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2023 Summary of Benefits

BlueCross Rx Essential (PDP), BlueCross Rx Value (PDP) and BlueCross Rx Plus (PDP)
January 1, 2023 — December 31, 2023

This booklet gives you a summary of what we cover and what you pay. The information is not a complete
description of benefits. Contact the plan for more information. Limitations, copayments, and restrictions may
apply. Benefits, premiums and copayments/coinsurance may change on January 1 of each year. To get a
complete list of services we cover, call us and ask for the Evidence of Coverage.

You have choices about how to get your Medicare prescription drug benefits

¢ One choice is to get your prescription drug coverage through a Medicare Prescription Drug Plan, like Rx
Essential (PDP), Rx Value (PDP) and Rx Plus (PDP).

e Another choice is to get your prescription drug coverage through a Medicare Advantage Plan (like an
HMO or PPO) or another Medicare health plan that offers Medicare prescription drug coverage. You get
all of your Part A and Part B coverage, and prescription drug coverage (Part D), through these plans.

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Rx Essential (PDP), Rx Value (PDP) and Rx
Plus (PDP) cover and what you pay.

e Ifyou want to compare our plans with other Medicare drug plans, ask the other plans for their Summary
of Benefits booklets. Or, use the Medicare Plan Finder on www.medicare.gov.

e [fyou want to know more about the coverage and costs of Original Medicare, look in your 2023
Medicare & You handbook. View it online at www.medicare.gov, or get a copy by calling 1-800-
MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

Sections in this booklet
e Things to Know About Rx Essential (PDP), Rx Value (PDP) and Rx Plus (PDP)

e Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services
e Prescription Drug Benefits
This document is available in other formats, such as Braille, large print or audio.

This document may be available in a non-English language. For additional information, call us at 1-800-930-
2836 (TTY users call 711).

THINGS TO KNOW ABOUT RX ESSENTIAL (PDP), RX VALUE (PDP) AND RX PLUS (PDP)
Hours of Operation
e From October 1 to March 31, you can call us 7 days a week from 8 a.m. to 8 p.m. Eastern time.
e All other times, you can call us Monday through Friday from 8 a.m. to 8 p.m. Eastern time.
Rx Essential (PDP), Rx Value (PDP) and Rx Plus (PDP) Phone Numbers and Website
e Ifyou are a member of one of these plans, call toll-free 1-888-645-6025 (TTY users call 711).

e Ifyou are not a member of this plan, call toll-free 1-800-930-2836 (TTY users call 711). (Calls to this
number are answered by a licensed insurance agent.)

e QOur website: www.scbluesmedadvantage.com
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Who can join?

To join Rx Essential (PDP), Rx Value (PDP) or Rx Plus (PDP), you must be entitled to Medicare Part A,
and/or be enrolled in Medicare Part B, and live in our service area. Our service area includes the following:
South Carolina.

Which drugs are covered?

You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our website
(www.scbluesmedadvantage.com) or call Customer Service, and we will send you a copy of the formulary.

How will I determine my drug costs?

Our plans group each medication into one of five "tiers." You will need to use your formulary to locate the tier
your drug is in to determine how much it will cost. The amount you pay depends on the drug's tier and what
stage of the benefit you have reached. Later in this document, we discuss the benefit stages that occur (after you
meet your deductible — Rx Essential (PDP) and Rx Value (PDP) only): Initial Coverage, Coverage Gap and
Catastrophic Coverage.

Important Message About What You Pay for Vaccines - Our plan covers most Part D vaccines at no cost to
you, even if you haven’t paid your deductible. Call Customer Service for more information.

Important Message About What You Pay for Insulin - You won’t pay more than $35 for a one-month supply
of each insulin product covered by our plan, no matter what cost-sharing tier it’s on, even if you haven’t paid
your deductible.

Which pharmacies can I use?

We have a network of pharmacies. You must generally use these pharmacies to fill your prescriptions for
covered Part D drugs. Some of our network pharmacies have preferred cost-sharing. You may pay less if you
use these pharmacies.

You can see our Pharmacy Directory at our website (www.scbluesmedadvantage.com). Or call Customer
Service, and we will send you a copy of the directory.

Summary of Benefits
January 1, 2023 — December 31, 2023

MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY FOR COVERED
SERVICES

Premium and Rx Essential (PDP) Rx Value (PDP) Rx Plus (PDP)
Deductible Details
How much is the $29.80 per month. You $118.60 per month. You | $201.10 per month. You
monthly premium? must continue to pay must continue to pay must continue to pay
your Medicare Part B your Medicare Part B your Medicare Part B
premium. premium. premium.
How much is the $505 per year for Part D | $450 per year for Part D | $0. This plan does not
deductible? prescription drugs, prescription drugs, have a deductible.
except for drugs listed on | except for drugs listed on
Tier 1 and Tier 2, which | Tier 1 and Tier 2, which
are excluded from the are excluded from the
deductible. deductible.
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PRESCRIPTION DRUG BENEFITS

The following section includes information about what we cover and what you pay during the four “drug
payment stages” of our plan’s benefits. The stages are Yearly Deductible (Rx Essential (PDP) and Rx Value
(PDP) only), Initial Coverage, Coverage Gap and Catastrophic Coverage. Your cost-sharing may change as you
enter another stage of the Part D benefit. For more details, call us (the number is on the cover of this booklet) or
see your Evidence of Coverage. The Evidence of Coverage is also available on our website.

deductible, you pay the following
until your total yearly drug costs
reach $4,660. Total yearly drug
costs are the total drug costs paid
by both you and our Part D plan.

You may get your drugs at
network retail pharmacies and
mail-order pharmacies.

deductible, you pay the following
until your total yearly drug costs
reach $4,660. Total yearly drug
costs are the total drug costs paid
by both you and our Part D plan.

You may get your drugs at
network retail pharmacies and
mail-order pharmacies.

Initial Rx Essential (PDP) Rx Value (PDP) Rx Plus (PDP)
Coverage
;Z)l:la;ay After you pay your yearly After you pay your yearly You pay the following until your

total yearly drug costs reach
$4,660. Total yearly drug costs
are the total drug costs paid by
both you and our Part D plan.

You may get your drugs at
network retail pharmacies and
mail-order pharmacies.

How much you pay for your prescription will depend in part on which cost-sharing tier your drug is in.

Tier Tier Label General Description

Number

Tier 1 Preferred Generic The lowest tier and includes preferred generic drugs.

Tier 2 Generic Includes generic drugs.

Tier 3 Preferred Brand Includes preferred brand drugs and non-preferred generic drugs.
Tier 4 Non-Preferred Drug | Includes non-preferred brand drugs and non-preferred generic drugs.
Tier 5 Specialty Tier The highest tier. It contains very high-cost brand and generic drugs

that may require special handling and/or monitoring.

Your costs will also differ relative to the pharmacy’s status as preferred or standard retail, mail-order, Long-
Term Care (LTC), or Home Infusion, and whether you receive a one-month (30-day), two-month (60-day), or
three-month (90-day) supply.

Standard Retail Cost-Sharing

Tier Rx Essential (PDP) Rx Value (PDP) Rx Plus (PDP)
Each plan One- Two- Three- One- Two- Three- One- Two- Three-
has 5 month month month month month month month month month
cost- supply | supply | supply | supply | supply | supply | supply | supply | supply
sharing
tiers
Tier 1 $15 $30 $45 $10 $20 $30 $5 copay $10 $15
(Preferred | copay copay copay copay copay copay copay copay
Generic)
Tier 2 $20 $40 $60 $20 $40 $60 $8 copay $16 $24
(Generic) copay copay copay copay copay copay copay copay
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Tier 3 $47 $94 $141 $47 $94 $141 $27 $54 $81
(Preferred | copay copay copay copay copay copay copay copay copay
Brand)
Select $35 $70 $105 $35 $70 $105 $35 $70 $105
Insulins copay copay copay copay copay copay copay copay copay
Tier 4 50% of | 50% of | 50% of | 50%of | 50% of | 50% of | 45%of | 45%of | 45% of
(Non- the cost | the cost | the cost | the cost | the cost | the cost | the cost | the cost | the cost
Preferred
Drug)
Tier 5 25% of | 25%of | 25%of | 25%of | 25%of | 25%of | 33%of | 33%of | 33% of
(Specialty | the cost | the cost | thecost | the cost | the cost | thecost | the cost | the cost | the cost
Tier)
Preferred Retail Cost-Sharing

Tier Rx Essential (PDP) Rx Value (PDP) Rx Plus (PDP)
Each plan | One- Two- Three- One- Two- Three- One- Two- Three-
has 5 month month month month month month month month month
cost- supply | supply | supply | supply | supply | supply | supply | supply | supply
sharing
tiers
Tier 1 $0 copay | $0 copay | $0 copay | $7 copay $14 $21 $0 copay | $0 copay | $0 copay
(Preferred copay copay
Generic)
Tier 2 $5 copay $10 $15 $15 $30 $45 $3 copay | $6 copay | $9 copay
(Generic) copay copay copay copay copay
Tier 3 $40 $80 $120 $40 $80 $120 $20 $40 $60
(Preferred | copay copay copay copay copay copay copay copay copay
Brand)
Select $35 $70 $105 $35 $70 $105 $35 $70 $105
Insulins copay copay copay copay copay copay copay copay copay
Tier 4 50% of | 50% of | 50% of | 45%of | 45%of | 45% of | 40% of | 40% of | 40% of
(Non- the cost | the cost | the cost | the cost | the cost | the cost | the cost | the cost | the cost
Preferred
Drug)
Tier 5 25% of | 25%of | 25%of | 25%of | 25%of | 25%of | 33%of | 33%of | 33% of
(Specialty | the cost | the cost | thecost | the cost | the cost | the cost | the cost | the cost | the cost
Tier)
Standard Mail-Order Cost-Sharing

Tier Rx Essential (PDP) Rx Value (PDP) Rx Plus (PDP)
Each plan One- Two- Three- One- Two- Three- One- Two- Three-
has 5 month month month month month month month month month
cost- supply | supply | supply | supply | supply | supply | supply | supply | supply
sharing
tiers
Tier 1 $0 copay | $0 copay | $0 copay | $7 copay $14 $17.50 | $0 copay | $0 copay | $0 copay
(Preferred copay copay
Generic)
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Tier 2 $5 copay $10 $12.50 $15 $30 $37.50 | $3 copay | $6 copay | §$7.50
(Generic) copay copay copay copay copay copay
Tier 3 $40 $80 $100 $40 $80 $100 $20 $40 $£50
(Preferred | copay copay copay copay copay copay copay copay copay
Brand)
Select $35 $70 $105 $35 $70 $105 $35 $70 $105
Insulin copay copay copay copay copay copay copay copay copay
Tier 4 50% of | 50% of | 50% of | 45%of | 45% of | 45% of | 40% of | 40% of | 40% of
(Non- the cost | the cost | the cost | the cost | the cost | the cost | the cost | the cost | the cost
Preferred
Drug)
Tier 5 25%of | 25%of | 25%of | 25%of | 25%of | 25%of | 33%of | 33%of | 33% of
(Specialty | the cost | the cost | thecost | the cost | the cost | the cost | the cost | the cost | the cost
Tier)

Plan Rx Essential (PDP) and Rx Value Rx Plus (PDP)

(PDP)

Long-Term Care, | If you reside in a long-term care facility, If you reside in a long-term care facility,

Out-of-Network you pay the same as at a retail pharmacy. | you pay the same as at a retail pharmacy.

ar.ld 0 th.er You may get drugs from an out-of- You may get drugs from an out-of-

Limitations e C
network pharmacy in situations where you | network pharmacy in situations where you
are not able to use a network pharmacy, are not able to use a network pharmacy,
but you may pay more than you pay at an | but you may pay more than you pay at an
in-network pharmacy. For more in-network pharmacy. For more
information on when your drugs can be information on when your drugs can be
covered at an out-of-network pharmacy, covered at an out-of-network pharmacy,
call us or see your Evidence of Coverage. | call us or see your Evidence of Coverage.
If you go to an out-of-network pharmacy, | If you go to an out-of-network pharmacy,
you may be responsible for paying the you may be responsible for paying the
difference between what we would pay difference between what we would pay
for a prescription filled at an in-network for a prescription filled at an in-network
pharmacy and what the out-of-network pharmacy and what the out-of-network
pharmacy charged. pharmacy charged.

Some drugs have limitations. The Some drugs have limitations. The
limitations are quantity limits, prior limitations are quantity limits, prior
authorization, and step therapy. authorization, and step therapy.

Plan Rx Essential (PDP) and Rx Value Rx Plus (PDP)

(PDP)

Coverage Gap Most Medicare drug plans have a Most Medicare drug plans have a
coverage gap (also called the "donut Coverage Gap (also called the "donut
hole"). This means there is a temporary hole"). This means there is a temporary
change in what you will pay for your change in what you will pay for your
drugs. The Coverage Gap begins after the | drugs. The Coverage Gap begins after the
total yearly drug cost (including what our | total yearly drug cost (including what our
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plan has paid and what you have paid)
reaches $4,660.

After you enter the Coverage Gap, you
pay 25% of the cost for covered brand
name drugs and 25% of the cost for
covered generic drugs until your costs
total $7,400, which is the end of the
Coverage Gap. Not everyone will enter
the Coverage Gap.

plan has paid and what you have paid)

reaches $4,660.

After you enter the Coverage Gap, you
pay 25% of the cost for covered generic
drugs until your costs total $7,400, which
is the end of the Coverage Gap. Not
everyone will enter the coverage gap.

Under this plan, you may pay even less
for the brand and generic drugs on the
formulary. Your cost varies by tier. You
will need to use your formulary to locate
your drug's tier. See the chart that follows
to find out how much it will cost you.

Coverage Gap Standard Retail Cost-Sharing

Tier Rx Essential (PDP) and Rx Value Rx Plus (PDP)
(PDP)
Covered One- Two- Three- Covered One- Two- Three-
Drugs month month month Drugs month month month
supply supply supply supply supply supply
Tier 1 You pay You pay You pay Tier 1 $5 copay | $10 copay | $15 copay
(Preferred | 25% of the | 25% of'the | 25% of the | (Preferred
Generic) cost cost cost Generic)
Tier 2 You pay You pay You pay Tier 2 $8 copay | $16 copay | $24 copay
(Generic) | 25% ofthe | 25% of the | 25% ofthe | (Generic)
cost cost cost
Select $35 copay | $70 copay | $105 copay Select $35 copay | $70 copay | $105 copay
Insulins Insulins
Coverage Gap Preferred Retail Cost-Sharing
Tier Rx Essential (PDP) and Rx Value Rx Plus (PDP)
(PDP)
Covered One- Two- Three- Covered One- Two- Three-
Drugs month month month Drugs month month month
supply supply supply supply supply supply
Tier 1 You pay You pay You pay Tier 1 $0 copay $0 copay $0 copay
(Preferred | 25% ofthe | 25% of'the | 25% of the | (Preferred
Generic) cost cost cost Generic)
Tier 2 You pay You pay You pay Tier 2 $3 copay $6 copay $9 copay
(Generic) | 25% of'the | 25% of the | 25% of the | (Generic)
cost cost cost
Select $35 copay | $70 copay | $105 copay Select $35 copay | $70 copay | $105 copay
Insulins Insulins
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Coverage Gap Standard Mail-Order Cost-Sharing

Tier Rx Essential (PDP) and Rx Value Rx Plus (PDP)
(PDP)
Covered One- Two- Three- Covered One- Two- Three-
Drugs month month month Drugs month month month
supply supply supply supply supply supply
Tier 1 You pay You pay You pay Tier 1 $0 copay $0 copay $0 copay
(Preferred | 25% ofthe | 25% of'the | 25% of the | (Preferred
Generic) cost cost cost Generic)
Tier 2 You pay You pay You pay Tier 2 $3 copay $6 copay $7.50
(Generic) | 25% ofthe | 25% of the | 25% ofthe | (Generic) copay
cost cost cost
Select $35 copay | $70 copay | $105 copay Select $35 copay | $70 copay | $105 copay
Insulins Insulins

Catastrophic Coverage:

After your yearly out-of-pocket drug costs (including drugs purchased through your retail pharmacy and

through mail order) reach $7,400, you pay the greater of:

e 5% of the cost, or

e $4.15 copay for generic (including brand drugs treated as generic) and $10.35 copay for all other drugs.

You will pay a maximum of $35 for a 1-month supply of covered insulin during the deductible, initial coverage,
coverage gap or "donut hole" and catastrophic stages of your benefit. Your cost maybe less if you receive

“Extra Help” from Medicare.

The formulary and pharmacy network may change at any time. You will receive notice when necessary.

BlueCross BlueShield of South Carolina is a Medicare Advantage PDP organization with a Medicare contract.

Enrollment in BlueCross BlueShield of South Carolina depends on contract renewal.
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Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may
have about our health or drug plan. To get an interpreter, just call us at [1-
888-645-6025]. Someone who speaks English/Language can help you. This
is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o
medicamentos. Para hablar con un intérprete, por favor llame al 1-844-396-
0183. Alguien que hable espafol le podra ayudar. Este es un servicio
gratuito.

Chinese Mandarin: /15t % 2k sk 55, A5 Bh & iR 25 5 T (dt RE sl 25 W PR G 19 AT ]
Bt 1), HD%@’%%&&E%%HE%, B 1-844-396-0188, FA1myh S LIEA AR IR
TR, XTIk k55,

Chinese Cantonese: 1@3%@‘6{F3E1’J{@E€jiw%ﬁ< BEAF A BE], 2t it o ey
W kA5, TERRRIREs, aFECHE 1-844-725- 1516 oAb SO N R R 2 1R 3
feE g, “E%*IE%EHEZ&O

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang
masagot ang anumang mga katanungan ninyo hinggil sa aming planong
pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika,
tawagan lamang kami sa 1-844-389-4839. Maaari kayong tulungan ng
isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre
a toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-844-396-0190. Un interlocuteur parlant Frangais pourra vous
aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu théng dich mién phi dé tra I5i cdc cau hoi
vé chudng suc khoe va chuang trinh thuéc men. Néu qui vi can théng dich
vién xin goi 1-800-389-4838 sé cb nhan vién ndi ti€ng Viét giup dd qui vi.
DAy 1a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen
zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-844-396-0191. Man wird Ihnen dort auf Deutsch
weiterhelfen. Dieser Service ist kostenlos.

Korean: WAlE 98 B i ok W 93t Afo gaf =¢jux 5 59
AMH)2~E AFetal dFUT &9 AU 2~E o] &3t ™ 73} 1-844-396-0187
Ho 2 ol FA Al L. ?&%013 st HEd A7 2o =8 AUt} o] AMu] e
maa o=t}



Russian: Ecnu y Bac BO3HMKHYT BOMNPOCblI OTHOCUTE/IbHO CTPaxoBOro uim
MeAMKAMEeHTHOro rnjaHa, Bbl MOXeTe BOCMO/Ib30BaTbCA HawmnMm 6ecnnaTtHbIMm
ycnyramm nepeBoaumkoB. YTobbl BOCNOAb30BaTbCS yC/yraMm rnepesoaymka,
Nno3BOHUTE HaM no TenedoHy 1-844-389-4840. Bam okaxeT NOMOLLb
COTPYAHWK, KOTOPbI FOBOPUT NO-pyccku. [laHHaga ycnyra 6ecnnaTtHas.

Arabic: Ll W) Jgan sl Anally et A (o e AladU Aslaal (o sl pn il Clara s L
el aal Le ekl o gisns 1-844-396-0189 (e Ly Juai¥) s 5ms e Gl 558 aasia e Jpemall

Ailas dedd oda dliacliva,

Hindi: SHR TR 1 a1 &1 Aot & §R H 3A10eb fob T Hi 0% o SfaTel < & fofg §HR
TR O gHTIoT ATy SUasY §. Uah GHTAT UTed $v o folg, 999 89 [1-844-725-1519]
IR BF &R, s Afad o fe-<l SiedT § MUD! Aeg HR Jhdl 8. I8 U Jud 4dl &.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un
interprete, contattare il numero 1-844-396-0184. Un nostro incaricato che
parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacdo gratuitos para responder
a qualquer questao que tenha acerca do nosso plano de saude ou de
medicacdo. Para obter um intérprete, contacte-nos através do nimero 1-
844-396-0182. Ira encontrar alguém que fale o idioma Portugués para o
ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou
ta genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon
entepret, jis rele nou nan 1-844-398-6232. Yon moun ki pale Kreyol kapab
ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego,
ktory pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub
dawkowania lekow. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk
polski, nalezy zadzwoni¢ pod numer 1-844-396-0186. Ta ustuga jest
bezptatna.

Japanese: il D EEECRER & KA I T T BT A4 SHEBIICBEZ T 572
2. RIOEEIRT —E 22055 N T8 WFE T, HEIRE S HaIc e 51213, 1-844-396-
0185 I BHE 723 v, HAGEZGET A E P LWL 9, ZEEptod— X
<7,



South Carolina

BlueCross BlueShield of South Carolina
is an independent licensee of the
Blue Cross and Blue Shield Association
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