AMERICAN FAMILY LIFE ASSURANCE COMPANY OF COLUMBUS
Outline of Medicare Supplement Coverage
Benefit Plans A, C, D, F, Gand N
Benefit Chart of Medicare Supplement Plans Sold for Effective Dates on or After June 1, 2010
This chart shows the benefits included in each of the standard Medicare supplement plans. Every company must make Plan “A”

available. Some plans may not be available in your state.
Basic Benefits:
o Hospitalization — Part A coinsurance plus coverage for 365 additional days after Medicare benefits end.
¢ Medical Expenses — Part B coinsurance (generally 20% of Medicare-approved expenses) or copayments for hospital outpatient

services. Plans K, L, and N require insureds to pay a portion of Part B coinsurance or copayments.
e Blood - First three pints of blood each year.

e Hospice — Part A coinsurance

A B c D F | F* G K L M N
Basic, Basic, Basic, Basic, Basic, Basic, Hospitalization | Hospitalization | Basic, Basic, including 100
including including including including including including and preventive | and preventive | including % Part B coinsurance
100% 100% 100% 100% 100% 100% care paid at care paid at 100% except up to $20
Part B Part B Part B Part B Part B Part B 100%; other 100%; other Part B copayment for office
coinsurance | coinsurance | coinsurance | coinsurance | coinsurance* | coinsurance | basic benefits basic benefits coinsurance visit, and up to $50
paid at 50% paid at 75% copayment for ER
Skilled Skilled Skilled Skilled 50% Skilled 75% Skilled Skilled Skilled
Nursing Nursing Nursing Nursing Nursing Nursing Nursing Nursing
Facility Facility Facility Facility Facility Facility Facility Facility Coinsurance
Coinsurance | Coinsurance | Coinsurance | Coinsurance | Coinsurance Coinsurance Coinsurance
Part A Part A Part A Part A Part A 50% Part A 75% Part A 50% Part A Part A Deductible
Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible
Part B Part B
Deductible Deductible
Part B Part B
Excess Excess
(100 %) (100%)
Foreign Foreign Foreign Foreign Foreign Foreign
Travel Travel Travel Travel Travel Travel Emergency
Emergency Emergency Emergency Emergency Emergency
Out- of-pocket | Out-of -Pocket
limit $4660 limit $2330
paid at 100% paid at 100%
after limit after limit
reached reached

*Plan F also has an option called a high deductible Plan F. This high deductible plan pays the same benefits as Plan F after one has paid
a calendar year $2070 deductible. Benefits from high deductible plan F will not begin until out-of-pocket expenses exceed $2070. Out-
of-pocket expenses for this deductible are expenses that would ordinarily be paid by the Policy. These expenses include the Medicare
deductibles for Part A and Part B, but do not include the plan’s separate foreign travel emergency deductible.
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American Family Life Assurance Company of Columbus (Aflac)
State of Tennessee

Plan A
Attained Age Non-Tobacco User Tobacco User
Female Male Female Male

0-64 3,921.00 4,407.60 4,493.40 5,065.80
65 1,270.80 1,442.52 1,465.44 1,659.96
66 1,316.52 1,488.24 1,511.16 1,705.80
67 1,362.36 1,534.08 1,568.40 1,763.04
68 1,408.20 1,591.32 1,614.24 1,820.28
69 1,453.92 1,625.64 1,671.48 1,877.52
70 1,511.16 1,682.88 1,728.72 1,934.76
71 1,522.68 1,705.80 1,751.64 1,969.08
72 1,568.40 1,763.04 1,797.36 2,026.32
73 1,602.72 1,797.36 1,843.20 2,060.76
74 1,637.16 1,843.20 1,888.92 2,118.00
75 1,671.48 1,866.12 1,923.36 2,152.32
76 1,671.48 1,877.52 1,923.36 2,163.72
77 1,682.88 1,888.92 1,934.76 2,175.24
78 1,705.80 1,923.36 1,969.08 2,209.56
79 1,728.72 1,946.16 1,992.00 2,232.48
80 1,751.64 1,969.08 2,014.92 2,255.28
81 1,763.04 1,980.60 2,026.32 2,289.72
82 1,774.44 1,980.60 2,037.84 2,289.72
83 1,774.44 1,980.60 2,037.84 2,289.72
84 1,774.44 1,980.60 2,037.84 2,289.72
85 1,774.44 1,992.00 2,037.84 2,301.12
86 1,774.44 1,992.00 2,037.84 2,301.12
87 1,774.44 1,992.00 2,037.84 2,301.12
88 1,774.44 1,992.00 2,037.84 2,301.12
89 1,774.44 1,992.00 2,037.84 2,301.12
90 1,774.44 1,992.00 2,037.84 2,301.12
9 1,774.44 1,992.00 2,037.84 2,301.12
92 1,774.44 1,992.00 2,037.84 2,301.12
93 1,774.44 1,992.00 2,037.84 2,301.12
94 1,774.44 1,992.00 2,037.84 2,301.12
95 1,774.44 1,992.00 2,037.84 2,301.12
96 1,774.44 1,992.00 2,037.84 2,301.12
97 1,774.44 1,992.00 2,037.84 2,301.12
98 1,774.44 1,992.00 2,037.84 2,301.12
99 1,774.44 1,992.00 2,037.84 2,301.12

1. The above rates do not include a one-time $20 policy fee at time of issue.

2. If the insured qualifies for household discount, the 7% discount will be applied.

3. For payment made on monthly EBT, there is an additional $2 discount per month.

4. Open enrollees and individuals with guaranteed issue rights will be offered non-tobacco rates.

Area Factors Modal Factors
3-Digit Zip Code Factor Mode Factor
372, 375 0.98 Annual 1.00000
370-371, 373-374, 376-385 0.88 Semi-Annual 0.50000
Rest of State 0.98 Quarterly 0.25000
Monthly 0.08333
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American Family Life Assurance Company of Columbus (Aflac)
State of Tennessee

Plan C
Attained Age Non-Tobacco User Tobacco User
Female Male Female Male

0-64 4,865.40 5,495.10 5,609.70 6,296.70
65 1,5634.08 1,717.20 1,763.04 1,980.60
66 1,591.32 1,785.96 1,831.68 2,049.24
67 1,659.96 1,866.12 1,900.44 2,140.80
68 1,717.20 1,923.36 1,980.60 2,220.96
69 1,785.96 2,003.40 2,049.24 2,301.12
70 1,854.60 2,083.56 2,129.40 2,392.68
71 1,888.92 2,129.40 2,175.24 2,449.92
72 1,946.16 2,198.04 2,243.88 2,518.68
73 2,014.92 2,266.80 2,312.52 2,598.72
74 2,072.16 2,324.04 2,392.68 2,678.88
75 2,129.40 2,404.20 2,449.92 2,759.04
76 2,163.72 2,427.00 2,495.76 2,793.36
77 2,209.56 2,472.84 2,541.48 2,850.60
78 2,266.80 2,541.48 2,610.24 2,930.76
79 2,335.44 2,621.64 2,690.40 3,022.32
80 2,392.68 2,701.80 2,759.04 3,102.48
81 2,461.44 2,770.44 2,839.20 3,182.64
82 2,530.08 2,839.20 2,907.84 3,262.80
83 2,5687.32 2,907.84 2,976.60 3,342.96
84 2,644.56 2,976.60 3,045.24 3,423.00
85 2,701.80 3,033.84 3,102.48 3,491.76
86 2,759.04 3,102.48 3,171.24 3,571.92
87 2,816.28 3,171.24 3,239.88 3,652.08
88 2,862.12 3,216.96 3,285.72 3,697.80
89 2,896.44 3,262.80 3,331.44 3,743.64
90 2,930.76 3,297.12 3,377.28 3,789.36
91 2,976.60 3,331.44 3,411.60 3,835.20
92 3,010.92 3,377.28 3,457.44 3,881.04
93 3,045.24 3,411.60 3,491.76 3,915.36
94 3,068.16 3,434.52 3,5637.48 3,949.68
95 3,102.48 3,468.84 3,560.40 3,984.00
96 3,125.40 3,491.76 3,594.72 4,018.32
97 3,159.72 3,526.08 3,629.16 4,052.76
98 3,182.64 3,549.00 3,652.08 4,075.56
99 3,194.04 3,571.92 3,674.88 4,098.48

1. The above rates do not include a one-time $20 policy fee at time of issue.

2. If the insured qualifies for household discount, the 7% discount will be applied.

3. For payment made on monthly EBT, there is an additional $2 discount per month.

4. Open enrollees and individuals with guaranteed issue rights will be offered non-tobacco rates.

Area Factors Modal Factors
3-Digit Zip Code Factor Mode Factor
372, 375 0.98 Annual 1.00000
370-371, 373-374, 376-385 0.88 Semi-Annual 0.50000
Rest of State 0.98 Quarterly 0.25000
Monthly 0.08333
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American Family Life Assurance Company of Columbus (Aflac)
State of Tennessee

Plan D
Attained Age Non-Tobacco User Tobacco User
Female Male Female Male

0-64 4,407.60 4,951.50 5,065.80 5,667.00
65 1,385.28 1,545.48 1,691.32 1,785.96
66 1,431.00 1,614.24 1,637.16 1,854.60
67 1,488.24 1,671.48 1,705.80 1,923.36
68 1,545.48 1,740.12 1,785.96 1,992.00
69 1,602.72 1,797.36 1,843.20 2,072.16
70 1,671.48 1,866.12 1,923.36 2,152.32
71 1,705.80 1,911.84 1,957.68 2,209.56
72 1,763.04 1,980.60 2,026.32 2,266.80
73 1,820.28 2,037.84 2,095.08 2,346.96
74 1,877.52 2,106.48 2,152.32 2,415.60
75 1,934.76 2,163.72 2,220.96 2,495.76
76 1,957.68 2,209.56 2,255.28 2,541.48
77 2,003.40 2,243.88 2,301.12 2,587.32
78 2,060.76 2,312.52 2,369.76 2,667.48
79 2,129.40 2,381.28 2,438.52 2,747.64
80 2,186.64 2,461.44 2,507.16 2,827.68
81 2,243.88 2,530.08 2,587.32 2,907.84
82 2,312.52 2,598.72 2,667.48 2,988.00
83 2,381.28 2,667.48 2,736.12 3,068.16
84 2,438.52 2,736.12 2,804.88 3,148.32
85 2,484.24 2,793.36 2,862.12 3,216.96
86 2,553.00 2,873.52 2,930.76 3,297.12
87 2,610.24 2,942.28 2,999.52 3,388.68
88 2,655.96 2,988.00 3,045.24 3,434.52
89 2,690.40 3,022.32 3,091.08 3,480.24
90 2,724.72 3,068.16 3,136.80 3,526.08
91 2,770.44 3,102.48 3,182.64 3,571.92
92 2,804.88 3,136.80 3,216.96 3,606.24
93 2,839.20 3,171.24 3,262.80 3,652.08
94 2,862.12 3,205.56 3,297.12 3,686.40
95 2,896.44 3,239.88 3,331.44 3,720.72
96 2,919.36 3,262.80 3,365.76 3,755.04
97 2,953.68 3,285.72 3,388.68 3,777.96
98 2,976.60 3,308.52 3,411.60 3,812.28
99 2,988.00 3,331.44 3,445.92 3,835.20

1. The above rates do not include a one-time $20 policy fee at time of issue.

2. If the insured qualifies for household discount, the 7% discount will be applied.

3. For payment made on monthly EBT, there is an additional $2 discount per month.

4. Open enrollees and individuals with guaranteed issue rights will be offered non-tobacco rates.

Area Factors Modal Factors
3-Digit Zip Code Factor Mode Factor
372,375 0.98 Annual 1.00000
370-371, 373-374, 376-385 0.88 Semi-Annual 0.50000
Rest of State 0.98 Quarterly 0.25000
Monthly 0.08333
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American Family Life Assurance Company of Columbus (Aflac)
State of Tennessee

Plan F
Attained Age Non-Tobacco User Tobacco User
Female Male Female Male

0-64 5,008.50 5,609.70 5,752.80 6,468.30
65 1,568.40 1,763.04 1,808.88 2,026.32
66 1,637.16 1,831.68 1,877.52 2,106.48
67 1,694.40 1,911.84 1,946.16 2,198.04
68 1,751.64 1,969.08 2,014.92 2,266.80
69 1,820.28 2,049.24 2,095.08 2,358.36
70 1,900.44 2,129.40 2,186.64 2,449.92
71 1,934.76 2,175.24 2,220.96 2,495.76
72 2,003.40 2,243.88 2,301.12 2,587.32
73 2,060.76 2,312.52 2,369.76 2,667.48
74 2,118.00 2,392.68 2,438.52 2,747.64
75 2,186.64 2,449.92 2,507.16 2,816.28
76 2,220.96 2,495.76 2,553.00 2,862.12
77 2,255.28 2,541.48 2,598.72 2,919.36
78 2,324.04 2,610.24 2,678.88 2,999.52
79 2,392.68 2,690.40 2,747.64 3,091.08
80 2,461.44 2,759.04 2,827.68 3,171.24
81 2,518.68 2,827.68 2,896.44 3,251.28
82 2,575.92 2,896.44 2,965.08 3,331.44
83 2,644.56 2,965.08 3,045.24 3,411.60
84 2,713.20 3,033.84 3,114.00 3,491.76
85 2,759.04 3,102.48 3,171.24 3,571.92
86 2,816.28 3,182.64 3,239.88 3,652.08
87 2,885.04 3,251.28 3,308.52 3,743.64
88 2,919.36 3,297.12 3,354.36 3,789.36
89 2,965.08 3,331.44 3,400.20 3,835.20
90 2,999.52 3,377.28 3,445.92 3,881.04
9 3,033.84 3,411.60 3,491.76 3,926.76
92 3,079.56 3,457.44 3,537.48 3,972.60
93 3,102.48 3,491.76 3,571.92 4,006.92
94 3,136.80 3,514.68 3,606.24 4,052.76
95 3,171.24 3,549.00 3,640.56 4,087.08
96 3,194.04 3,583.32 3,674.88 4,110.00
97 3,228.48 3,606.24 3,709.32 4,144 .32
98 3,251.28 3,629.16 3,732.12 4,167.24
929 3,274.20 3,652.08 3,755.04 4,201.56

1. The above rates do not include a one-time $20 policy fee at time of issue.

2. If the insured qualifies for household discount, the 7% discount will be applied.

3. For payment made on monthly EBT, there is an additional $2 discount per month.

4. Open enrollees and individuals with guaranteed issue rights will be offered non-tobacco rates.

Area Factors Modal Factors
3-Digit Zip Code Factor Mode Factor
372, 375 0.98 Annual 1.00000
370-371, 373-374, 376-385 0.88 Semi-Annual 0.50000
Rest of State 0.98 Quarterly 0.25000
Monthly 0.08333
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American Family Life Assurance Company of Columbus (Aflac)
State of Tennessee

Plan G
Attained Age Non-Tobacco User Tobacco User
Female Male Female Male

0-64 4,293.00 4,808.40 4,922.70 5,5652.40
65 1,339.44 1,499.76 1,534.08 1,728.72
66 1,385.28 1,568.40 1,5691.32 1,797.36
67 1,453.92 1,625.64 1,671.48 1,877.52
68 1,499.76 1,694.40 1,728.72 1,946.16
69 1,557.00 1,751.64 1,785.96 2,014.92
70 1,614.24 1,820.28 1,866.12 2,083.56
71 1,659.96 1,866.12 1,911.84 2,140.80
72 1,717.20 1,923.36 1,969.08 2,220.96
73 1,763.04 1,992.00 2,037.84 2,289.72
74 1,820.28 2,049.24 2,095.08 2,358.36
75 1,877.52 2,106.48 2,152.32 2,427.00
76 1,911.84 2,140.80 2,198.04 2,461.44
77 1,946.16 2,186.64 2,232.48 2,507.16
78 2,003.40 2,243.88 2,301.12 2,587.32
79 2,072.16 2,312.52 2,381.28 2,667.48
80 2,129.40 2,381.28 2,438.52 2,736.12
81 2,186.64 2,461.44 2,507.16 2,827.68
82 2,243.88 2,530.08 2,587.32 2,907.84
83 2,301.12 2,598.72 2,655.96 2,976.60
84 2,358.36 2,655.96 2,713.20 3,056.76
85 2,415.60 2,713.20 2,781.96 3,125.40
86 2,484.24 2,781.96 2,850.60 3,205.56
87 2,541.48 2,862.12 2,919.36 3,285.72
88 2,587.32 2,896.44 2,965.08 3,331.44
89 2,621.64 2,930.76 3,010.92 3,377.28
90 2,655.96 2,976.60 3,056.76 3,423.00
91 2,690.40 3,010.92 3,091.08 3,468.84
92 2,724.72 3,045.24 3,136.80 3,503.16
93 2,759.04 3,079.56 3,171.24 3,637.48
94 2,793.36 3,114.00 3,205.56 3,571.92
95 2,816.28 3,136.80 3,239.88 3,606.24
96 2,839.20 3,171.24 3,274.20 3,640.56
97 2,873.52 3,194.04 3,297.12 3,674.88
98 2,896.44 3,216.96 3,320.04 3,697.80
99 2,907.84 3,239.88 3,354.36 3,720.72

1. The above rates do not include a one-time $20 policy fee at time of issue.

2. If the insured qualifies for household discount, the 7% discount will be applied.

3. For payment made on monthly EBT, there is an additional $2 discount per month.

4. Open enrollees and individuals with guaranteed issue rights will be offered non-tobacco rates.

Area Factors Modal Factors
3-Digit Zip Code Factor Mode Factor
372, 375 0.98 Annual 1.00000
370-371, 373-374, 376-385 0.88 Semi-Annual 0.50000
Rest of State 0.98 Quarterly 0.25000
Monthly 0.08333
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American Family Life Assurance Company of Columbus (Aflac)
State of Tennessee

Plan N
Attained Age Non-Tobacco User Tobacco User
Female Male Female Male

0-64 3,463.20 3,892.50 3,978.30 4,464.90
65 1,076.16 1,224.96 1,236.48 1,408.20
66 1,121.88 1,259.28 1,293.72 1,453.92
67 1,167.72 1,305.12 1,339.44 1,499.76
68 1,213.56 1,362.36 1,385.28 1,568.40
69 1,259.28 1,419.60 1,453.92 1,625.64
70 1,305.12 1,465.44 1,499.76 1,694.40
71 1,339.44 1,511.16 1,534.08 1,728.72
72 1,385.28 1,657.00 1,591.32 1,785.96
73 1,431.00 1,602.72 1,637.16 1,843.20
74 1,476.84 1,659.96 1,694.40 1,911.84
75 1,522.68 1,705.80 1,751.64 1,969.08
76 1,545.48 1,740.12 1,785.96 2,003.40
77 1,579.92 1,774.44 1,820.28 2,049.24
78 1,625.64 1,831.68 1,877.52 2,106.48
79 1,682.88 1,888.92 1,934.76 2,175.24
80 1,740.12 1,946.16 2,003.40 2,243.88
81 1,785.96 2,003.40 2,060.76 2,312.52
82 1,843.20 2,072.16 2,118.00 2,381.28
83 1,900.44 2,129.40 2,186.64 2,449.92
84 1,946.16 2,186.64 2,243.88 2,518.68
85 1,992.00 2,232.48 2,301.12 2,575.92
86 2,049.24 2,301.12 2,358.36 2,644.56
87 2,106.48 2,358.36 2,427.00 2,713.20
88 2,140.80 2,392.68 2,461.44 2,759.04
89 2,175.24 2,427.00 2,507.16 2,793.36
90 2,209.56 2,461.44 2,541.48 2,827.68
91 2,243.88 2,495.76 2,575.92 2,873.52
92 2,266.80 2,530.08 2,610.24 2,907.84
93 2,301.12 2,553.00 2,644.56 2,942.28
94 2,324.04 2,587.32 2,678.88 2,965.08
95 2,346.96 2,610.24 2,701.80 2,999.52
96 2,369.76 2,633.16 2,724.72 3,022.32
97 2,392.68 2,655.96 2,759.04 3,056.76
98 2,415.60 2,667.48 2,781.96 3,068.16
99 2,438.52 2,690.40 2,793.36 3,091.08

1. The above rates do not include a one-time $20 policy fee at time of issue.

2. If the insured qualifies for household discount, the 7% discount will be applied.

3. For payment made on monthly EBT, there is an additional $2 discount per month.

4. Open enrollees and individuals with guaranteed issue rights will be offered non-tobacco rates.

Area Factors Modal Factors
3-Digit Zip Code Factor Mode Factor
372,375 0.98 Annual 1.00000
370-371, 373-374, 376-385 0.88 Semi-Annual 0.50000
Rest of State 0.98 Quarterly 0.25000
Monthly 0.08333
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PREMIUM INFORMATION

This policy is guaranteed-renewable as long as you live, provided you continue to pay premiums when due. At no
time, while you continue your policy in force, may we place any restrictive riders on your coverage. Premiums are
based on your attained age and will change on your policy anniversary date. Your policy anniversary date is the
same month and day as the Policy Effective Date for each succeeding year this policy remains in force. In addition,
American Family Life Assurance Company of Columbus may change your premium if a new table of rates is
applicable to the policy. The change in the table of rates will apply to all covered persons in the same class. Class
is defined as attained age, sex, underwriting class, state of issue, and your most recent ZIP code of residence. You
will be notified at least 30 days in advance before any change in the table of rates.

Any change in premiums will occur on your Policy Anniversary Date.

DISCLOSURES
Use this outline to compare benefits and premiums among policies.
READ YOUR POLICY VERY CAREFULLY

This is only an outline describing your Policy’s most important features. The Policy is your insurance contract. You
must read the Policy itself to understand all of the rights and duties of both you and American Family Life Assurance
Company of Columbus.

RIGHT TO RETURN POLICY

If you find that you are not satisfied with your Policy, you may return it to: American Family Life Assurance Company
of Columbus, Medicare Supplement Administration, P.O. Box 1553, Pensacola, Florida 32591. 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

This Policy may not fully cover all of your medical costs. Neither American Family Life Assurance Company of
Columbus nor its agents are connected with Medicare. This outline of coverage does not give all the details of
Medicare coverage. Contact your local Social Security Office or consult Medicare and 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. American Family Life Assurance Company of Columbus 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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PLAN A
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

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

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*

Semiprivate room and

board, general nursing and

miscellaneous services and

supplies

First 60 days

61 thru 90" day

91°% day and after:

— While using 60 lifetime
reserve days

— Once lifetime reserve
days are used:

— Additional 365 days

— Beyond the additional
365 days

All but $1,184
All but $296 a day

All but $592 a day

$0

$0

$0
$296 a day

$592 a day
100% of Medicare-

eligible expenses

$0

$1,184 (Part A deductible)
$0

$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

21% thru 100" day

101° day and after

All approved amounts
All but $148 a day
$0

$0
$0
$0

$0
Up to $148 a day
All costs

BLOOD
First 3 pints
Additional amounts

$0
100%

3 pints
$0

$0
$0

HOSPICE CARE

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

All but very limited co-
payment/ coinsurance
for out-patient drugs
and inpatient respite
care

Medicare
copayment/coinsurance

$0

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as

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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PLAN A

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE

PAYS PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic tests, durable
medical equipment,
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0 $0

Generally 80% Generally 20%

$147 (Part B deductible)

$0

PART B EXCESS CHARGES
(Above Medicare Approved
Amounts)

$0 $0

All costs

BLOOD

First 3 pints

Next $147 of Medicare Approved
Amounts*®

Remainder of Medicare Approved
Amounts

$0 All costs
$0 $0

80% 20%

$0
$147 (Part B deductible)

$0

CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES

100% $0

$0

PARTS A &B

SERVICES

MEDICARE

PAYS PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies

— Durable medical equipment
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100% $0

$0 $0

80% 20%

$0

$147 (Part B deductible)

$0
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*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you

PLANC
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $1,184 $1,184 (Part A deductible) | $0
61° thru 90" day All but $296 a day $296 a day $0
91° day and after:
— While using 60 lifetime

reserve days All but $592 a day $592 a day $0
— Once lifetime reserve

days are used:

— Additional 365 days $0 100% of Medicare-eligible | $0**
expenses
— 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
21% thru 100" day All but $148 a day Up to $148 a day $0
101* 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 All but very limited co-
requirements, including a payment/ coinsurance | Medicare $0
doctor’s certification of for out-patient drugs co-payment/coinsurance
terminal illness. and inpatient respite

care

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
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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PLANC

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR
*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as
Physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable medical
equipment,
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0
Generally 80%

$147 (Part B deductible)

Generally 20%

$0
$0

PART B EXCESS CHARGES
(Above Medicare Approved
Amounts)

$0

$0

All costs

BLOOD

First 3 pints

Next $147 of Medicare Approved
Amounts*

Remainder of Medicare
Approved Amounts

$0
$0
80%

All costs
$147 (Part B deductible)

20%

$0
$0
$0

CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES

100%

$0

$0

PARTSA&B

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies

— Durable medical equipment
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

$0
80%

$0

$147 (Part B deductible)

20%

$0

$0
$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

FOREIGN TRAVEL -

NOT COVERED BY
MEDICARE

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

First $250 each calendar year
Remainder of charges

$0
$0

$0

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

$250

20% and amounts
over the $50,000
lifetime maximum.
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PLAND
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

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

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*

Semiprivate room and board,

general nursing and

miscellaneous services and

supplies

First 60 days

61° thru 90" day

91°%' day and after:

— While using 60 lifetime
reserve days

— Once lifetime reserve
days are used:

— Additional 365 days

— Beyond the additional
365 days

All but $1,184
All but $296 a day

All but $592 a day

$0

$0

$1,184 (Part A deductible)
$296 a day

$592 a day
100% of Medicare-eligible

expenses

$0

$0
$0

$0

$O**

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

21% thru 100" day

101 day and after

All approved amounts
All but $148 a day
$0

$0
Up to $148 a day
$0

$0
$0

All costs

BLOOD
First 3 pints
Additional amounts

$0
100%

3 pints
$0

$0
$0

HOSPICE CARE

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

All but very limited co-
payment/ coinsurance
for out-patient drugs
and inpatient respite
care

Medicare
co-payment/coinsurance

$0

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as 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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PLAND

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with

an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as
Physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable medical
equipment
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0

Generally 80%

$0
Generally 20%

$147 (Part B deductible)

$0

PART B EXCESS CHARGES
(Above Medicare Approved

Amounts) $0 $0 All costs

BLOOD

First 3 pints $0 All costs $0

Next $147 of Medicare Approved

Amounts* $0 $0 $147 (Part B deductible)
Remainder of Medicare Approved

Amounts 80% 20% $0

CLINICAL LABORATORY

SERVICES - TESTS FOR

DIAGNOSTIC SERVICES 100% $0 $0
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PLAND
PARTSA&B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies

— Durable medical equipment
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

$0
80%

$0

$0

20%

$0

$147 (Part B deductible)

$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL — NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
the first 60 days of each trip
outside 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.
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PLAN F

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

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

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*

Semiprivate room and

board, general nursing and

miscellaneous services

and supplies

First 60 days

61° thru 90" day

91% day and after:

— While using 60 lifetime
reserve days

— Once lifetime reserve
days are used:

— Additional 365 days

— Beyond the additional
365 days

All but $1,184
All but $296 a day

All but $592 a day

$0

$0

$1,184 (Part A deductible)
$296 a day

$592 a day
100% of Medicare-eligible

expenses

$0

$0
$0

$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

21%' thru 100™ day

101 day and after

All approved amounts
All but $148 a day
$0

$0
Up to $148 a day
$0

$0
$0

All costs

BLOOD
First 3 pints
Additional amounts

$0
100%

3 pints
$0

$0
$0

HOSPICE CARE

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

All but very limited co-
payment/ coinsurance for
outpatient drugs and
inpatient respite care

Medicare
co-payment/coinsurance

$0

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as

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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PLAN F

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as
Physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable medical
equipment,
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0
Generally 80%

$147 (Part B deductible)

Generally 20%

$0
$0

PART B EXCESS CHARGES

(Above Medicare Approved
Amounts)

$0

100%

$0

BLOOD

First 3 pints

Next $147 of Medicare
Approved amounts®
Remainder of Medicare
Approved amounts

$0
$0

80%

All costs
$147 (Part B deductible)

20%

$0
$0
$0

CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES

100%

$0

$0
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PLAN F

PARTS A &B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
— Medically necessary skilled
care services and medical
supplies 100% $0 $0
— Durable medical equipment
First $147 of Medicare
Approved Amounts* $0 $147 (Part B deductible) | $0
Remainder of Medicare
Approved Amounts 80% 20% $0
OTHER SERVICES - NOT COVERED BY MEDICARE
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
FOREIGN TRAVEL — NOT
COVERED BY MEDICARE
Medically necessary
emergency care services
beginning during the first 60
days of each trip outside the
USA
First $250 each calendar year | $0 $0 $250
Remainder of charges $0 80% to a lifetime 20% and amounts
maximum benefit of over the $50,000
$50,000 lifetime maximum
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PLAN G

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

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

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $1,184 $1,184 (Part A deductible) | $0
61° thru 90" day All but $296 a day $296 a day $0
91% day and after:
— While using 60 lifetime

reserve days All but $592 a day $592 a day $0
— Once lifetime reserve days

are used:

— Additional 365 days $0 100% of Medicare-eligible | $0**
expenses

— 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
21% thru 100" day All but $148 a day Up to $148 a day $0
101* 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 All but very limited co- .

. . . payment/ coinsurance | Medicare
requirements, including a $0

doctor’s certification of
terminal illness.

for out-patient drugs
and inpatient respite
care

co-payment/coinsurance

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
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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PLAN G

MEDICARE (PART B) — MEDICAL SERVICES-PER - CALENDAR YEAR

*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as
Physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable medical
equipment
First $147 of Medicare
Approved Amounts*
Remainder of Medicare

$0

$0

$147 (Part B deductible)

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 $147 of Medicare
Approved Amounts* $0 $0 $147 (Part B deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0
CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES 100% $0 $0

ACOCTNR

Page 20 of 24
Effective: 09-06-2012

(continued)

ACOCTNR.4



PLAN G
PARTS A &B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies

— Durable medical equipment
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

$0
80%

$0

$0

20%

$0

$147 (Part B deductible)

$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL - NOT

COVERED BY MEDICARE
Medically necessary
emergency care services
beginning during the first 60
days of each trip outside 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
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PLAN N
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

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

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*

Semiprivate room and board,

general nursing and

miscellaneous services and

supplies

First 60 days

61° thru 90" day

91% day and after:

— While using 60 lifetime
reserve days

— Once lifetime reserve
days are used:

— Additional 365 days

— Beyond the additional
365 days

All but $1,184
All but $296 a day

All but $592 a day

$0

$0

$1,184 (Part A deductible)
$296 a day

$592 a day
100% of Medicare-eligible

expenses

$0

$0
$0

$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

21% thru 100" day

101 day and after

All approved amounts
All but $148 a day
$0

$0
Up to $148 a day
$0

$0
$0

All costs

BLOOD
First 3 pints
Additional amounts

$0
100%

3 pints
$0

$0
$0

HOSPICE CARE

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

All but very limited co-
payment/ coinsurance
for outpatient drugs
and inpatient respite
care

Medicare
co-payment/coinsurance

$0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as 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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PLAN N

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -

IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as
Physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable medical
equipment,

First $147 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

$0

Generally 80%

$0

Balance, other than up
to $20 per office visit
and up to $50 per
emergency room visit.
The co-payment 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

$147 (Part B deductible)

Up to $20 per office visit
and up to $50 per
emergency room visit.
The co-payment 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 $147 of Medicare Approved
Amounts* $0 $0 $147 (Part B deductible)
Remainder of Medicare Approved
Amounts 80% 20% $0
CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES 100% $0 $0
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PLAN N
PARTS A &B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies

— Durable medical equipment
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

$0

80%

$0

$0

20%

$0

$147 (Part B deductible)

$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL - NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during
the first 60 days of each trip
outside 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.
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