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North Dakota [2021]

Outline of Coverage for Medicare SANFARD
Select Supplement - MACRA HEALTH PLAN




North Dakota Outline of Coverage for

Medicare Select Supplement — MACRA

Benefit Plans A, C, D, F, High Deductible F, G, High Deductible G, and N are offered by Sanford Health

Plan.

This chart shows the benefits included in each of the standard Medicare SELECT supplement plans. Every company must make
Plan “A” available. Only applicants’ first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F. High
deductible G is available for effective dates on or after 01/01/2020. Some plans may not be available in your state. Plans E, H, I,

and J are no longer available for sale.

Basic Benefits:

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.

Blood — First three pints of blood each year.

Hospice — Part A coinsurance.

A

Basic, including 100%
Part B coinsurance

B

Basic, including 100%
Part B coinsurance

e

Basic, including 100%
Part B coinsurance

D

Basic, including 100%
Part B coinsurance

F F

Basic, including 100%
Part B coinsurance

Skilled Nursing Facility
Coinsurance

Skilled Nursing Facility
Coinsurance

Skilled Nursing Facility
Coinsurance

Part A Deductible

Part A Deductible

Part A Deductible

Part A Deductible

Part B Deductible

Part B Deductible

Part B Excess (100%)

Foreign Travel
Emergency

Foreign Travel
Emergency

Foreign Travel
Emergency




Basic, including 100%
Part B coinsurance

Hospitalization and
preventive care paid at
100%; other basic
benefits paid at 50%

Hospitalization and
preventive care paid at
100%; other basic
benefits paid at 75%

Basic, including 100%
Part B coinsurance

Basic, including 100%
Part B coinsurance,
except up to $20
copayment for office
visit, and up to $50
copayment for ER

Skilled Nursing Facility
Coinsurance

50% Skilled Nursing
Facility Coinsurance

75% Skilled Nursing
Facility Coinsurance

Skilled Nursing Facility
Coinsurance

Skilled Nursing Facility
Coinsurance

Part A Deductible

50% Part A Deductible

75% Part A Deductible

50% Part A Deductible

Part A Deductible

Part B Excess (100%)

Foreign Travel
Emergency

Foreign Travel
Emergency

Foreign Travel
Emergency

Out-of-pocket limit
$[6,220]; paid at 100%
after limit reached

Out-of-pocket limit
$[3,110]; paid at 100%
after limit reached

Indicates plans offered by Sanford Health Plan.

*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 [$2,370] deductible. Benefits from high deductible plan F will not begin until out-of-pocket
expenses exceed [$2,370]. 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.

**Plan G also has an option called a high deductible plan G. This high deductible plan pays the same benefits as Plan G
after one has paid a calendar year [$2,370] deductible. Benefits from high deductible Plan G will not begin until out-of- pocket
expenses exceed [$2,370]. High deductible plan G does not cover the Medicare Part B deductible. However, your

payment of the Part B deductible amount counts toward the accumulation of out-of-pocket expenses.




Benefit Chart of Medicare Supplement Plans Sold for effective dates after December 31, 2019

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.

Note: The check marks (V) in the Medigap chart mean the benefit is included with this plan option.

Medicare
Plans Available to All Applicants first eligible
Benefits before 2020
only
C =
Medicare Part A coinsurance
and hospital coverage (up to
an additional 365 days after
Medicare benefits are used V4 v V4 v v v v v v v
up)
Medicare Part B Y Y Y Y Y v Y Y
Coinsurance or Copayment 50% 75% (;c’ppp"’gss
Blood (first three pints) v v v v 50% 75% v v v v
Part A hospice care 0 0
coinsurance or copayment v v v ¥ 50% 5% v v v v
Skilled nursing facility 0 0
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 i v
Foreign travel emergency
(up to plan limits) v v v v v v
Out-of-pocket limit in [2021]? [$6,220]% | [$3,110]?

Indicates plans offered by Sanford Health Plan.




Plans F and G also have a high deductible option, which require first paying a plan deductible of [$2,370] 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 copayment of up to [$20] for some office visits and up to a
[$50] copayment for emergency room visits that do not result in an inpatient admission.

Note: We will not pay for services for which a charge is normally not made where there is no insurance. In addition, no benefits
are payable for expenses incurred before the Coverage Effective Date.



Outline of Coverage
Medicare Select Supplement

Premium Information

We can only raise your premium if we raise the premium for all
policies like yours in this State. Your premiums will increase with
age since this is an attained age policy.

Disclosures

Use this outline to compare benefits and premiums among
policies. You do not need more than one Medicare Supplement
or Select Policy. You must be enrolled in Part A and Part B
Medicare coverage and use a Medicare-certified hospital.

Read Your Policy Very Carefully

This is only an outline describing your Policy’s most important
features. The Policy is your insurance contract.

You must read the Policy itself to understand all of the rights and
duties of both you and Sanford Health Plan.

Right to Return Policy

If you find that you are not satisfied with your Policy, you may
return it to Sanford Health Plan. You can return the Policy to the
agent that sold it to you or send it back to: PO Box 91110, Sioux
Falls, SD 57109-1110. 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
Items in brackets [ ] follow current Medicare amounts.

* High Deductible Plan G is available for effective dates on or
after 01/01/2020.

The North Dakota Service area includes the following
counties: Barnes, Burleigh, Cass, Dickey Emmons, Grand
Forks, Grant, Griggs, Kidder, La Moure, Logan, Mclintosh,
McLean, Mercer, Morton, Nelson, Oliver, Ransom, Richland,
Sargent, Sheridan, Sioux, Steele, and Trail.

This Policy may not fully cover all of your medical costs. This
includes medical expenses beyond those covered by
Medicare. This contract does not cover all skilled nursing
home care expenses and does not cover custodial or
residential nursing care. Read your contract carefully to
determine which nursing home facilities and expenses are
covered by your Policy.

Neither Sanford Health Plan nor its agents are connected with
Medicare.

This outline of coverage does not give all the details of
Medicare coverage. Contact your Social Security Office or
consult “Medicare & You” for more details.

Sanford Health Plan offers Medicare Supplement plans, which
do not restrict your use of hospitals. You have the right to
purchase applicable Standard Plans A, C, D, F, High
Deductible F, G, High Deductible G*, and N at any time.

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. Sanford Health Plan 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.
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Medicare Select Provider Network Restrictions

This is a Medicare Select supplement insurance policy. Facility
expenses will be denied if you receive inpatient hospitalization

services or outpatient surgery services in a non-Network Facility.

When you purchase a Sanford Health Plan Medicare Select
Supplement policy, you understand that benefits are paid when
you seek planned care at a network hospital or ambulatory
surgery center (ASC), unless you experience an emergency or
specific services are not available at a network facilities and you
have prior authorization from the Plan.

The full benefits of your coverage will be paid anywhere fif:
1. Services (other than outpatient surgery) are provided
outside a hospital setting (i.e. in a physician’s office or a
skilled nursing facility); or

2. You require services while traveling outside the service
area, on the 1st through the 90th day of each trip; or

3. The services are provided for symptoms requiring
emergency care or are immediately required for unforeseen
illness, injury or other condition, and it is not reasonable to
obtain such services through a Network facility; or

4. Services are not available at a Network facility.

Other than outpatient surgery as noted above, there are no
restrictions on benefits for services received in a non- hospital
or ASC setting beyond the standard limitations of Medicare
supplement plans.

The Sanford Health Plan Medicare Select Supplement plan
gives you the freedom to use traditional Medicare fee-for-
service benefit when using facilities outside the plan’s Select
network. Please remember when you use this option; you are
responsible or the Medicare deductibles, coinsurance, and any
applicable copay amounts.

Non-Network Facility Admission Procedures

Prior to admission to a non-Network facility, you should, either
directly or through your provider, contact Sanford Health Plan’s
Customer Service Department. A Customer Service
Representative will confirm whether the required services are
available from a network facility, and if not available, will assist
you in locating a network facility that provides the necessary
service. Utilizing Sanford Health Plan’s Customer Service prior
to use of a non-Network facility eliminates the need for
retrospective inquiry as to the legitimacy of the filed claim.

NOTE: The Non-Network Facility Admission Procedures do not
apply in emergency situations or while you are traveling outside
the service area.

Quality Assurance

Sanford Health Plan ensures high quality health care through
our Quality Improvement Program. Our Quality Improvement
Program allows us to provide accountability for the quality of
health care delivery and service. We have a committed Board
of Directors, Medical Management, and Health Plan Quality
Improvement Committees who develop and carry out a Quality
Assurance Plan that has a systematic approach to assessing,
measuring, defining, and resolving medical care, and behavioral
health and service issues.



We seek to provide quality administration and services to
insured members of our Medicare Select supplement insurance
plans and Network facilities.

Complaint & Grievance Procedures

If you are not fully satisfied with the administration, claims
practices, or services we provide; or not fully satisfied with the
services provided by a network facility, you may call us to
express a complaint or write us to submit a grievance.

It is the policy of Sanford Health Plan to make reasonable
efforts to resolve member complaints and grievances.

A process has been established for members (or their
designees) to use when they are dissatisfied with the Plan, its
network, or processes. Member notification of a complaint or
grievance response will be made in writing or by telephone,
which will also be logged for reference. For complaints and
grievances related to the quality of care, the Plan will, at a
minimum, state that the member’s complaint or grievance was
received and investigated.

If you have questions, are dissatisfied with the quality of
Sanford Health Plan services, or have a problem regarding
claims payment or your relationship with the Plan and its
network facilities, contact us at the phone number and address
shown on the back of your identification card.

Grievances, complaints, and/or appeals must be made within
180 days from the date the issue occurred.

Complaints While at a Network Facility

If, while receiving care at a network facility, you have a
complaint regarding care from the facility, you may contact
Customer Service at (800) 752-5863. Customer Service
Representatives will work to resolve any issues you are
experiencing, which may include relaying the complaint to the
facility for prompt resolution.

Appeal Procedures

If you, or authorized representative acting on your behalf, disagree
with the way an authorization for medical care has been made or
with the Plan’s decision to make payment on a claim, contact the
Plan by calling or sending a letter to the following address:

Sanford Health Plan

PO Box 91110

Sioux Falls, SD 57109-1110

Phone: (800) 752-5863 or TTY/TDD: (877) 652-1844
Fax: (605) 328-6812 (long distance charges may apply)

You have 180 days from the date you receive a denial or notice of
payment to appeal a decision made by the Plan.

Once the Plan has received a complete appeal, our goal is to make
a decision and notify you in writing within sixty days. Any adverse
decision notification will advise the member of the opportunity to
submit written comments, documents or other information related
to the appeal.

If the member or a member’s authorized representative appeals an
adverse complaint response, a thorough investigation of the
substance of the appeal including any aspects of clinical care
involved will be conducted by an individual designated by the Plan.
A person who was not the subordinate of any person involved in
the initial determination will review the appeal. The Plan will
document the substance of the appeal and any actions taken,
including any aspects of clinical care involved. For appeals
involving medical necessity, review will be done by a practitioner in
the same or similar specialty that typically treats the medical
condition, performs the procedure, or provides the treatment.

Medicare reconsideration process

If your complaint involves a dispute relating to the payment of
services covered solely by Medicare, you must file a Medicare
appeal through Medicare, not Sanford Health Plan. The steps to
follow in filing a Medicare reconsideration are explained in the
Explanation of Medicare Benefits that can be obtained from the
Medicare.
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Plan A Medicare (Part A) Hospital Services — Per Benefit Period

Services Medicare Pays Plan Pays

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

e First 60 days All but $[1,484] $0 $[1,484] (Part A
deductible)

e 615'thru 90™ day All but $[371] a day $[371] a day $0
e 91stday and after:

- While using 60 lifetime reserve days All but $[742] a day $[742] a day $0
e Once lifetime reserve days are used:

- Additional 365 days $0 100% of Medicare | $0

eligible 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

e First 20 days All approved amounts $0 $0
e 21stthru 100t day All but $[185.50] a day $0 Up to $[185.50] a day
e 1015t day and after $0 $0 All costs
Blood
e First 3 pints $0 3 pints $0
e Additional amounts 100% $0 $0
Hospice Care
You must meet Medicare’s requirements, All but very limited copayment/ | Medicare $0
including a doctor’s certification of terminal coinsurance for outpatient drugs | copayment/
illness. and inpatient respite care coinsurance

L4See page 26



Plan A Medicare (Part B) Medicare Services — Per Calendar Year

Services Medicare Pays Plan Pays

Medical Expenses

In or Out of 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 $0 $0 $[203] (Part B deductible)
e First $[203] of Medicare approved Generally 80% Generally 20%3 $0
amounts?

e Remainder of Medicare approved amounts

Part B Excess Charges

(Above Medicare approved amounts) $0 $0 All costs
Blood
e First 3 pints $0 All costs $0
e Next $[203] of Medicare approved $0 $0 $[203] (Part B deductible)
amounts?
e Remainder of Medicare approved amounts | 80% 20% $0

Clinical Laboratory Services
Tests for Diagnostic Services 100% $0 $0

Parts A & B

Home Health Care
Medicare Approved Services
e Medically necessary skilled care services
and medical supplies 100% $0 $0
e Durable medical equipment
- First $[203] of Medicare approved

amounts? $0 $0 $[203] (Part B deductible)
- Remainder of Medicare approved
amounts 80% 20% $0

23See page 26
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Plan C Medicare (Part A) Hospital Services — Per Benefit Period

Services

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

Medicare Pays

Plan Pays

e First 60 days All but $[1,484] $[1,484] (Part A $0
deductible)
e 615t thru 90" day All but $[371] a day $[371] a day $0
e 91stday and after:
- While using 60 lifetime reserve days All but $[742] a day $[742] a day $0
e Once lifetime reserve days are used:
- Additional 365 days $0 100% of Medicare $0
eligible 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
e First 20 days All approved amounts All but $0 $0
e 21stthru 100" day $[185.50] a day Up to $[185.50] a day $0
e 101 day and after $0 $0 All costs
Blood
e First 3 pints $0 3 pints $0
e Additional amounts 100% $0 $0
Hospice Care
You must meet Medicare’s requirements, All but very limited copayment/ | Medicare copayment/ $0

including a doctor’s certification of terminal
illness.

coinsurance for outpatient drugs
and inpatient respite care

coinsurance

L4See page 26
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Plan C Medicare (Part B) Medicare Services — Per Calendar Year

Services

Medical Expenses
In or Out of Hospital and Outpatient Hospital Treatment,
such as Physician’s services, inpatient and outpatient
medical and surgical services and supplies, physical
and speech therapy, diagnostic tests, durable medical
equipment

e First $[203] of Medicare approved amounts?

Medicare
Pays

$0

Plan Pays

$[203] (Part B deductible)

$0

Tests for Diagnostic Services

Home Health Care
Medicare Approved Services
e Medically necessary skilled care services and
medical supplies
e Durable medical equipment
- First $[203] of Medicare approved amounts?
- Remainder of Medicare approved amounts

100%

$0
80%

$0

$0
20%

e Remainder of Medicare approved amounts Generally 80% | Generally 20% $0
Part B Excess Charges
(Above Medicare approved amounts) $0 $0 All costs
Blood

e First 3 pints $0 All costs $0

e Next $[203] of Medicare approved amounts? $0 $[203] (Part B deductible) | $0

e Remainder of Medicare approved amounts 80% 20% $0
Clinical Laboratory Services

100% $0 $0

Parts A & B

$0

$[203] (Part B deductible)
$0

23See page 26
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MEN®: Medicare (Part B) Medicare Services — Per Calendar Year

Services Medicare Plan Pays
Pays

Other Benefits — Not Covered by Medicare

Foreign Travel
Not covered by Medicare, medically necessary
emergency care services
e 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

13



Plan D Medicare (Part A) Hospital Services — Per Benefit Period

Services Medicare Pays Plan Pays

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

e First 60 days All but $[1,484] $[1,484] (Part A deductible) $0
e 61Stthru 90" day All but $[371] a day $[371] a day $0
e 91stday and after:
- While using 60 lifetime reserve days All but $[742] a day $[742] a day $0
e Once lifetime reserve days are used:
- Additional 365 days $0 100% of Medicare eligible $04
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

e First 20 days All approved amounts $0 $0

e 21s'thru 100" day All but $[185.50] aday | Up to $[185.50] a day $0

e 101 day and after $0 $0 All costs
Blood

e First 3 pints $0 3 pints $0

e Additional amounts 100% $0 $0

Hospice Care
All but very limited Medicare copayment/ $0
copayment/coinsurance | coinsurance
for outpatient drugs and
inpatient respite care

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

1See page 26
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Plan D Medicare (Part B) Medicare Services — Per Calendar Year

Services

Medical Expenses
In or Out of Hospital and Outpatient Hospital
Treatment, such as Physician’s services, inpatient
and outpatient medical and surgical services and
supplies, physical and speech therapy, diagnostic
tests, durable medical equipment
e First $[203] of Medicare approved amounts?
e Remainder of Medicare approved amounts

Medicare Pays

$0
Generally 80%

Plan Pays

$0
Generally 20%

$[203] (Part B deductible)
$0

Part B Excess Charges

Home Health Care
Medicare Approved Services
e Medically necessary skilled care services and
medical supplies
e Durable medical equipment
- First $[203] of Medicare approved
amounts?
- Remainder of Medicare approved
amounts

100%

$0

80%

$0

$0

20%

(Above Medicare approved amounts) $0 $0 All costs

Blood
* First3 pints $0 All costs $0
e Next $[203] of Medicare approved amounts? $0 $0 $[203] (Part B deductible)
e Remainder of Medicare approved amounts | ggoy 20% $0

Clinical Laboratory Services

Tests for Diagnostic Services 100% $0 $0

Parts A & B

$0

$[203] (Part B deductible)

$0

2See page 26
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Plan D Medicare (Part B) Medicare Services — Per Calendar Year

Services Medicare Plan Pays
Pays

Other Benefits — Not Covered by Medicare

Foreign Travel
Not covered by Medicare, medically necessary
emergency care services
e 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
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Plan F or High Deductible Plan F medicare (Part A) Hospital Services — Per Benefit Period

Services

Medicare Pays

After You Pay
$[2,370] Deductible®,
Plan Pays

In Addition to $[2,370]
Deductible®, You Pay

Hospitalization®
Semiprivate room and board, general nursing
and miscellaneous services and supplies
e First 60 days All but $[1,484] $[1,484] (Part A $0
deductible)
e 61stthru 90" day All but $[371] a day $[371] a day $0
e 91stday and after:
- While using 60 lifetime reserve days | All but $[742] a day $[742] a day $0
e Once lifetime reserve days are used:
- Additional 365 days $0 100% of Medicare $04
eligible 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
e First 20 days All approved amounts $0 $0
e 21stthru 100th day All but $[185.50] a day Upto $[185.50] aday | $0
e 101stday and after $0 $0 All costs
Blood
e First 3 pints $0 3 pints $0
e Additional amounts 100% $0 $0
Hospice Care
including a doctor’s certification of terminal /coinsurance for outpatient coinsurance
illness. drugs and inpatient respite care

.45 See page 26
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Plan F or High Deductible Plan F medicare (Part B) Medicare Services — Per Calendar Year

Services

Medical Expenses

In or Out of 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

Medicare Pays

After You Pay $[2,370]
Deductible®, Plan Pays

In Addition to $[2,370]
Deductible®, You Pay

Home Health Care
Medicare Approved Services

medical supplies
e Durable medical equipment
- First $[203] of Medicare approved
amounts?
- Remainder of Medicare approved
amounts

e Medically necessary skilled care services and

100%

$0

80%

e First $[203] of Medicare approved amounts? | $0 $[203] (Part B deductible) $0
e Remainder of Medicare approved amounts Generally 80% | Generally 20% $0
Part B Excess Charges
(Above Medicare approved amounts) $0 100% $0
Blood
e First 3 pints $0 All costs $0
e Next $[203] of Medicare approved amounts? | gg $[203] (Part B deductible) $0
e Remainder of Medicare approved amounts 80% 20% $0
Clinical Laboratory Services
Tests for Diagnostic Services 100% $0 $0

Parts A & B

$0
$[203] (Part B deductible)

20%

$0

$0

$0

25See page 26
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Plan F or High Deductible Plan F Mmedicare (Part B) Medicare Services— Per Calendar Year

: : After You Pay $[2,370] In Addition to $[2,370]
seriees HEEleEs Py Deductible®, Plan Pays  Deductible® You Pay

Other Benefits — Not Covered by Medicare

Foreign Travel
Not covered by Medicare, medically necessary
emergency care services

e 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

>See page 26
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Plan G or High Deductible Plan G Medicare (Part A) Hospital Services — Per Benefit Period

After You Pay $[2,370]

In Addition to $[2,370]

Services Medicare Pays Deductible®, Plan Pays Deductible®, You Pay
Hospitalization!
Semiprivate room and board, general nursing
and miscellaneous services and supplies
e First 60 days All but $[1,484] $[1,484] (Part A $0
deductible)
e 61stthru 90" day All but $[371] a day $[371] a day $0
e 91stday and after:
- While using 60 lifetime reserve days | All but $[742] a day $[742] a day $0
e Once lifetime reserve days are used:
- Additional 365 days $0 100% of Medicare $04
eligible 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
e First 20 days All approved amounts $0 $0
e 21stthru 100" day All but $[185.50] a day Up to $[185.50] a day $0
e 101% day and after $0 $0 All costs
Blood
e First 3 pints $0 3 pints $0
e Additional amounts 100% $0 $0
Hospice Care
You must meet Medicare’s requirements, All but very limited copayment | Medicare copayment/ $0
including a doctor’s certification of terminal Icoinsurance for outpatient coinsurance
illness. drugs and inpatient respite care

16See page 26
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Plan Gor Hig h Deductible Plan G medicare (Part B) Medicare Services — Per Calendar Year

Services

Medical Expenses
In or Out of Hospital and Outpatient Hospital Treatment,
such as Physician’s services, inpatient and outpatient
medical and surgical services and supplies, physical and
speech therapy, diagnostic tests, durable medical
equipment

e First $[203] of Medicare approved amounts?

Medicare Pays

$0

After You Pay $[2,370] In Addition to $[2,370]
Deductible®, Plan Pays Deductible® You Pay

$0 $[203] (Part B

Home Health Care
Medicare Approved Services
e Medically necessary skilled care services and
medical supplies
e Durable medical equipment
- First $[203] of Medicare approved
amounts?
- Remainder of Medicare approved amounts

e Remainder of Medicare approved amounts Generally 80%  Generally 20% deductible)
$0
Part B Excess Charges
(Above Medicare approved amounts) $0 100% $0
Blood
e First 3 pints $0 All costs $0
e Next $[203] of Medicare approved amounts? $0 $0 $[203] (Part B
e Remainder of Medicare approved amounts 80% 20% geductlble)
0
Clinical Laboratory Services
Tests for Diagnostic Services 100% $0 $0

Parts A & B

100%

$0

80%

$0 $0

$0 $[203] (Part B
deductible)

20% $0

26See page 26
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Plan Gor High Deductible Plan G Mmedicare (Part B) Medicare Services — Per Calendar Year

Services Medicare Pays After You Pay $[2,370] In Addition to

Deductible®, Plan Pays $[2,370]
Deductible®,You Pay

Other Benefits — Not Covered by Medicare
Foreign Travel

Not covered by Medicare, medically necessary
emergency care services

e 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

®See page 26
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Plan N Medicare (Part A) Hospital Services — Per Benefit Period

Services Medicare Pays Plan Pays

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

e First 60 days All but $[1,484] $[1,484] (Part A deductible) |$0
e 615t thru 90™ day All but $[371] a day $[371] a day $0
e 91t day and after:
- While using 60 lifetime reserve days All but $[742] a day $[742] a day $0
e Once lifetime reserve days are used:
- Additional 365 days $0 100% of Medicare eligible $04
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

e First 20 days All approved amounts $0 $0

e 21stthru 100t day All but $[185.50] aday | Up to $[185.50] a day $0

e 101stday and after $0 $0 All costs
Blood

e First 3 pints $0 3 pints $0

e Additional amounts 100% $0 $0
Hospice Care
You must meet Medicare’s requirements, All but very limited Medicare copayment/ $0
including a doctor’s certification of terminal copayment/coinsurance | coinsurance
illness. for outpatient drugs and

inpatient respite care

L4See page 26

23



Plan N Medicare (Part B) Medicare Services — Per Calendar Year

Services

Medical Expenses
In or Out of Hospital and Outpatient Hospital
Treatment, such as Physician’s services, inpatient
and outpatient medical and surgical services and
supplies, physical and speech therapy, diagnostic
tests, durable medical equipment

e First $[203] of Medicare approved

amounts?

e Remainder of Medicare approved amounts

Medicare
Pays

$0

Generally 80%

Plan Pays

$0

Balance, other than up to [$20]
per office visit 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.

$[203] (Part B deductible)
Up to [$20] per office visit
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.

Part B Excess Charges

(Above Medicare approved amounts) $0 $0 All costs
Blood
e First 3 pints $0 All costs 0%
e Next $[203] of Medicare approved $0 $0 $[203] (Part B deductible)
amounts?
e Remainder of Medicare approved amounts | 80% 20% $0
Clinical Laboratory Services
Tests for Diagnostic Services 100% $0 $0

2See page 26
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Plan N Medicare (Part B) Medicare Services — Per Calendar Year

Services Medicare Pays Plan Pays
Parts A & B

Home Health Care
Medicare Approved Services
e Medically necessary skilled care services and

medical supplies 100% $0 $0
e Durable medical equipment
- First $[203] of Medicare approved amounts? | $0 $0 $[203] (Part B deductible)
- Remainder of Medicare approved amounts | 80% 20% $0

Other Benefits — Not Covered by Medicare

Foreign Travel
Not covered by Medicare, medically necessary
emergency care services
e 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 the
maximum benefit of | $[50,000] lifetime maximum
$[50,000]

2See page 26
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Endnotes

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

2Once you have been billed $[203 in 2021] of Medicare Approved Amounts for covered services, your Part B Deductible
will have been met for the calendar year.

3part B Coinsurance (generally 20% of Medicare approved expenses), or in the case of hospital outpatient services
under a prospective payment system, applicable copay amounts.

4When 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.

SThis high deductible plan pays the same benefits as Plan F after one has paid a calendar year $[2,370 in 2021]
deductible. Benefits from the high deductible plan F will not begin until out-of-pocket expenses are $[2,370 in 2021].
Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the policy.

6This high deductible plan pays the same benefits as Plan G after you have paid a calendar year [$2,370 in 2021]
deductible. Benefits from the high deductible Plan G will not begin until out-of-pocket expenses are [$2,370 in 2021].
Out-of-pocket expenses for this deductible include expenses for the Medicare Part B deductible, and expenses that
would ordinarily be paid by the policy. This does not include the plan’s separate foreign travel emergency deductible.
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Monthly Premium Information — Non-Tobacco
Plans A, C, D

Your premium is based on your age, gender, and plan benefits. Sanford Health Plan can only raise your
premium if we raise the premium for all policies like yours in this State.

Age Plan A Plan Ct Plan D
‘ Female Female Female

65 $61.22 $60.50 $114.02 $112.68 $103.46 $102.33
66 $62.40 $61.68 $116.22 $114.89 $105.45 $104.34
67 $63.60 $62.86 $118.45 $117.08 $107.48 $106.33
68 $67.93 $65.68 $126.50 $122.35 $114.79 $111.11
69 $72.31 $68.65 $134.67 $127.87 $122.19 $116.13
70 $76.73 $71.70 $142.89 $133.55 $129.66 $121.29
71 $81.19 $74.72 $151.19 $139.17 $137.19 $126.39
72 $85.74 $77.76 $159.67 $144.84 $144.88 $131.54
73 $89.62 $80.71 $166.89 $150.34 $151.44 $136.53
74 $93.53 $83.62 $174.18 $155.76 $158.05 $141.46
75 $97.47 $86.62 $181.52 $161.34 $164.71 $146.53
76 $101.06 $89.30 $188.21 $166.34 $170.78 $151.06
77 $104.65 $91.93 $194.89 $171.24 $176.84 $155.52
78 $107.48 $93.97 $200.15 $175.03 $181.62 $158.95
79 $110.31 $95.94 $205.43 $178.71 $186.41 $162.30
80 $113.15 $97.93 $210.72 $182.41 $191.21 $165.66

1Only applicants’ first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F.
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Monthly Premium Information — Non-Tobacco
Plans A, C, D (con't)

Your premium is based on your age, gender, and plan benefits. Sanford Health Plan can only raise your
premium if we raise the premium for all policies like yours in this State.

Female Female
81 $116.00 $99.91 $216.02 $186.11 $196.02 $169.02
82 $118.85 $101.91 $221.33 $189.82 $200.84 $172.39
83 $121.35 $103.61 $225.99 $192.99 $205.06 $175.27
84 $123.92 $105.37 $230.77 $196.27 $209.40 $178.25
85 $126.43 $107.08 $235.45 $199.46 $213.65 $181.14
86 $128.71 $108.59 $239.70 $202.26 $217.50 $183.68
87 $130.98 $110.09 $243.93 $205.07 $221.34 $186.23
88 $132.24 $111.36 $246.28 $207.43 $223.47 $188.38
89 $133.44 $112.56 $248.50 $209.66 $225.49 $190.41
90 $134.69 $113.77 $250.84 $211.91 $227.61 $192.45
91 $135.95 $114.97 $253.17 $214.15 $229.73 $194.48
92 $137.20 $116.23 $255.50 $216.50 $231.84 $196.62
93 $138.34 $117.37 $257.62 $218.61 $233.76 $198.54
94 $139.53 $118.51 $259.84 $220.74 $235.78 $200.47
95 $140.66 $119.65 $261.96 $222.87 $237.70 $202.41
96 $141.85 $120.79 $264.17 $224.99 $239.71 $204.33
97 $142.98 $121.93 $266.28 $227.11 $241.62 $206.25
98 $144.18 $123.06 $268.50 $229.22 $243.63 $208.18
99 $145.37 $124.20 $270.71 $231.35 $245.64 $210.11
100+ $145.37 $124.20 $270.71 $231.35 $245.64 $210.11

10nly applicants’ first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F.

28




Monthly Premium Information — Non-Tobacco
Plans F, F-HD, G, G-HD, N

Your premium is based on your age, gender, and plan benefits. Sanford Health Plan can only raise your
premium if we raise the premium for all policies like yours in this State.

Plan F High Plan G High
1
PLEN - Deductible?! PLEm © Deductible? FUED N

Male Female‘ Male Female ‘ Male Female‘ EE] Female Male Female
65 $116.45 | $115.18 | $55.65 $55.04 $92.00 $91.00 $38.64 $38.22 $82.98 $82.05
66 $118.69 | $117.44 | $56.72 $56.12 $93.77 $92.78 $39.38 $38.97 $84.58 $83.65
67 $120.97 | $119.68 | $57.81 $57.19 $95.57 $94.55 $40.14 $39.71 $86.20 $85.25
68 $129.20 | $125.06 | $61.74 $59.76 | $102.07 | $98.80 $42.87 $41.50 $92.07 $89.09
69 $137.54 | $130.71 | $65.73 $62.46 | $108.66 | $103.26 | $45.64 $43.37 $98.01 $93.11
70 $145.94 | $136.52 | $69.74 $65.24 | $115.29 | $107.85 | $48.42 $45.30 | $104.00 | $97.25
71 $154.42 | $142.26 | $73.80 $67.98 | $121.99 | $112.38 | $51.24 $47.20 | $110.04 | $101.34
72 $163.07 | $148.06 | $77.93 $70.75 | $128.83 | $116.97 | $54.11 $49.13 | $116.21 | $105.47
73 $170.45 | $153.68 | $81.46 $73.44 | $134.66 | $121.40 | $56.56 $50.99 | $121.46 | $109.47
74 $177.89 | $159.22 | $85.01 $76.09 | $140.53 | $125.79 | $59.02 $52.83 | $126.76 | $113.42
75 $185.40 | $164.93 | $88.60 $78.81 | $146.46 | $130.29 | $61.51 $54.72 | $132.11 | $117.48
76 $192.22 | $170.03 | $91.86 $81.25 | $151.85 | $134.33 | $63.78 $56.42 | $136.98 | $121.12
77 $199.05 | $175.04 | $95.13 $83.65 | $157.25 | $138.28 | $66.05 $58.08 | $141.84 | $124.69
78 $204.42 | $178.91 | $97.69 $85.50 | $161.49 | $141.34 | $67.83 $59.36 | $145.67 | $127.45
79 $209.82 | $182.68 | $100.27 $87.30 | $165.75 | $144.32 | $69.62 $60.61 | $149.51 | $130.13
80 $215.22 | $186.46 | $102.85 $89.11 | $170.02 | $147.30 | $71.41 $61.87 | $153.36 | $132.82

1Only applicants’ first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F.
2High deductible G is available for effective dates on or after 01/01/2020

29



Monthly Premium Information — Non-Tobacco
Plans F, F-HD, G, G-HD, N (con't)

Your premium is based on your age, gender, and plan benefits. Sanford Health Plan can only raise your
premium if we raise the premium for all policies like yours in this State.

Plan F High Plan G High
Hie [ Deductiblge1 AT E Deductiblgtla2 SIS
Age Male Female Male Female Male Female Male Female Male Female
81 $220.63 @ $190.24 | $105.44 | $90.91 | $174.30 @ $150.29 | $73.21 $63.12 | $157.22 | $135.51
82 $226.05 @ $194.04 | $108.03 | $92.73 | $178.58 & $153.29 | $75.00 $64.38 | $161.09 & $138.22

83 $230.81 | $197.28 & $110.31 @ $94.28 | $182.34 $155.85  $76.58 $65.46 | $164.48 | $140.53
84 $235.69 $200.63 | $112.64 @ $95.88 & $186.20 | $158.50 | $78.20 $66.57 | $167.95 | $142.92
85 $240.48 | $203.89 @ $114.92  $97.43 | $189.98 $161.07 @ $79.79 $67.65 | $171.36 @ $145.24
86 $244.81 | $206.75 @ $116.99  $98.80 | $193.40 $163.33 & $81.23 $68.60 | $174.45 | $147.28
87 $249.13 | $209.62 & $119.06 @ $100.17 | $196.82 $165.60 & $82.66 $69.55 | $177.53 | $149.32
88 $251.53 | $212.03 @ $120.20 $101.32 & $198.71 $167.51 @ $83.46 $70.35 | $179.24 @ $151.04
89 $253.80 | $214.32 @ $121.29 $102.42 @ $200.50 $169.31 @ $84.21 $71.11 | $180.86 | $152.67
90 $256.19 | $216.62 @ $122.43 @ $103.52 & $202.39 $171.13 @ $85.00 $71.87 | $182.56 | $154.30
91 $258.57 | $218.90 & $123.57 @ $104.61 | $204.27 $172.93 & $85.79 $72.63 | $184.26 | $155.93
92 $260.95 | $221.31 @ $124.71 @ $105.76 & $206.15 $174.83 @ $86.58 $73.43 | $185.95 | $157.65
93 $263.12 | $223.47 @ $125.74 @ $106.79 @ $207.86 $176.54 @ $87.30 $74.15 | $187.50 | $159.19
94 $265.38 | $225.65 @ $126.83 @ $107.83 | $209.65 $178.26 @ $88.05 $74.87 | $189.11 @ $160.74
95 $267.54 | $227.82 @ $127.86 | $108.87 | $211.36 | $179.98 & $88.77 $75.59 | $190.65 | $162.29
96 $269.81 | $229.99 @ $128.94 | $109.91 | $213.15 | $181.69 & $89.52 $76.31 | $192.26 | $163.83
97 $271.96 | $232.15 @ $129.97 $110.94 @ $214.85 $183.40 & $90.24 $77.03 | $193.80 | $165.37
98 $274.23 | $234.32 @ $131.05 $111.97 @ $216.64 $185.11 @ $90.99 $77.75 | $195.41 | $166.91
99 $276.49 | $236.49 @ $132.13 $113.01 & $218.43 $186.83 | $91.74 $78.47 | $197.02 | $168.46
100+ $276.49 | $236.49 @ $132.13 $113.01 & $218.43 $186.83 | $91.74 $78.47 | $197.02 | $168.46

1Only applicants’ first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F.
2High deductible G is available for effective dates on or after 01/01/2020
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Monthly Premium Information — Tobacco User Rates
Plans A, C, D

Your premium is based on your age, gender, and plan benefits. Sanford Health Plan can only raise your
premium if we raise the premium for all policies like yours in this State.

65 $73.47 $72.59 $136.82 $135.22 $124.15 $122.80
66 $74.88 $74.01 $139.46 $137.86 $126.54 $125.20
67 $76.32 $75.43 $142.14 $140.49 $128.97 $127.59
68 $81.51 $78.82 $151.80 $146.81 $137.74 $133.33
69 $86.77 $82.38 $161.60 $153.45 $146.63 $139.36
70 $92.08 $86.04 $171.47 $160.26 $155.59 $145.55
71 $97.42 $89.66 $181.43 $167.00 $164.63 $151.67
72 $102.88 $93.31 $191.60 $173.81 $173.86 $157.85
73 $107.54 $96.85 $200.27 $180.41 $181.72 $163.84
74 $112.23 $100.35 $209.01 $186.91 $189.65 $169.75
75 $116.97 $103.94 $217.83 $193.61 $197.66 $175.83
76 $121.27 $107.16 $225.85 $199.61 $204.93 $181.28
77 $125.58 $110.32 $233.87 $205.49 $212.21 $186.62
78 $128.97 $112.76 $240.19 $210.03 $217.94 $190.74
79 $132.37 $115.13 $246.52 $214.45 $223.69 $194.76
80 $135.78 $117.52 $252.87 $218.89 $229.45 $198.79

10Only applicants’ first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F.
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Monthly Premium Information — Tobacco User Rates
Plans A, C, D (con't)

Your premium is based on your age, gender, and plan benefits. Sanford Health Plan can only raise your
premium if we raise the premium for all policies like yours in this State.

Plan A Plan D

Female Female Male Female
81 $139.20 $119.90 $259.23 $223.33 $235.22 $202.82
82 $142.62 $122.29 $265.60 $227.79 $241.00 $206.87
83 $145.62 $124.34 $271.19 $231.59 $246.08 $210.33
84 $148.70 $126.45 $276.92 $235.53 $251.28 $213.90
85 $151.72 $128.50 $282.55 $239.35 $256.38 $217.37
86 $154.45 $130.30 $287.64 $242.71 $261.00 $220.42
87 $157.18 $132.11 $292.72 $246.08 $265.61 $223.48
88 $158.69 $133.63 $295.53 $248.91 $268.16 $226.05
89 $160.12 $135.07 $298.20 $251.60 $270.58 $228.49
90 $161.63 $136.52 $301.01 $254.29 $273.13 $230.94
91 $163.14 $137.96 $303.81 $256.97 $275.67 $233.38
92 $164.64 $139.48 $306.61 $259.80 $278.21 $235.94
93 $166.00 $140.84 $309.15 $262.34 $280.52 $238.25
94 $167.43 $142.21 $311.81 $264.89 $282.93 $240.57
95 $168.80 $143.58 $314.35 $267.45 $285.23 $242.89
96 $170.22 $144.95 $317.01 $269.99 $287.65 $245.20
97 $171.58 $146.31 $319.53 $272.53 $289.94 $247.50
98 $173.01 $147.68 $322.20 $275.07 $292.36 $249.81
99 $174.44 $149.05 $324.86 $277.62 $294.77 $252.13
100+ $174.44 $149.05 $324.86 $277.62 $294.77 $252.13

1Only applicants’ first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F.
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Monthly Premium Information — Tobacco User Rates
Plans F, F-HD, G, G-HD, N

Your premium is based on your age, gender, and plan benefits. Sanford Health Plan can only raise your
premium if we raise the premium for all policies like yours in this State.

Plan F High

Plan G High

e Deductible?! PEN € Deductible? FEI Y

Age Male Female Male Female Male Female Male Female Male Female

65 $139.74 $138.22 $66.78 $66.05| $110.40 $109.19 $46.37 $45.86 $99.58 $98.46
66 $142.43 $140.92 $68.07 $67.34| $112.52 $111.33 $47.26 $46.76| $101.50 $100.39
67 $145.17 $143.61 $69.38 $68.63 $114.68 $113.45 $48.17 $47.65 $103.45 $102.30
68 $155.04 $150.08 $74.09 $71.72 $122.48 $118.56 $51.44 $49.80| $110.48 $106.90
69 $165.05 $156.85 $78.88 $74.96| $130.39 $123.92 $54.76 $52.04 $117.61 $111.73
70 $175.13 $163.82 $83.69 $78.29| $138.35 $129.42 $58.11 $54.36| $124.80 $116.70
71 $185.30 $170.71 $88.55 $81.58| $146.39 $134.86 $61.48 $56.64| $132.04 $121.60
72 $195.69 $177.67 $93.52 $84.90 $154.59 $140.36 $64.93 $58.95 $139.45 $126.56
73 $204.54 $184.41 $97.75 $88.13| $161.59 $145.69 $67.87 $61.19| $145.76 $131.36
74 $213.47 $191.07| $102.02 $91.31| $168.64 $150.94 $70.83 $63.40| $152.12 $136.10
75 $222.47 $197.91 $106.32 $94.58| $175.76 $156.35 $73.82 $65.67| $158.53 $140.98
76 $230.66 $204.04| $110.23 $97.51| $182.23 $161.19 $76.53 $67.70| $164.37 $145.35
77 $238.86 $210.05 $114.15 $100.38| $188.70 $165.94 $79.25 $69.70| $170.21 $149.63
78 $245.31 $214.70) $117.23 $102.60| $193.79 $169.61 $81.39 $71.24| $174.81 $152.94
79 $251.78 $219.22| $120.32 $104.76| $198.91 $173.18 $83.54 $72.74| $179.42 $156.16
80 $258.26 $223.75| $123.42 $106.93| $204.03 $176.77 $85.69 $74.24| $184.04 $159.39

10nly applicants’ first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F.
2High deductible G is available for effective dates on or after 01/01/2020
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Monthly Premium Information — Tobacco User Rates
Plans F, F-HD, G, G-HD, N (con't)

Your premium is based on your age, gender, and plan benefits. Sanford Health Plan can only raise your
premium if we raise the premium for all policies like yours in this State.

Plan F High Plan G High
1
FEW (2 Deductible! FEN € Deductible? FEI Y

Age Male Female @ Male = Female  Male Female | Male Female | Male Female
81 $264.76 | $228.29 | $126.53 $109.09 | $209.16 | $180.35 $87.85 $75.75 $188.66 | $162.62
82 $271.27 | $232.85 | $129.64 $111.27 | $214.30 | $183.95 $90.01 $77.26 $193.30 | $165.87
83 $276.98 | $236.74 | $132.37 $113.13 | $218.81 | $187.02 $91.90 $78.55 $197.37 | $168.64
84 $282.83 | $240.76 | $135.16 $115.05 | $223.44 | $190.20 $93.84 $79.88 $201.54 | $171.50
85 $288.57 | $244.66 | $137.91 $116.92 | $227.97 | $193.28 $95.75 $81.18 $205.64 | $174.28
86 $293.77 | $248.10 | $140.39 $118.56 | $232.08 | $196.00 $97.47 $82.32 $209.34 | $176.73
87 $298.96 | $251.54 | $142.87 $120.21 | $236.18 | $198.72 $99.20 $83.46 $213.04 | $179.18
88 $301.83 | $254.44 | $144.25 $121.59 | $238.45 | $201.01 | $100.15 $84.42 $215.09 | $181.25
89 $304.56 | $257.18 | $145.55 $122.90 | $240.60 | $203.18 | $101.05 $85.33 $217.03 | $183.20
90 $307.43 | $259.94 | $146.92 $124.22 | $242.87 | $205.35 | $102.01 $86.25 $219.07 | $185.16
91 $310.29 | $262.68 | $148.29 $125.53 | $245.13 | $207.52 | $102.95 $87.16 $221.11 | $187.12
92 $313.14 | $265.57 | $149.65 $126.91 | $247.38 | $209.80 | $103.90 $88.12 $223.15 | $189.18
93 $315.74 | $268.16 | $150.89 $128.15 | $249.43 | $211.85 | $104.76 $88.98 $224.99 | $191.02
94 $318.46 | $270.78 | $152.19 $129.40 | $251.58 | $213.91 | $105.66 $89.84 $226.93 | $192.88
95 $321.05 | $273.39 | $153.43 $130.64 | $253.63 | $215.98 | $106.52 $90.71 $228.78 | $194.74
96 $323.77 | $275.99 | $154.73 $131.89 | $255.78 | $218.03 | $107.43 $91.57 $230.72 | $196.59
97 $326.35 | $278.58 | $155.96 $133.13 | $257.82 | $220.08 | $108.28 $92.43 $232.55 | $198.45
98 $329.07 | $281.18 | $157.26 $134.37 | $259.97 | $222.13 | $109.19 $93.30 $234.50 | $200.30
99 $331.79 | $283.79 | $158.56 $135.61 | $262.11 | $224.19 | $110.09 $94.16 $236.43 | $202.15
100+ $331.79 | $283.79 | $158.56 $135.61 | $262.11 | $224.19 | $110.09 $94.16 $236.43 | $202.15

10nly applicants’ first eligible for Medicare before 2020 may purchase Plans C, F, and high deductible F.
2High deductible G is available for effective dates on or after 01/01/2020
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Non-discrimination notice

Sanford Health Plan does not discriminate against any future, current, or past Member on the basis of race; ethnicity; color;
national origin; disability; sex; gender; sexual orientation; gender identity; religion; spiritual beliefs; medical condition, including a
current or past history of mental health and substance use disorders; sources of payment for care; or age, in its coverage,
treatment, or benefit decisions.

Sanford Health Plan:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, or other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact our Civil Rights Coordinator.

If you believe that Sanford Health Plan has failed to provide these services or discriminated in any way on the basis of race,
color, national origin, age, disability, or sex, you can file a grievance with our Civil Rights Coordinator, 300 Cherapa

Place #201, Sioux Falls, SD 57109, (877) 305-5463, TTY Number: (877) 652-1844, shpcompliance@sanfordhealth.org. You
can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.nhs.cov/ocr/portal/lobby.jsf,
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH
Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Customer Service is available 8:00 AM to 5:00 PM CT Monday-Friday
Phone: (800) 752-5863 | TTY: (877) 652-1844
Free translation services are available at (800) 892-0675
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Free help in other languages

For help in a language other than English, please call us toll-free
at (800) 892-0675. Both oral and written translation services are
available for free in at least 150 languages. If you have any
questions, for example, about your benefits, this document, or
how Sanford Health Plan pays for your care, please call us.

English: ATTENTION: If you speak English, language
assistance services, free of charge, are available to you.
Call 1-800-892-0675 (TTY: 1-877-652-1844).

Spanish: ATENCION: si habla espafiol, tiene a su disposicién
servicios gratuitos de asistencia linguistica. Llame al 1-800-892-
0675 (TTY: 1-877-652-1844).

Hmong: LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab
txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-892-0675
(TTY: 1-877-652-1844).

Cushite: XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila
gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 1-800-
892-0675 (TTY: 1-877-652-1844).

Vietnamese: CHU Y: N&u ban néi Tiéng Viét, c cac dich vu hd
trg ngdn ng mién phi danh cho ban. Goi s6 1-800-892-0675
(TTY: 1-877-652-1844).

7R

Chinese: X% : MIREFEHBEEPX , BANURBEEEES
BhARHE, SEB(E1-800-892-1-800-892-0675 (TTY: 1-877-652-
1844).

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

Russian: BHUMAHWE: Ecnu Bbl roBOpUTE Ha PyCCKOM $i3bIKE,
TO BaM JOCTYMHbI 6ecnnaTHble ycnyr nepesoga. 3soHute 1-
800-892-0675 (Tenetawn: 1-877-652-1844)
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Laotian: : {U090: T}~ 90 911 9w awIZ 299,
TIWL D PIvg. oecm_ | 90 WwIZ,

floov "z O0 scw o W swlm v W lvs
1-800-892-0675 (TTY: 1-877-652-1844).

Arabic:

23p ) 1-877-652-1844 pdpgbod: |31 IO OOpads 138 1JJEB: Gl #3pIO 1pulgsd 1JJE s sd
SOy J Gldeglo. Iouped ©ide 1-800-892-0675 Al Idgep sldode
Karen:

NS mdSLeS ::3f>gxcﬁrﬁmﬁn?]lm| =D 3§Umﬁg§c3\.o)§r7}x$§m»b:r§ 1352 10050 oo
c\:b:;ac_]gﬁ;n.f)(uxgx.?(\:;)ocv':asﬁgo)s.ﬁo')‘(ruﬁ'.7)18(% Sanford Health Plan

gﬁc&l.(;;n&‘t‘ﬁ# l?sss:r.\gﬁ:gﬁmlmﬁw}:$ﬁrrﬁ ujxr.)ﬁ.:nSJgﬁagﬁ?mvasgr3§§w::']c\:1?§§19
‘ ﬁc\)lmsmlc}f)(xﬁcul?(ﬂ(ﬁ()?gfm‘ng)cqﬁ rtgﬁqtcr)ﬁ(‘r‘ulﬁ m\gmgﬁmﬁuloll(\)l?ﬂ):’)ﬁu?ﬁ ol
(i‘ %5(8\ .?85% :m‘?:m“ L)c)c\)u?mgzgs I)ﬁms wironn s:m‘?‘mﬁfﬁlm‘¥fﬁﬁx5%0}‘0)‘:85(}?55{:‘
QR :r_yseﬁc\?n,ng: 1-800-892-0675 mn::ﬁ,

Ambharic: MNFOA: PAR574.F £ AAYCT NPT PTCTHID ACS T
ECERT N2 ALPIHPT +HIE+TPA: L T N+AM e MC LLMK
1-800-892-0675 (ANt A+ATFM-: 1-877-652-1844).

Korean: =2|: 8F=50{& AI&5tAl= B2, 2104 X[ MHIAE
£ 22 0|85t £+ Q&LICH 1-800-892-0675 (TTY: 1-877-

652-1844). 10 2 K3lall FAIAIL.

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

Serbo-Croatian: OBAVJESTENJE: Ako govorite srpsko-
hrvatski, usluge jeziCke pomoci dostupne su vam besplatno.
Nazovite 1-800-892-0675 (TTY- Telefon za osobe sa
oSte¢enim govorom ili sluhom: 1-877-652-1844).

Cambodian, Mon-Khmer:
UnibRARTZaNbLIS: Yoo lyetind Alaing § UaisnaRSabiie: 4o iloly 2uns aHARS i ogbsini g MM saigReRRs,
Sanford Heath Plan 1 M ESTAMRRING R AII2HIE (LR 24 UATRERID0MMLID! 1 RIS ooRULABPAIRELSN
Lon S iDMGENATA IELI Tl EMmio R AU M ATZRINIRIE R LU RS S UGG T gRyRiitio cntilofygeuie:
S50 S WG 2 HAANGRE RIC AT 250 WA 150 T At oiming
1-800-8920675
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