Out-
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Additional Out-of-Network  
Coverage Gap  
The plan covers many  
formulary generics (65% to  
99% of formulary generic  
drugs) through the coverage  
gap.  

You will be reimbursed for  
these drugs purchased out-of­
network up to the plan’s cost of  
the drug minus the following:  

Tier 1: Generic  
• $8 copa y for a one-month  

(34-day) supply of all drugs  
covered in this tier  

You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

Out-of-Network  
Catastrophic Coverage  
After your yearly out-of-pocket  
drug costs reach $4,750, you  
will be reimbursed for drugs  
purchased out-of-network up to  
the plan’s cost of the drug minus  
your cost share, which is the  
greater of:  
• 5% coinsurance, or  

• $2.65 copa y for generic  
(including brand drugs treated  
as generic) and a $6.60 copay  
for all other drugs.  

You will not be reimbursed for  
the difference between the Out­
of-Network Pharmacy charge  
and the plan’s In-Network  
allowable amount.  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

OUTPATIENT MEDICAL SERVICES AND SUPPLIES 

26 - Dental  
Services  

Preventive dental services (such  
as cleaning) not covered.  

General  
uthorization rules may apply.  

n-Network  
n general, preventive dental  
enefits (such as cleaning) not   
overed.  

30 to $200 copay for  
edicare-covered dental  

enefi ts  

General  
Authorization rules may apply.

In-Network  
In general, preventive dental  
benefits (such as cleaning) not   
covered.  

10% of the cost for Medicare-
covered dental benefi ts  

A

I
I
b
c

$
M
b

 

27 - Hearing  
Services  

Supplemental routine hearing  
exams and hearing aids not  
covered.  

20% coinsurance for diagnostic  
hearing exams.  

In-Network  
$0 copay for hearing aids.  

$30 copay for Medicare-
covered diagnostic hearing  
exams  

$30 copay for up to 1  
supplemental routine hearing  
exam(s) every year  

$500 plan coverage limit for  
hearing aids every three years.  

In-Network  
$0 copay for hearing aids.  

$25 copay for Medicare-
covered diagnostic hearing  
exams  

$25 copay for up to 1  
supplemental routine hearing  
exam(s) every year  

$500 plan coverage limit for  
hearing aids every three years.  

28 -    Vision 
Services 

20% coinsurance for diagnosis  
and treatment of diseases and  
conditions of the eye.  

Supplemental routine eye  
exams and glasses not covered.  

Medicare pays for one pair of  
eyeglasses or contact lenses  
after cataract surgery.  

Annual glaucoma screenings  
covered for people at risk.  

In-Network  
$0 copay for 

• one pair of Medicare-co vered  
eyeglasses or contact lenses  
after cataract surgery  

• up to 1 pair(s) of contacts   
every two years  

• up to 1 pair(s) of lenses e very  
two years  

In-Network 
$0 copay for 

• one pair of Medicare-co vered  
eyeglasses or contact lenses  
after cataract surgery 

• up to 1 pair(s) of contacts   
every two years  

• up to 1 pair(s) of lenses e very  
two years  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

General  
Authorization rules may apply.  

In-Network  
In general, preventive dental  
benefits (such as cleaning) not   
covered. 

$45 to $300 copay for  
Medicare-covered dental  
benefi ts  

General  
Authorization rules may apply.  

In-Network  
In general, preventive dental  
benefits (such as cleaning) not   
covered.  

$30 to $175 copay for  
Medicare-covered dental  
benefi ts  

General  
Authorization rules may apply.  

In-Network  
$30 to $125 copay for  
Medicare-covered dental  
benefi ts  

• 40% of the cost for up to 1   
oral exam(s) every six months  

• 40% of the cost for up to 1   
cleaning(s) every six months  

• 40% of the cost for up to 1   
dental x-ray(s) every year  

Plan offers additional  
comprehensive dental benefi ts.  

In-Network  
$0 copay for hearing aids.  

$45 copay for Medicare­
covered diagnostic hearing  
exams  

$45 copay for up to 1  
supplemental routine hearing  
exam(s) every year 

$500 plan coverage limit for  
hearing aids every three years.  

In-Network  
$0 copay for hearing aids.  

$30 copay for Medicare­
covered diagnostic hearing  
exams  

$30 copay for up to 1  
supplemental routine hearing  
exam(s) every year 

$500 plan coverage limit for  
hearing aids every three years.  

In-Network  
$0 copay for hearing aids.  

$30 copay for Medicare-
covered diagnostic hearing  
exams  

$30 copay for up to 1  
supplemental routine hearing  
exam(s) every year 

$1,000 plan coverage limit for  
hearing aids every three years.  

In-Network  
$0 copay for 

• one pair of Medicare-co vered  
eyeglasses or contact lenses  
after cataract surgery  

• up to 1 pair(s) of contacts   
every two years  

• up to 1 pair(s) of lenses e very  
two years  

In-Network  
$0 copay for 

• one pair of Medicare-co vered  
eyeglasses or contact lenses  
after cataract surgery  

• up to 1 pair(s) of contacts   
every two years  

• up to 1 pair(s) of lenses e very  
two years  

In-Network  
$0 copay for 

• one pair of Medicare-co vered  
eyeglasses or contact lenses  
after cataract surgery  

• up to 1 pair(s) of contacts   
every two years  

• up to 1 pair(s) of lenses e very  
two years  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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SECTION TWO: SUMMARY OF BENEFITS
 

BENEFIT 
CATEGORY 

ORIGINAL 
MEDICARE 

SECURITY BLUE 
VALUE (HMO) 

SECURITY BLUE 
HD (HMO) 

OUTPATIENT MEDICAL SERVICES AND SUPPLIES 

28 -  Vision  
Services
(continued) 

• up to 1 frame(s) e very two  
years  

• $0 to $30 copa y for  
Medicare-covered exams to  
diagnose and treat diseases  
and conditions of the eye.  

• $30 copa y for up to 1  
supplemental routine eye  
exam(s) every year  

If the doctor provides you  
services in addition to eye  
exams, separate cost sharing of  
$10 to $30 may apply  

$100 plan coverage limit for  
contact lenses every two years.  

$100 plan coverage limit for eye  
glass frames every two years.  

Plan offers additional vision  
benefits. Contact plan for   
details.  

• up to 1 frame(s) e very two  
years  

• $0 to $25 copa y for  
Medicare-covered exams to  
diagnose and treat diseases  
and conditions of the eye.  

• $25 copa y for up to 1  
supplemental routine eye  
exam(s) every year  

If the doctor provides you  
services in addition to eye  
exams, separate cost sharing of  
$5 to $25 may apply 

$100 plan coverage limit for  
contact lenses every two years. 

$100 plan coverage limit for eye  
glass frames every two years. 

Plan offers additional vision  
benefits. Contact plan for   
details.  

Over-the-
Counter Items  

Not covered. General  
The plan does not cover Over­
the-Counter items.  

General  
The plan does not cover Over­
the-Counter items.  

Transportation  
(Routine)  

Not covered.  In-Network  
$40 copay for each one-way trip
to Plan-approved location.  

 
In-Network  
$40 copay for each one-way trip  
to Plan-approved location.  

Acupuncture  Not covered.  In-Network  
This plan does not cover  
Acupuncture.  

In-Network  
This plan does not cover  
Acupuncture.  

SECURITY BLUE 
VALUERX (HMO) 

SECURITY BLUE 
STANDARD (HMO) 

SECURITY BLUE 
DELUXE (HMO) 

• up to 1 frame(s) e very two  
years  

• $0 to $45 copa y for  
Medicare-covered exams to  
diagnose and treat diseases  
and conditions of the eye.  

• $45 copa y for up to 1  
supplemental routine eye  
exam(s) every year  

If the doctor provides you  
services in addition to eye  
exams, separate cost sharing of  
$15 to $45 may apply 

$100 plan coverage limit for  
contact lenses every two years. 

$100 plan coverage limit for eye  
glass frames every two years. 

Plan offers additional vision  
benefits. Contact plan for   
details.  

• up to 1 frame(s) e very two  
years  

• $0 to $30 copa y for  
Medicare-covered exams to  
diagnose and treat diseases  
and conditions of the eye.  

• $30 copa y for up to 1  
supplemental routine eye  
exam(s) every year  

If the doctor provides you  
services in addition to eye  
exams, separate cost sharing of  
$10 to $30 may apply 

$100 plan coverage limit for  
contact lenses every two years. 

$100 plan coverage limit for eye  
glass frames every two years. 

Plan offers additional vision  
benefits. Contact plan for   
details.  

• up to 1 frame(s) e very two  
years  

• $0 to $30 copa y for  
Medicare-covered exams to  
diagnose and treat diseases  
and conditions of the eye.  

• $30 copa y for up to 1  
supplemental routine eye  
exam(s) every year  

If the doctor provides you  
services in addition to eye  
exams, separate cost sharing of  
$5 to $30 may apply 

$100 plan coverage limit for  
contact lenses every two years. 

$100 plan coverage limit for eye  
glass frames every two years. 

Plan offers additional vision  
benefits. Contact plan for   
details.  

General  
The plan does not cover Over-
the-Counter items.  

General  
The plan does not cover Over-
the-Counter items.  

General  
The plan does not cover 
the-Counter items.  

Over­

In-Network  
$40 copay for each one-way trip  
to Plan-approved location.  

In-Network  
$40 copay for each one-way trip  
to Plan-approved location.  

In-Network  
$40 copay for each one-way trip  
to Plan-approved location.  

In-Network  
This plan does not cover  
Acupuncture.  

In-Network  
This plan does not cover  
Acupuncture.  

In-Network  
This plan does not cover  
Acupuncture.  

For questions about this  
plan’s benefits or costs,   

please contact  
Keystone Health Plan  

West, Inc. 
Current Members call  

(800)-935-2583,  
(TTY/TDD users  
(800)-988-0668) 
and prospective  

members call  
(866)-682-7970,  

(TTY/TDD users  
800-227-8210). 
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MultiͲlanguage�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���1-866-456-3738. 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� 
que�pueda�tener�sobre�nuestro�plan�de�salud�o�medicamentos.�Para�hablar�con�un�intérprete,� 
por�favor�llame�al�1-866-456-3738. Alguien�que�hable�español�le�podrá�ayudar.�Este�es�un� 
servicio�gratuito.� 

Chinese�Mandarin:�葩Ӏ裊簯聂䌍蠿鎻䆥膞ࡵഘᐂ裝ᙼ豻繆݇虚筶笵贍㥃肵膈䰽蠿螙谩蝀
䯂ಱ蔒籂ᙼ菈蘶觧鎻䆥膞ࡵഘ䇋講⬉ 1-866-456-3738ಱ葩 Ӏ蠿襦肫簴蟇蝸ਬ髠Ф蜻ᐂ裝

ᙼಱ䖭萙螐乍聂䌍膞ࡵಱ�

Chinese�Cantonese:�ᙼᇡ៥ץⱘعᒋ៪㮹⠽ֱ䱾ৃ㛑ᄬ᳝⭥ଣˈ⚎ℸ៥ץᦤկܡ䊏ⱘ㗏䅃  
᳡ࢭǄབ䳔㗏䅃᳡ࢭˈ䂟㟈䳏 1-866-456-3738Ǆ៥ץ䃯Ё᭛ⱘҎવᇛῖᛣ⚎ᙼᦤկᐿࡽ 
䗭ᰃϔ䷙ܡ䊏᳡ࢭǄ�  

Tagalog:��Mayroon�kaming�libreng�serbisyo�sa�pagsasalingͲwika�upang�masagot�ang�anumang� 
mga�katanungan�ninyo�hinggil�sa�aming�planong�pangkalusugan�o�panggamot.��Upang� 
makakuha�ng�tagasalingͲwika,�tawagan�lamang�kami�sa�1-866-456-3738.� �Maaari�kayong� 
tulungan�ng�isang�nakakapagsalita�ng�Tagalog.��Ito�ay�libreng�serbisyo.� 

French:��Nous�proposons�des�services�gratuits�d'interprétation�pour�répondre�à�toutes�vos� 
questions�relatives�à�notre�régime�de�santé�ou�d'assuranceͲmédicaments.�Pour�accéder�au� 
service�d'interprétation,�il�vous�suffit�de�nous�appeler�au�1-866-456-3738. �Un�interlocuteur� 
parlant��Français�pourra�vous�aider.�Ce�service�est�gratuit.� 

Vietnamese:��Chúng�tôi�có�dӏch�vө�thông�dӏch�miӉn�phí�ĜӇ�trҧ�lӡi�các�câu�hӓi�vӅ�chѭѫng�sӭc� 
khӓe�và�chѭѫng�trình�thuӕc�men.�NӃu�quí�vӏ�cҫn�thông�dӏch�viên�xin�gӑi�1-866-456-3738 sӁ�có� 
nhân�viên�nói�tiӃng�ViӋt�giúp�Ĝӥ�quí�vӏ.��ây�là�dӏch�vө�miӉn�phí�.� 

German:��Unser�kostenloser�Dolmetscherservice�beantwortet�Ihren�Fragen�zu�unserem� 
GesundheitsͲ�und�Arzneimittelplan.�Unsere�Dolmetscher�erreichen�Sie�unter�1-866-456-3738. 
Man�wird�Ihnen�dort�auf�Deutsch�weiterhelfen.�Dieser�Service�ist�kostenlos.� 
� 
Korean:��鲮ꩡ鱉�넍ꊁ�ꚩ뾍�鿅鱉�꼲븽�ꚩ뾍꾅�隵뼑�덽ꓭ꾅�鲪뼩�麑ꍡ隕녅�ꓩꊁ�뭪꾢� 
꫑ꟹ걙ꌱ �뇑險뼍隕�넽걪鱽鲙.�뭪꾢�꫑ꟹ걙ꌱ�넩끞뼍ꇙꐩ�놹쀉 1-866-456-3738 ꘽냱ꈑ�
ꓭ넍뼩�늱겢겑꿙.��뼑霢꽩ꌱ�뼍鱉�鲩鲮녅閵�鵹꿵�麑ꍩ�阸넺鱽鲙��넩�꫑ꟹ걙鱉�ꓩꊁꈑ� 
끩꾶鷞鱽鲙 .��

Russian:�ʫ̛̭̣�̱�̭̏̌�̨̡̛̦̦̱̯̏̚�̨̨̪̬̭̼̏�̨̨̨̛̯̦̭̯̖̣̦̽�̵̨̨̨̭̯̬̌̏̐�̛̛̣�̡̨̨̛̥̖̥̖̦̯̦̔̌̐�  
̪̣̦̌̌,�̼̏�̨̥̙̖̯̖�̨̨̨̭̪̣̯̭̏̽̏̌̽́̚�̛̛̦̹̥̌�̛̖̭̪̣̯̦̼̥̍̌�̛̱̭̣̱̥̐̌�̸̨̡̨̛̪̖̬̖̏̔̏.�ˋ̨̯̼̍� 
̨̨̨̭̪̣̯̭̏̽̏̌̽́̚�̛̱̭̣̱̥̐̌�̸̨̡̛̪̖̬̖̏̔̌,�̨̨̛̪̦̯̖̏̚�̦̥̌�̨̪�̴̨̯̖̣̖̦̱�1-866-456-3738.�ʦ̥̌�  
̨̡̙̖̯̌�̨̨̪̥̺̽�̨̡̛̭̯̬̱̦̔,�̡̨̨̯̬̼̜�̨̨̛̬̯̐̏�̨̪Ͳp̡̛̱̭̭.�ʪ̦̦̌̌́�̱̭̣̱̐̌�̖̭̪̣̯̦̍̌̌́.� 

ȯ

� 

ȯ

� Arabic:  ϰϠϋ  ϝϮμΤϠϟ .ΎϨϳΪϟ  ΔϳϭΩϷ΍  ϝϭΪΟ  ϭ΃  ΔΤμϟΎΑ  ϖϠόΘΗ  ΔϠΌγ΃  ϱ΃  Ϧϋ  ΔΑΎΟϺϟ  ΔϴϧΎΠϤϟ΍  ϱέϮϔϟ΍  ϢΟήΘϤϟ΍  ΕΎϣΪΧ  ϡΪϘϧ  ΎϨϧ· 
ΔϴΑήόϟ΍  ΙΪΤΘϳ  Ύϣ  κΨη  ϡϮϘϴγ .3738 -456- 866- 1  ϰϠϋ  ΎϨΑ  ϝΎμΗϻ΍  ϯϮγ  ϚϴϠϋ  βϴϟ  ˬϱέϮϓ  ϢΟήΘϣ�  ϩάϫ .ϚΗΪϋΎδϤΑ 
ΔϴϧΎΠϣ  ΔϣΪΧ.� 
�
Italian:��È�disponibile�un�servizio�di�interpretariato�gratuito�per�rispondere�a�eventuali�domande� 
sul�nostro�piano�sanitario�e�farmaceutico.�Per�un�interprete,�contattare�il�numero�1-866-456-
3738.�� Un�nostro�incaricato�che�parla�Italianovi�fornirà�l'assistenza�necessaria.�È�un�servizio� 
gratuito.�

�

� Portugués:��Dispomos�de�serviços�de�interpretação�gratuitos�para�responder�a�qualquer�
questão�que�tenha�acerca�do�nosso�plano�de�saúde�ou�de�medicação.�Para�obter�um�intérprete,�
contacteͲnos�através�do�número�1-866-456-3738.� Irá�encontrar�alguém�que�fale�o�idioma��
Português�para�o�ajudar.�Este�serviço�é�gratuito.�
� 

Ǆ 

� 

French�Creole:��Nou�genyen�sèvis�entèprèt�gratis�pou�reponn�tout�kesyon�ou�ta�genyen� 
konsènan�plan�medikal�oswa�dwòg�nou�an.��Pou�jwenn�yon�entèprèt,�jis�rele�nou�nan�1-866-
456-3738.�� Yon�moun�ki�pale�Kreyòl�kapab�ede�w.��Sa�a�se�yon�sèvis�ki�gratis.�

� � 
Polish:��UmoǏliwiamy�bezpųatne�skorzystanie�z�usųug�tųumacza�ustnego,�który�pomoǏe�w� 
uzyskaniu�odpowiedzi�na�temat�planu�zdrowotnego�lub�dawkowania�leków.�Aby�skorzystađ�z�
pomocy�tųumacza�znajČcego�jħzyk�polski,�naleǏy�zadzwoniđ�pod�numer�1-866-456-3738. �Ta� 
usųuga�jest�bezpųatna.�

� � 
Hindi:��¡�ȡ� è�ȡèØ�  �ȡ  ��ȡ  �ȧ  �Ȫ��ȡ  �  �ȡ� �  ]��  Ǒ� Ȣ  �Ȣ  Ĥư  �  ��ȡ�  ��  �  
Ǔ�f  ¡�ȡ�  �ȡ  �Ý�  ��ȡǒ��ȡ   �ȡf  `��Þ�  ¡. f�  ��ȡǒ��ȡ  ĤȡƯ  ���  �  Ǔ�f,��  ¡�  1Ͳ
866-456-3738.���   �Ȫ�  ��. �Ȫ_  å�ǒƠ  �Ȫ  Ǒ¡Û�ȣ  �Ȫ��ȡ  ¡  ]��ȧ  ���  ��  ��ȡ  ¡. �¡ 
f� �Ý�   �ȡ ¡.�� 

ȯ ȯ ȱ ȯ Ʌ
Ʌ Ȱ Ȱ� 

Ȱ
� 

ȯ

ȯ

Ǖ Ǖ
ȯ ȯ

ɇ
Ʌ

�

� 

ȯ

Ǖ

Japanese:�ᒰ␠ߩஜᐽ�ஜᐽ଻㒾ߣ⮎ຠ�ಣᣇ⮎ߦࡦ࡜ࡊ㑐ߏࠆߔ⾰໧߼ߚࠆߔ߃╵߅ߦ
-456-866-1 ޔߪߦࠆߥߦ๮↪ߏࠍ⸶ㅢޕߔ߹޿ߑߏߔ߹ࠅ޽߇ࠬࡆ࡯ࠨ⸶ㅢߩήᢱޔߦ
  ࡆ࡯ࠨߩήᢱߪࠇߎޕߔ߹ߒߚ޿ᡰេ߇��⠪ੱߔ⹤ࠍ⺆ᣣᧄޕ޿ߐߛߊ㔚⹤߅ߦ.3738
�ޕߔߢࠬ 

Ǖ
ȯ ȯ
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Blue Cross, Blue Shield and the Cross and Shield 
symbols are registered service marks of the Blue 
Cross and Blue Shield Association, an association 
of independent Blue Cross and Blue Shield Plans. 

Security Blue is a service mark of the Blue Cross 
and Blue Shield Association. 

Highmark is a registered mark of Highmark Inc. 

25014 (R9/12) 



 
 
    
   HistoryItem_V1
   InsertBlanks
        
     Where: before first page
     Number of pages: 1
     same as current
      

        
     1
     1
            
       D:20120627112736
       792.0000
       US Letter
       Blank
       612.0000
          

     1
     Tall
     725
     405
            
       CurrentAVDoc
          

     SameAsCur
     AtStart
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9a
     Quite Imposing Plus 2
     1
      

   1
  

    
   HistoryItem_V1
   InsertBlanks
        
     Where: before first page
     Number of pages: 1
     Page size: 8.500 x 11.000 inches / 215.9 x 279.4 mm
      

        
     1
     1
            
       D:20120628090422
       792.0000
       US Letter
       Blank
       612.0000
          

     1
     Tall
     725
     405
            
       CurrentAVDoc
          

     Custom
     AtStart
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9a
     Quite Imposing Plus 2
     1
      

   1
  

    
   HistoryItem_V1
   InsertBlanks
        
     Where: after last page
     Number of pages: 1
     same as current
      

        
     1
     1
            
       D:20120628090422
       792.0000
       US Letter
       Blank
       612.0000
          

     1
     Tall
     725
     405
    
            
       CurrentAVDoc
          

     SameAsCur
     AtEnd
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9a
     Quite Imposing Plus 2
     1
      

   1
  

 HistoryList_V1
 qi2base




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.5
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Preserve
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck true
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <>
    /CHT <>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF che devono essere conformi o verificati in base a PDF/X-1a:2001, uno standard ISO per lo scambio di contenuto grafico. Per ulteriori informazioni sulla creazione di documenti PDF compatibili con PDF/X-1a, consultare la Guida dell'utente di Acrobat. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 4.0 e versioni successive.)
    /JPN <>
    /KOR <>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die moeten worden gecontroleerd of moeten voldoen aan PDF/X-1a:2001, een ISO-standaard voor het uitwisselen van grafische gegevens. Raadpleeg de gebruikershandleiding van Acrobat voor meer informatie over het maken van PDF-documenten die compatibel zijn met PDF/X-1a. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 4.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (ODS 8.5 x11)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /HighResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [1200 1200]
  /PageSize [612.000 792.000]
>> setpagedevice




