2026 Summary of Benefits

Jan. 1, 2026 — Dec. 31, 2026

888-645-6025 | TTY 711
Seven Days a Week, 8 a.m. to 8 p.m.
(Oct. 1 to March 31)

Monday - Friday, 8 a.m. to 8 p.m.
(All Other Times)
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BlueCross Rx Value (PDP)
$5953-001

BlueCross BlueShield of South Carolina is a Medicare Advantage PDP organization with a Medicare
contract. Enroliment in BlueCross BlueShield of South Carolina depends on contract renewal.

The benefit information provided in this booklet is a summary of what we cover and what you pay. It
doesn't list every service that we cover or list every limitation or exclusion. To get more information
about costs, benefits, or rules please review the Evidence of Coverage, which is located on our
website at www.SCBluesMedAdvantage.com. You may also call Customer Service to ask us to mail
you an Evidence of Coverage.

To be eligible: To join BlueCross Rx Value 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 is South Carolina.

How to reach us:

e If you are a member, call toll-free 1-888-645-6025 (TTY users call 711).

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

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. All other times, you can call us Monday through Friday from 8 a.m. to 8 p.m. Eastern
time.

e Our website: www.SCBluesMedAdvantage.com

Monthly Premium, Deductible and Limits
Monthly Plan Premium $139.70

If you receive premium assistance, your plan premium may be
reduced.

If you have Part B, you must keep paying your Medicare Part B
premium.

Part D Deductible $0 deductible on Tier 1 and Tier 6
$615 deductible for Tier 2, Tier 3, Tier 4, and Tier 5

Prescription Drug Coverage

The following section includes information about what we cover and what you pay during the three
“drug payment stages” of our plan’s benefits. The stages are Yearly Deductible, Initial Coverage 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.

Yearly Deductible Stage: During this stage, you pay the full cost of your Tier 2, 3, 4 and 5 drugs until
you have reached the yearly deductible. The deductible doesn’t apply to covered insulin products and
most adult Part D vaccines, including shingles, tetanus, and travel vaccines.
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Initial Coverage Stage: During this stage, the plan pays its share of the cost of your drugs, and you
pay your share. You stay in the Initial Coverage Stage until your total out-of-pocket costs reach
$2,100. You then move on to the Catastrophic Coverage Stage.

Catastrophic Coverage: The Catastrophic Coverage Stage is the third and final stage. If you reach
the Catastrophic Coverage Stage, you pay nothing for covered Part D drugs.

Part D Prescription Drug Benefit

Deductible
Stage

You pay $615 deductible on Tiers 2, 3, 4 and 5 only.

Preferred Retail (In-Network)

Standard Retail (In-Network)

Initial
Coverage
Stage 30-day Supply 60-day Supply|90-day Supply| 30-day Supply  60-day Supply 90-day Supply
Tier 1:
Preferred $12 copay | $24 copay | $36 copay $15 copay $30 copay $45 copay
Generic
vl $17 copay | $34 copay $51 copay $20 copay $40 copay $60 copay
Generic
PT'fr 3 g 17% 17% 17% 19% 19% 19%
': e"de coinsurance | coinsurance | coinsurance | coinsurance coinsurance | coinsurance
ran
Tier 3:
Covered $35 copay $70 copay | $105 copay | $35 copay $70 copay $105 copay
Insulin
Tier 4: Non- 50% 50% 50% 50% 50% 50%
Preferred | coinsurance | coinsurance | coinsurance | coinsurance | coinsurance | coinsurance
Tier 4:
Covered $35 copay $70 copay | $105 copay | $35 copay $70 copay | $105 copay
Insulin
. . o o
Tler. 5 . 25% Not Covered | Not Covered . 25% Not Covered | Not Covered
Specialty | coinsurance coinsurance
Tier 5:
Covered $35 copay | No Covered | Not Covered = $35 copay Not Covered | Not Covered
Insulin
Tier 6:
Select Care| $5 copay $10 copay | $15 copay $8 copay $16 copay $24 copay
Drugs
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Mail Order and Long-Term Care (LTC)

Mail Order Long-Term Care
Initial
Coverage 30-day Supply 60-day Supply 90-day Supply 31-day Supply
Stage
Tier 1:
Preferred $12 copay | $24 copay | $30 copay $12 copay
Generic
LY 2 $17 copay | $34 copay |$42.50 copay $17 copay
Generic
Pl-'relzr::;d 17% 17% 17% 17% coinsurance
coinsurance | coinsurance | coinsurance °
Brand
Tier 3:
Covered $35 copay $70 copay | $105 copay $35 copay
Insulin
Tier 4: Non- 50% 50% 50% 50% coinsurance
Preferred | coinsurance | coinsurance | coinsurance 0
Tier 4:
Covered $35 copay $70 copay | $105 copay $35 copay
Insulin
. . o
T|er. 5 . 25% Not Covered  Not Covered 25% coinsurance
Specialty | coinsurance
Tier 5:
Covered $35 copay | Not Covered | Not Covered $35 copay
Insulin
Tier 6:
Select Care| $5 copay $10 copay |$12.50 copay $5 copay
Drugs

Cost sharing may change depending on the pharmacy you choose, when you enter another phase of
the Part D benefit and if you qualify for "Extra Help." To find out if you qualify for "Extra Help," please
contact the Social Security Office at 1-800-772-1213 Monday — Friday, 7a.m. — 7p.m. TTY users

should call 1-800-325-0778. For more information on your prescription drug benefit, please call us or

access your "Evidence of Coverage" online at www.SCBluesMedAdvantage.com.

You may get drugs from an out-of-network pharmacy but may pay more than you pay at an in-

network pharmacy.

Limitations, copayments, and restrictions may apply. Benefits, premiums, copayments, or

coinsurance may change on January 1 of each year.

To find out more about the coverage and costs of Original Medicare, look in the current “Medicare

&You” handbook.
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak English, free language assistance services are available to you. Appropriate auxiliary aids and
services to provide information in accessible formats are also available free of charge. Call 1-888-645-6025 (TTY: 711) or
speak to your provider.

Espafiol: ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. También estan
disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacién en formatos
accesibles. Llame al 1-844-396-0183 (TTY: 711) o hable con su proveedor. (Spanish)

WS R &D%m;ﬁ[qﬂi] BAM AT DL A E A 0 BEGE S R B IR, Hjﬁuﬁaﬁﬁd L % i B T L ERLAR TS, 1L
JEF RS PRGN, FEEE 1-844-396-0188 (TTY : 711) SRELEIVFR(ILE TR, (Chinese)

Tiéng Viét: LU'U Y: Néu quy vi n6i tiéng Viét, chung t6i cung cap mién phi cac dich vu hd tro ngdn ngir. Cac hé tro
va dich vu bo sung phu hop dé cung cap thong tin theo cac dinh dang dé tiép can cling dwoc cung cap mien phi.
Vui long goi 1-844-389-4838 (TTY: 711) hoac trao dbi v&i nha cung cap dich vu clia quy vi. (Vietnamese)

PYCCKWUIN: BHUMAHME! Ecnn Bbl rOBOPUTE Ha PYCCKOM A3bIKE, BaM AOCTYMHbI 6ecnnaTHble YCayr A3bIKOBOM NOAAEPMHKKU.
CooTBeTCTBYIOLLME BCMOMOraTe /ibHble CpeacTBa U YCAYrv No NpeaocTaBaeHno MHGopMaLMn B AOCTYMNHbIX opmaTax Takke
npegocTaBaaoTca becnnatHo. Mo3BoHUTe no TenedpoHy 1-844-389-4840 (TTY: 711) unu obpatutecb K CBOEMY NOCTABLLUKY
ycnyr. (Russian)

Tagalog: PAALALA: Kung nagsasalita ka ng Tagalog, available ang mga libreng serbisyo ng tulong sa wika para sa iyo.
Available rin nang walang bayad ang mga naaangkop na auxiliary na tulong at serbisyo para magbigay ng impormasyon sa
mga naa-access na format. Tumawag sa 1-844-389-4839 (TTY: 711) o makipag-usap sa iyong provider. (Tagalog)

Portugués do Brasil: ATENCAO: Se vocé fala portugués, ha servicos gratuitos de assisténcia linguistica disponiveis para
vocé. Assisténcia e servigos auxiliares proprios para fornecer informagdes em formatos acessiveis também estdo disponiveis
gratuitamente. Ligue para 1-844-396-0182 (TTY: 711) ou fale com seu provedor. (Portuguese)

Frangais : NOTE : Si vous parlez francais, des services gratuits d'assistance linguistique sont a votre disposition. Des aides et
des services auxiliaires appropriés pouvant fournir des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 1-844-396-0190 (TTY : 711) ou adressez-vous a votre prestataire. (French)

oSl eaulst WU i JJesdl cllddll €] dl Hed MINLSIY AsIUdl Ad ) dHRLHIR2 Gudoey B-
ALY AI(5563] MelY e WsARIE sTeHi HilEd] Yl uisdl Hies{l Acid)l Rl (deil YR Gudod 8-
1-844-641-2898 (TTY: 711) U2 S14 521 Ul dHIL Ueldl A8l did 52)- Gujarati)

Deutsch: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfiigung.
Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls
kostenlos zur Verfiigung. Rufen Sie unter 1-844-396-0191 (TTY: 711) an oder sprechen Sie mit [hrem Anbieter. (German)
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FEZX 7|3 Y MHAZ 282 XS E L C 1-844-396-0187(TTY: 711)H O 2 M3} AL}
SHM A2, (Korean)
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(Arabic) ."Heasll axie ) s f (711 solaill Cilell 033 1-844-396-0189 ad,ll e Josil Ulae Leall J sum sl (S

YKpaiHcbKa MoBa: YBATA! AKLIO BU pO3MOBAAETE YKPATHCLKOK MOBOO, BaM AOCTYMNHI He3KOWTOBHI MOBHI nocayri. BianosiaHi
OOMNOMIXKHI 3acobu 1 Nocnyrm Ana HaaaHHA iHpopmalLii B AOCTYNHUX dopmMaTax TakoXK A0CTynHi be3KowToBHO. 3aTenedoHyinTe
3a Homepom 1- 844-641-2897 (TTY: 711) abo 3BepHiTbcA A0 cBOro nocrtayanbHuKa. (Ukrainian)



BARE I BAEZFLETIEE. BEHOESEXIEY—ERESHAWNV-ETFET ., 79T ILGETELRIEATES L
SEEIN:) GHRATHEREZIRE T 5O OBEULEEIE O —ERLERTITFIALZITET, 1-844-396-0191
(TTY:711) EFTHEEZEW, FzlE, CFIADEXRFIZEMULEHELIZELY, (Japanese)

Tve: Tsavsu: maaauwans e induinsenuthowdssuuamu s wenannil
fufiimFosfionazusmathomdoie daya Tusuuuuiithds ld las Liidod 1o93e Tusa lnssiasion 1-844-641-2896 (TTY: 711)

wioUsnwnii Tusnsvosaat (Thai)

= [ & @ o o ' o Y ' o 1 o h '
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mvUomvccooocze)mmcwwz.ucwS‘Zmaa.gvclvsmuccoommmocaﬁcng20. Qmacs 1-844-641-2895 (TTY: 711 0
SuHuElnuSnivesguin. (Lao)

fedl: e <o afg omu Bt sierd &, < oMU foW e WO WedT a1t IUasy giat & | JaH ureal
TSR UaH B & o Iugad Gerd e iR Jand ft (s Iuasy &1 1-844-641-2894 (TTY: 711) R
BId DL T 30 Uardl ¥ §1d B | (Hindi)




v South Carolina

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