Montana Health Co-Op

Outline of Coverage
Medicare Supplement Benefit Plans A, F, Gand N
Benefit Chart of Medicare Supplement Plans Sold On or After January 1, 2020

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

4Only Medicare Supplement Benefit Plans A, F, G, and N are offered by Montana Health Co-Op.
Note: A v" means 100% of the benefit is paid.

Plans Available to All Applicants Plans Available ONLY
i to those first eligible
ZEIE ol s el 1 " gy before 01/01/2020
C +F
Medicare Part A coinsurance and hospital
coverage (up to an additional 365 days after v v v v v v v v v v
Medicare benefits are used up)
Medicare Part B coinsurance or Copayment v v v v 50% 75% v v v v
copays apply3
Blood (first three pints) v v v v 50% 75% v v v v
Part A hospice care coinsurance or copayment v v v v 50% 75% v v v v
Skilled nursing facility coinsurance v v 50% 75% v v v v
Medicare Part A deductible v v v 50% 75% 50% v v v
Medicare Part B deductible v v
Medicare Part B excess charges 4 v
Foreign travel emergency (up to plan limits) 4 4 4 4 v v
Out-of-pocket limit in 20202 $5,8802 | $2,9402

1Plans F and G also have a high deductible option which require first paying a plan deductible of $2,340 before the plan begins to pay. Once the plan deductible is met,
the plan pays 100% of covered services for the rest of the calendar year. High deductible plan G does not cover the Medicare Part B deductible. However, high
deductible plans F and G count your payment of the Medicare Part B deductible toward meeting the plan deductible.

2Plans K and L pay 100% of covered services for the rest of the calendar year once you meet the out-of-pocket yearly limit.

3Plan N pays 100% of the Part B coinsurance, except for a co-payment of up to $20 for some office visits and up to a $50 co-payment for emergency room visits
that do not result in an inpatient admission.
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Montana Health Co-op
Annual Premium Rates
ZIP Codes starting with: All Montana Zip Codes

Rates Effective: 03-18-2020

Preferred Attained Standard
Plan A Plan F Plan G Plan N Age Plan A Plan F Plan G Plan N
5,818.14 7,475.38 5,818.14 4,777.80 0-64 6,690.83 8,596.70 6,690.88 5,494.50
1,292.92 1,661.19 1,292.92 1,061.73 65 1,486.85 1,910.38 1,486.86 1,221.00
1,292.92 1,661.19 1,292.92 1,061.73 66 1,486.85 1,910.38 1,486.86 1,221.00
1,292.92 1,668.53 1,292.92 1,066.30 67 1,486.85 1,918.80 1,486.86 1,226.24
1,347.97 1,688.99 1,350.13 1,089.50 68 1,550.17 1,942.34 1,552.65 1,252.92
1,402.04 1,742.01 1,407.23 1,128.24 69 1,612.35 2,003.31 1,618.31 1,297.47
1,454.39 1,806.26 1,461.90 1,215.60 70 1,672.55 2,077.21 1,681.18 1,397.94
1,497.87 1,868.00 1,514.09 1,267.44 71 1,722.56 2,148.21 1,741.20 1,457.56
1,541.36 1,926.14 1,566.28 1,316.65 72 1,772.56 2,215.06 1,801.23 1,514.15
1,584.84 1,984.27 1,618.47 1,368.39 73 1,822.57 2,281.91 1,861.25 1,573.65
1,628.33 2,042.40 1,670.67 1,420.14 74 1,872.58 2,348.76 1,921.27 1,633.16
1,671.81 2,100.53 1,723.73 1,471.87 75 1,922.58 2,415.61 1,982.28 1,692.66
1,693.80 2,141.18 1,761.11 1,510.68 76 1,947.87 2,462.35 2,025.28 1,737.28
1,715.80 2,181.83 1,798.00 1,549.48 77 1,973.17 2,509.10 2,067.71 1,781.90
1,737.80 2,222.47 1,834.91 1,588.28 78 1,998.47 2,555.84 2,110.15 1,826.52
1,759.79 2,263.12 1,871.46 1,627.08 79 2,023.76 2,602.58 2,152.17 1,871.14
1,781.79 2,303.77 1,908.00 1,665.88 80 2,049.06 2,649.33 2,194.21 1,915.76
1,797.03 2,343.57 1,943.80 1,703.99 81 2,066.59 2,695.12 2,235.37 1,959.58
1,812.29 2,383.39 1,979.59 1,742.09 82 2,084.13 2,740.90 2,276.53 2,003.42
1,827.53 2,423.20 2,015.59 1,780.20 83 2,101.67 2,786.69 2,317.93 2,047.24
1,842.79 2,463.01 2,051.39 1,818.31 84 2,119.21 2,832.47 2,359.11 2,091.06
1,858.04 2,502.83 2,088.65 1,856.42 85 2,136.75 2,878.25 2,401.95 2,134.90
1,865.76 2,531.58 2,116.00 1,884.70 86 2,145.63 2,911.31 2,433.40 2,167.41
1,873.49 2,560.33 2,143.61 1,912.97 87 2,154.50 2,944 .38 2,465.15 2,199.92
1,881.21 2,589.08 2,171.47 1,941.25 88 2,163.39 2,977.45 2,497.19 2,232.43
1,888.93 2,617.84 2,199.38 1,969.52 89 2,172.27 3,010.51 2,529.29 2,264.94
1,896.65 2,646.58 2,227.34 1,997.79 90 2,181.15 3,043.58 2,561.44 2,297.46
1,898.49 2,669.23 2,249.82 2,020.17 91 2,183.27 3,069.62 2,587.30 2,323.19
1,900.34 2,691.88 2,272.35 2,042.54 92 2,185.39 3,095.66 2,613.20 2,348.92
1,902.18 2,714.53 2,294.91 2,064.92 93 2,187.50 3,121.70 2,639.15 2,374.65
1,904.01 2,737.17 2,317.52 2,087.29 94 2,189.62 3,147.74 2,665.14 2,400.38
1,905.85 2,759.81 2,340.16 2,109.66 95 2,191.74 3,173.78 2,691.17 2,426.11
1,926.82 2,790.17 2,368.02 2,132.87 96 2,215.84 3,208.70 2,723.23 2,452.80
1,948.01 2,820.86 2,396.23 2,156.33 97 2,240.22 3,244.00 2,755.66 2,479.78
1,969.45 2,851.89 2,424.77 2,180.06 98 2,264.86 3,279.68 2,788.49 2,507.06
1,991.11 2,883.26 2,453.65 2,204.03 99 2,289.77 3,315.76 2,821.69 2,534.64

Modal Factors: Semi-Annual: 0.5200 Quarterly: 0.2650 Monthly: 0.0833

The above rates do not include the $25 one-time policy fee.
To calculate a Household discount:
Annual premium x modal factor = modal premium (round to nearest whole cent)

Modal premium x .93 = discounted premium
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Montana Health Co-Op

Outline of Coverage
Medicare Supplement Benefit Plans A, F, Gand N

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

Premium Information. Montana Health Co-Op can only raise your premium if we raise the premium for all policies like yours in the same geographic area of the state
where you live. Premiums for this policy will increase due to the increase in your age.

Household Premium Discount. You are eligible for a Household Premium Discount if for the past year you have resided with: (1) your spouse (including civil
union/domestic partner) or (2) at least one, but not more than three, other adults. For the purpose of this discount, a civil union partner or domestic partner will be
considered a legal spouse when such partnerships are valid and recognized in your state of residence. We may request additional documentation to determine eligibility.
The discounted rate will be 7 percent lower than the individual rate and will be removed if the other adult or spouse no longer resides with you (other than in the case of
his/her death).

Read Your Policy Very Carefully. This is only an outline describing your policy's most important features. The policy is your insurance contract. You must
read the policy itself to understand all of the rights and duties of both you and us.

Right to Return Policy. If you find that you are not satisfied with your policy, you may return it to us at our Medicare Supplement Administrative Office P.O. Box
410035, Salt Lake City, UT 84141-0035. If you send the policy back to us within 30 days after you receive it, we will treat the policy as if it had never been issued and
return all of your payments.

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

Notice. The policy may not fully cover all of your medical costs. Neither we nor our agents are connected with Medicare. This outline does not give all the details of
Medicare coverage. Contact your local Social Security office or consult "Medicare & You" for more details.

Complete Answers Are Very Important. When you fill out the application for the new policy, be sure to answer truthfully and completely all questions about your
medical and health history. We may cancel your policy and refuse to pay any claims if you leave out or falsify important medical information. Review the application
carefully before you sign it. Be certain that all information has been properly recorded.

PLEASE REFER TO YOUR POLICY FOR DETAILS.
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Montana Health Co-Op

Outline of Coverage

Medicare Supplement Benefit Plans A, F, Gand N

Plan A
Medicare Part A — Hospital Services Per Benefit Period

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and have not received

skilled care in any other facility for 60 days in a row.

inpatient respite care.

Services Medicare Pays Plan A Pays You Pay
Hospitalization
Semiprivate room and board, general nursing and miscellaneous
services and supplies.
First 60 days All but $1,408 $0 $1,408 Part A Deductible
61st thru 90t day All but $352 a day $352 a day $0
91stday and after

- While using 60 lifetime reserve days All but $704 a day $704 a day $0

- Once lifetime reserve days are used

= Additional 365 days $0 100% of Medicare Eligible Expenses | $0**
= Beyond the additional 365 days $0 $0 All Costs
Skilled Nursing Facility Care
You must meet Medicare’s requirements, including having been in a
hospital for at least 3 days and entered a Medicare approved facility
within 30 days after leaving the hospital.
First 20 days All approved amounts | $0 $0
21stthru 100t days All'but $176 a day $0 Up to $176 a day
101st day and after $0 $0 All Costs
Blood
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
Hospice Care
You must meet Medicare’s requirements, including a doctor’s All but very limited Medicare copayment/coinsurance $0
certification of terminal illness. copayment/coinsurance
for outpatient drugs and

**When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount Medicare would have paid
for up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time, the hospital is prohibited from billing you for the balance based on any
difference between its billed charges and the amount Medicare would have paid.

MHCMSOC20MT
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Montana Health Co-Op

Outline of Coverage
Medicare Supplement Benefit Plans A, F, Gand N
Plan A

Medicare Part B — Medical Services per Calendar Year

*Once you have been billed $198 of Medicare Eligible Expenses for covered services (which are noted with an asterisk), your Medicare Part B Deductible will have
been met for the calendar year.

Services Medicare Pays Plan A Pays You Pay

Medical Expenses

In or out of the hospital and outpatient hospital treatment, such as

Physician’s services, inpatient and outpatient medical and surgical

services and supplies, physical and speech therapy, diagnostic tests,

durable medical equipment

First $198 of Medicare approved amounts* $0 $0 $198 Part B Deductible

Remainder of Medicare approved amounts Generally 80% Generally 20% $0

Part B Excess Charges (above Medicare approved amounts) $0 $0 All costs

Blood

First 3 pints $0 All costs $0

Next $198 of Medicare approved amounts* $0 $0 $198 Part B Deductible

Remainder of Medicare approved amounts 80% 20% $0

Clinical Laboratory Services — Tests for diagnostic services 100% $0 $0

Parts A& B

Services Medicare Pays Plan A Pays You Pay

Home Health Care

Medicare Approved Services

- Medically necessary skilled care services and medical supplies 100% $0 $0

- Durable medical equipment
=  First $198 of Medicare approved amounts* $0 $0 $198 Part B Deductible
= Remainder of Medicare approved amounts 80% 20% $0
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Montana Health Co-Op

Outline of Coverage

Medicare Supplement Benefit Plans A, F, Gand N

Plan F
Medicare Part A — Hospital Services Per Benefit Period

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and have not received

skilled care in any other facility for 60 days in a row.

inpatient respite care.

Services Medicare Pays Plan F Pays You Pay
Hospitalization
Semiprivate room and board, general nursing and miscellaneous
services and supplies.
First 60 days All but $1,408 $1,408 Part A Deductible $0
61st thru 90t day All but $352 a day $352 a day $0
91stday and after

- While using 60 lifetime reserve days All but $704 a day $704 a day $0

- Once lifetime reserve days are used

= Additional 365 days $0 100% of Medicare Eligible Expenses | $0**
= Beyond the additional 365 days $0 $0 All Costs
Skilled Nursing Facility Care
You must meet Medicare’s requirements, including having been in a
hospital for at least 3 days and entered a Medicare approved facility
within 30 days after leaving the hospital.
First 20 days All approved amounts | $0 $0
21stthru 100t days All'but $176 a day Up to $176 a day $0
101st day and after $0 $0 All Costs
Blood
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
Hospice Care
You must meet Medicare’s requirements, including a doctor’s All but very limited Medicare copayment/coinsurance $0
certification of terminal illness. copayment/coinsurance
for outpatient drugs and

**When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount Medicare would have
paid for up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time, the hospital is prohibited from billing you for the balance
based on any difference between its billed charges and the amount Medicare would have paid.
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Montana Health Co-Op

Outline of Coverage
Medicare Supplement Benefit Plans A, F, Gand N

Plan F
Medicare Part B — Medical Services per Calendar Year

*Once you have been billed $198 of Medicare Approved amounts for covered services (which are noted with an asterisk), your Medicare Part B Deductible will have

been met for the calendar year.

Services Medicare Pays Plan F Pays You Pay
Medical Expenses
In or out of the hospital and outpatient hospital treatment, such as
Physician’s services, inpatient and outpatient medical and surgical
services and supplies, physical and speech therapy, diagnostic tests,
durable medical equipment
First $198 of Medicare approved amounts* $0 $198 Part B Deductible $0
Remainder of Medicare approved amounts Generally 80% Generally 20% $0
Part B Excess Charges (above Medicare approved amounts) $0 100% $0
Blood
First 3 pints $0 All costs $0
Next $198 of Medicare approved amounts* $0 $198 Part B Deductible $0
Remainder of Medicare approved amounts 80% $20% $0
Clinical Laboratory Services — Tests for Diagnostic services 100% $0 $0
Parts A& B
Services Medicare Pays Plan F Pays You Pay
Home Health Care
Medicare Approved Services
- Medically necessary skilled care services and medical supplies 100% $0 $0
- Durable medical equipment
»  First $198 of Medicare approved amounts* $0 $198 Part B Deductible $0
= Remainder of Medicare approved amounts 80% 20% $0
Other Benefits Not Covered by Medicare
Services Medicare Pays Plan F Pays You Pay
Foreign Travel Not Covered by Medicare
Medically necessary emergency care services beginning during the first
60 days of each trip outside the USA.
First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime maximum | 20% and amounts over the
benefit of $50,000. $50,000 lifetime maximum.
MHCMSOC20MT 7 010120




Montana Health Co-Op

Outline of Coverage

Medicare Supplement Benefit Plans A, F, Gand N

Plan G
Medicare Part A — Hospital Services Per Benefit Period

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and have not received skilled

care in any other facility for 60 days in a row.

Services Medicare Pays Plan G Pays You Pay
Hospitalization
Semiprivate room and board, general nursing and miscellaneous
services and supplies.
First 60 days All but $1,408 $1,408 Part A Deductible $0
61st thru 90t day All but $352 a day $352 a day $0
91stday and after

- While using 60 lifetime reserve days All but $704 a day $704 a day $0

- Once lifetime reserve days are used

» Additional 365 days $0 100% of Medicare Eligible Expenses | $0**
= Beyond the additional 365 days $0 $0 All Costs

Skilled Nursing Facility Care
You must meet Medicare’s requirements, including having been in a
hospital for at least 3 days and entered a Medicare approved facility
within 30 days after leaving the hospital.
First 20 days All approved amounts | $0 $0
21stthru 100 days All'but $176 a day Up to $176 a day $0
101st day and after $0 $0 All Costs
Blood
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
Hospice Care
You must meet Medicare’s requirements, including a doctor’s All but very limited Medicare copayment/coinsurance $0

certification of terminal illness.

copayment/coinsurance
for outpatient drugs and
inpatient respite care.

“*When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount Medicare would have paid for

up to an additional 365 days as provided in the policy’s “Core Benefits.” During this time, the hospital is prohibited from billing you for the balance based on any

difference between its billed charges and the amount Medicare would have paid.

MHCMSOC20MT
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Montana Health Co-Op

Outline of Coverage
Medicare Supplement Benefit Plans A, F, Gand N

Plan G
Medicare Part B — Medical Services per Calendar Year

*Once you have been billed $198 of Medicare approved amounts for covered services (which are noted with an asterisk), your Medicare Part B Deductible will have
been met for the calendar year.

Services Medicare Pays Plan G Pays You Pay

Medical Expenses

In or out of the hospital and outpatient hospital treatment, such as
Physician’s services, inpatient and outpatient medical and surgical
services and supplies, physical and speech therapy, diagnostic tests,
durable medical equipment

First $198 of Medicare approved amounts* $0 $0 $198 (Unless Part B Deductible
Remainder of Medicare approved amounts Generally 80% Generally 20% has been met)
$0
Part B Excess Charges (above Medicare approved amounts) $0 100% $0
Blood
First 3 pints $0 All costs $0
Next $198 of Medicare approved amounts* $0 $0 $198 (Unless Part B Deductible
Remainder of Medicare approved amounts 80% $20% has been met)
$0
Clinical Laboratory Services — Tests for Diagnostic services 100% $0 $0
Parts A& B
Services Medicare Pays Plan G Pays You Pay

Home Health Care
Medicare Approved Services

- Medically necessary skilled care services and medical supplies 100% $0 $0
- Durable medical equipment
=  First $198 of Medicare approved amounts* $0 $0 $198 (Unless Part B Deductible
= Remainder of Medicare approved amounts 80% 20% has been met)
$0
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Plan G
Other Benefits Not Covered by Medicare

Montana Health Co-Op

Outline of Coverage
Medicare Supplement Benefit Plans A, F, Gand N

Services

Medicare Pays

Plan G Pays

You Pay

Foreign Travel Not Covered by Medicare

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

First $250 each calendar year

Remainder of Charges

$0
$0

$0
80% to a lifetime maximum
benefit of $50,000.

$250

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

MHCMSOC20MT
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Montana Health Co-Op

Outline of Coverage

Medicare Supplement Benefit Plans A, F, Gand N

Plan N

Medicare Part A — Hospital Services Per Benefit Period

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and have not received skilled

care in any other facility for 60 days in a row.

certification of terminal illness.

copayment/coinsurance
for outpatient drugs and
inpatient respite care.

Services Medicare Pays Plan N Pays You Pay
Hospitalization
Semiprivate room and board, general nursing and miscellaneous
services and supplies.
First 60 days All but $1,408 $1,408 Part A Deductible $0
61stthru 90t day All but $352 a day $352 a day $0
91stday and after

- While using 60 lifetime reserve days All but $704 a day $704 a day $0

- Once lifetime reserve days are used

» Additional 365 days $0 100% of Medicare Eligible Expenses | $0**
= Beyond the additional 365 days $0 $0 All Costs

Skilled Nursing Facility Care
You must meet Medicare’s requirements, including having been
in a hospital for at least 3 days and entered a Medicare approved
facility within 30 days after leaving the hospital.
First 20 days All approved amounts $0 $0
21stthru 100 days All'but $176 a day Up to $176 a day $0
101st day and after $0 $0 All Costs
Blood
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
Hospice Care
You must meet Medicare’s requirements, including a doctor’s All but very limited Medicare copayment/coinsurance $0

“*When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount Medicare would have paid for

up to an additional 365 days as provided in the policy’s

difference between its billed charges and the amount Medicare would have paid.
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Montana Health Co-Op

Outline of Coverage
Medicare Supplement Benefit Plans A, F, Gand N

Plan N
Medicare Part B — Medical Services per Calendar Year

*Once you have been billed $198 of Medicare Approved amounts for covered services (which are noted with an asterisk), your Medicare Part B Deductible will have

been met for the calendar year.

to $50 per emergency
room visit. The copayment
of up to $50 is waived if
the insured is admitted to
any hospital and the
emergency visit is covered
as a Medicare Part A

Services Medicare Pays Plan N Pays You Pay

Medical Expenses

In or out of the hospital and outpatient hospital treatment, such as Physician’s

services, inpatient and outpatient medical and surgical services and supplies,

physical and speech therapy, diagnostic tests, durable medical equipment

First $198 of Medicare approved amounts* $0 $0 $198 Part B Deductible

Remainder of Medicare approved amounts Generally 80% Balance, other thanupto | Up to $20 per office visit
$20 per office visitand up | and up to $50 per

emergency room visit. The
copayment of up to $50 is
waived if the insured is
admitted to any hospital
and the emergency visit is
covered as a Medicare Part
A expense.

expense.
Part B Excess Charges (above Medicare approved amounts) $0 $0 All costs
Blood
First 3 pints $0 All costs $0
Next $198 of Medicare approved amounts* $0 $0 $198 Part B Deductible
Remainder of Medicare approved amounts 80% $20% $0
Clinical Laboratory Services — Tests for diagnostic services 100% $0 $0
Parts A& B
Services Medicare Pays Plan N Pays You Pay
Home Health Care
Medicare Approved Services
- Medically necessary skilled care services and medical supplies 100% $0 $0
- Durable medical equipment
= First $198 of Medicare approved amounts* $0 $0 $198 Part B Deductible
= Remainder of Medicare approved amounts 80% 20% $0
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Montana Health Co-Op

Outline of Coverage

Medicare Supplement Benefit Plans A, F, Gand N

Plan N
Other Benefits Not Covered by Medicare

Services

Medicare Pays

Plan N Pays

You Pay

Foreign Travel Not Covered by Medicare
Medically necessary emergency care services beginning during the first 60 days of
each trip outside the USA.

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime 20% and amounts over
maximum benefit of the $50,000 lifetime
$50,000. maximum.
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