BlueCross Total Value Lowcountry (PPO) offered by BlueCross
BlueShield of South Carolina

Annual Notice of Change for 2026

You’re enrolled as a member of BlueCross Total Value Lowcountry.
This material describes changes to our plan’s costs and benefits next year.

e You have from October 15 - December 7 to make changes to your Medicare
coverage for next year. If you don't join another plan by December 7, 2025, you’ll
stay in BlueCross Total Value Lowcountry.

e Tochange to a different plan, visit www.Medicare.gov or review the list in the back of
your Medicare & You 2026 handbook.

e Note thisis only a summary of changes. More information about costs, benefits, and
rules is in the Evidence of Coverage. Get a copy at www.SCBluesMedAdvantage.com or
call Customer Service at 1-855-204-2744 (TTY users call 711) to get a copy by mail.

More Resources

e Ourplan provides language assistance services and appropriate auxiliary aids and
services free of charge. See the Notice of Availability of Language Assistance Services
and Auxiliary Aids and Services at the end of this document.

e Call Customer Service number at 1-855-204-2744 (TTY users call 711). Hours are 8 am
to 8 pm, Eastern Time, Monday through Friday. Our automated phone system handles
calls received after 8 pm and on Saturdays, Sundays, and holidays. From October 1
through March 31, we are available 8 am to 8 pm, Eastern Time, seven days a week.
This call is free.

e Thisinformation is available in alternate formats, including large print. Please call
Customer Service if you need plan information in other formats.

About BlueCross Total Value Lowcountry

e BlueCross Total Value Lowcountry is a Medicare Advantage Preferred Provider
Organization plan with a Medicare contract. Enrollment in BlueCross Total Value
Lowcountry depends on contract renewal.

e When this material says “we,” “us,” or “our,” it means BlueCross BlueShield of South
Carolina. When it says “plan” or “our plan,” it means BlueCross Total Value
Lowcountry.

OMB Approval 0938-1051 (Expires: August 31, 2026)


https://www.medicare.gov/
http://www.scbluesmedadvantage.com/
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If you do nothing by December 7, 2025, you’ll automatically be enrolled in
BlueCross Total Value Lowcountry. Starting January 1, 2026, you’ll get your medical
and prescription drug coverage through BlueCross Total Value Lowcountry. Go to
Section 3 for more information about how to change plans and deadlines for making a
change.

H8003_BCTVL2026ANC_M
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Summary of Important Costs for 2026

2025
(this year)

Monthly plan premium*

*Your premium can be higher
than this amount. Go to
Section 1.1 for details.

$0

2026

(next year)

$0

Maximum out-of-pocket
amount

This is the most you’ll pay out
of pocket for covered Part A
and Part B services. (Go to
Section 1.2 for details.)

From in-network providers:
$9,350
From in-network and out-of-

network providers
combined:

$14,000

From in-network providers:
$9,250

From in-network and out-
of-network providers
combined:

$13,900

Primary care office visits

Primary care visits from in-
network providers: S0
copayment per visit
Primary care visits from out-
of-network providers: $40
copayment per visit

Primary care visits from in-
network providers: $0
copayment per visit

Primary care visits from
out-of-network providers:
$40 copayment per visit

Specialist office visits

Specialist visits from in-
network providers: $17-547
copayment per visit
Specialist visits from out-of-
network providers: $55
copayment per visit

Specialist visits from in-
network providers: $45
copayment per visit
Specialist visits from out-
of-network providers: $55
copayment per visit
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2025
(this year)

Inpatient hospital stays

Includes inpatient acute,
inpatient rehabilitation, long-

term care hospitals, and other

types of inpatient hospital
services. Inpatient hospital
care starts the day you’re
formally admitted to the

hospital with a doctor’s order.

The day before you’re
discharged is your last
inpatient day.

In-Network

You pay a $465 copayment
per day; days 1 through 2.

You pay a $0 copayment per
day; days 3 through 90.

Out-of-Network

40% coinsurance per
admission

2026

(next year)

In-Network

You pay a $425 copayment
per day; days 1 through 4.

You pay a $0 copayment
per day; days 5 through 90.

Out-of-Network

40% coinsurance per
admission

Part D drug coverage
deductible

(Go to Section 1.7 for details.)

Deductible: $200

Except for covered insulin
products and most adult Part
D vaccines.

Deductible: $615

Except for covered insulin
products and most adult
Part D vaccines.

Part D drug coverage

(Go to Section 1.7 for details,
including Yearly Deductible,
Initial Coverage, and
Catastrophic Coverage
Stages.)

Copayment/Coinsurance
Standard Retail during the
Initial Coverage Stage
(30-day supply):

Drug Tier 1: $5
Drug Tier2: $15
Drug Tier 3: 25%

You pay $35 per month

supply of each covered

insulin product on this
tier.

Drug Tier 4: 42%

You pay $35 per month

supply of each covered

insulin product on this
tier.

Copayment/Coinsurance
Standard Retail during the
Initial Coverage Stage
(30-day supply):

Drug Tier 1: $5
Drug Tier 2: $10
Drug Tier 3: 25%

You pay $35 per month

supply of each covered

insulin product on this
tier.

Drug Tier 4: 30%

You pay $35 per month

supply of each covered

insulin product on this
tier.
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2025
(this year)

Drug Tier 5: 30%

You pay $35 per month

supply of each covered

insulin product on this
tier.

Drug Tier 6: $5

Copayment/Coinsurance
Preferred Retail during the
Initial Coverage Stage
(30-day supply):

Drug Tier 1: $0
Drug Tier 2: $10
Drug Tier 3: 21%

You pay $35 per month

supply of each covered

insulin product on this
tier.

Drug Tier 4: 40%

You pay $35 per month

supply of each covered

insulin product on this
tier.

Drug Tier 5: 30%

You pay $35 per month

supply of each covered

insulin product on this
tier.

Drug Tier 6: $0
Catastrophic Coverage:

During this payment stage,
you pay nothing for your
covered Part D drugs.

2026

(next year)

Drug Tier 5: 25%

You pay $35 per month

supply of each covered

insulin product on this
tier.

Drug Tier 6: $5

Copayment/Coinsurance
Preferred Retail during the
Initial Coverage Stage
(30-day supply):

Drug Tier 1: $0
Drug Tier 2: $5
Drug Tier 3: 20%

You pay $35 per month

supply of each covered

insulin product on this
tier.

Drug Tier 4: 28%

You pay $35 per month

supply of each covered

insulin product on this
tier.

Drug Tier 5: 25%

You pay $35 per month

supply of each covered

insulin product on this
tier.

Drug Tier 6: $0
Catastrophic Coverage:

During this payment stage,
you pay nothing for your
covered Part D drugs.
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SECTION1 Changes to Benefits & Costs for Next Year

Section 1.1 Changes to the Monthly Plan Premium

2025 2026
(this year) (next year)

Monthly plan premium S0 $0

(You must also continue to pay
your Medicare Part B premium.)

Factors that could change your Part D Premium Amount

e Late Enrollment Penalty - Your monthly plan premium will be more if you’re required
to pay a lifetime Part D late enrollment penalty for going without other drug coverage
that’s at least as good as Medicare drug coverage (also referred to as creditable
coverage) for 63 days or more.

e Higher Income Surcharge - If you have a higher income, you may have to pay an
additional amount each month directly to the government for Medicare drug
coverage.

Section 1.2 Changes to Your Maximum Out-of-Pocket Amount

Medicare requires all health plans to limit how much you pay out of pocket for the year. This
limit is called the maximum out-of-pocket amount. Once you’ve paid this amount, you
generally pay nothing for covered Part A and Part B services for the rest of the calendar year.
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2025 (this year) 2026 (next year)
In-network maximum out- $9,350 $9,250
of-pocket amount Once you’ve paid $9,250
Your costs for covered out of pocket for covered
medical services (such as Part A and Part B services,
copayments) from network you’ll pay nothing for your
providers count toward your covered Part A and Part B
in-network maximum out-of- services from network
pocket amount. providers for the rest of
Our costs for prescription the calendar year.
drugs don’t count toward
your maximum out-of-
pocket amount.
Combined maximum out- $14,000 $13,900

of-pocket amount

Your costs for covered
medical services (such as
copayments) fromin-
network and out-of-network
providers count toward your
combined maximum out-of-
pocket amount. Your costs
for outpatient prescription
drugs don’t count toward
your maximum out-of-
pocket amount for medical
services.

Once you’ve paid $13,900

out of pocket for covered

Part A and Part B services,
you’ll pay nothing for your
covered Part Aand Part B

services from network or

out-of-network providers
for the rest of the calendar

year.

Section 1.3 Changes to the Provider Network

Our network of providers has changed for next year. Review the 2026 Provider Directory
www.SCBluesMedAdvantage.com to see if your providers (primary care provider, specialists,

hospitals, etc.) are in our network. Here’s how to get an updated Provider Directory:

e Visit our website at www.SCBluesMedAdvantage.com.

e Call Customer Service at 1-855-204-2744 (TTY users call 711) to get current provider

information or to ask us to mail you a Provider Directory.


http://www.scbluesmedadvantage.com/
http://www.scbluesmedadvantage.com/
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We can make changes to the hospitals, doctors, and specialists (providers) that are part of
our plan during the year. If a mid-year change in our providers affects you, call Customer
Service at 1-855-204-2744 (TTY users call 711) for help.

Section 1.4 Changes to the Pharmacy Network

Amounts you pay for your prescription drugs can depend on which pharmacy you use.
Medicare drug plans have a network of pharmacies. In most cases, your prescriptions are
covered only if they are filled at one of our network pharmacies. Our network includes
pharmacies with preferred cost sharing, which may offer you lower cost sharing than the
standard cost sharing offered by other network pharmacies for some drugs.

Our network of pharmacies has changed for next year. Review the 2026 Pharmacy Directory
www.SCBluesMedAdvantage.com to see which pharmacies are in our network. Here’s how to

get an updated Pharmacy Directory:

e Visit our website at www.SCBluesMedAdvantage.com.

e Call Customer Service at 1-855-204-2744 (TTY users call 711) to get current pharmacy
information or to ask us to mail you a Pharmacy Directory.

We can make changes to the pharmacies that are part of our plan during the year. If a mid-
year change in our pharmacies affects you, call Customer Service at 1-855-204-2744 (TTY

users call 711) for help.

Section 1.5 Changes to Benefits & Costs for Medical Services

2025
(this year)

Ambulatory Surgical
Center (ASC) Services

In-Network: You pay a $0 -
$250 copayment.

2026

(next year)

In-Network: You pay a $0 -
$195 copayment.

Cardiac Rehabilitation
Services

In-Network: You pay a $35
copayment.

In-Network: You pay a $30
copayment.

Comprehensive Dental
(Non-Medicare Covered)

In-Network: You pay 50% of
the total cost.”

Non-routine services,
diagnostic services,
restorative services,

In-Network: You pay 50%
of the total cost.*

Non-routine services,
diagnostic services,
restorative services,



http://www.scbluesmedadvantage.com/
http://www.scbluesmedadvantage.com/
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2025
(this year)

Comprehensive Dental
(Non-Medicare Covered)
(Continued)

endodontics, extractions,
prosthodontics, other
oral/maxillofacial surgery, i o
periodontics, and other
services (i.e., dentures, root
canals). We do not cover
implants.

In-network services
receive the BCBS discount
(Going to an out-of-
network dentist may cost
you more than using a
contracted in network
dentist. We pay up to 50%
for reasonable and
customary charges for out-
of-network claims.)

*Comprehensive Dental
services are included in your
$3,000 preventive/
comprehensive limit per
year.

Out-of-Network: You pay
50% of the total cost.”

Non-routine services,
diagnostic services,
restorative services,

endodontics, extractions,
prosthodontics, other
oral/maxillofacial surgery,
periodontics, and other
services (i.e., dentures, root

10

2026

(next year)

endodontics, extractions,

prosthodontics, other
ral/maxillofacial surgery,
periodontics, and other
services (i.e., dentures,
root canals). We DO NOT
cover dental implants to
include not covering the

procedures related to the

implant, implant crowns,

mplant abutments, or any

other service related to
the implant).

In-network services
receive the BCBS discount
(Going to an out-of-
network dentist may cost
you more than using a
contracted in network
dentist. We pay up to 50%
for reasonable and
customary charges for
out-of-network claims.)

*Comprehensive Dental
services are included in
your $1,500
comprehensive limit per
year.

Out-of-Network: You pay
50% of the total cost.*

Non-routine services,
diagnostic services,
restorative services,

endodontics, extractions,
prosthodontics, other
oral/maxillofacial surgery,
periodontics, and other
services (i.e., dentures,
root canals). We DO NOT
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2025
(this year)

Comprehensive Dental
(Non-Medicare Covered)
(Continued)

canals). We do not cover
implants.

In-network services
receive the BCBS discount
(Going to an out-of-
network dentist may cost
you more than using a
contracted in network
dentist. We pay up to 50%
for reasonable and
customary charges for out-
of-network claims.)

*Comprehensive Dental
services are included in your
$3,000 preventive/
comprehensive limit per
year.

11

2026

(next year)

cover dental implants to
include not covering the
procedures related to the
implant, implant crowns,
implant abutments, or any
other service related to
the implant).

In-network services
receive the BCBS discount
(Going to an out-of-
network dentist may cost
you more than using a
contracted in network
dentist. We pay up to 50%
for reasonable and
customary charges for
out-of-network claims.)

*Comprehensive Dental
services are included in
your $1,500
comprehensive limit per
year.

Diabetic Supplies

In-Network: We only cover
OneTouch/LifeScan
supplies, including test
strips, glucose monitors,
solutions, lancets and
lancing devices for $0.

Note: In case of an approved
medical exception, other
brands may be covered at

20% of the total cost.

Out-of-Network: We only
cover OneTouch/LifeScan
supplies, including test
strips, glucose monitors,

In-Network: We only cover
BlueCross preferred brand
supplies, including test
strips, glucose monitors,
solutions, lancets and
lancing devices for $0.

Note: In case of an
approved medical
exception, other brands
may be covered at 20% of
the total cost.

Out-of-Network: We only

cover BlueCross preferred

brand supplies, including
test strips, glucose
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2025
(this year)

Diabetic Supplies
(Continued)

solutions, lancets and
lancing devices for $0.

Note: In case of an approved
medical exception, other
brands may be covered at

50% of the total cost.

12

2026

(next year)

monitors, solutions,
lancets and lancing
devices for $0.

Note: In case of an
approved medical
exception, other brands
may be covered at 50% of
the total cost.

Emergency Care

You pay a $110 copayment.

You pay a $115
copayment.

Fitness Benefit

In-Network: You pay $0 for
a basic membership to a
participating gym.
(Participating fitness
centers and/or home fitness
options and access to digital
workouts.) You must use an
approved BlueCross
contracted vendor for this
benefit. A Flex Card is
provided for gyms not in the
vendor network.

Out-of-Network: You pay a
50% coinsurance.

In-Network: You pay $0 for
a basic membership to a
participating gym.
(Participating fitness
centers and/or home
fitness options and access
to digital workouts.) You
must use an approved
BlueCross contracted
vendor for this benefit. A
Flex Card is NOT provided
for gyms not in the vendor
network.

Out-of-Network: You pay a
$0 copayment.

Inpatient Hospital - Acute

In-Network:
You pay a $465 copayment
per day; days 1-2.
You pay a $0 copayment per
day; days 3-90.

In-Network:
You pay a $425 copayment
per day; days 1-4.
You pay a $0 copayment
per day; days 5-90.
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2025
(this year)

Inpatient Hospital
Psychiatric

In-Network:
You pay a $675 copayment
per day; days 1-3.
You pay a S0 copayment per
day; days 4-90.

13

2026

(next year)

In-Network:
You pay a $690 copayment
per day; days 1-3.
You pay a $0 copayment
per day; days 4-90.

Intensive Cardiac
Rehabilitation Services

In-Network: You pay a $45
copayment.

In-Network: You pay a $40
copayment.

Medicare-covered
Ambulance Services

In-Network:
You pay a $310 copayment
for Ground and Air
ambulance service.

Out-of-Network:
You pay a $325 copayment
for Ground and Air
ambulance service.

In-Network:
You pay a $350 copayment
for Ground and Air
ambulance service.

Out-of-Network:
You pay a $365 copayment
for Ground and Air
ambulance service.

Medicare-covered
Intensive Outpatient
Program Services

This service is not covered.

In-Network: You pay a $45
copayment.

Out-of-Network: You pay a
$55 copayment.

Prior Authorization is not
required.

Medicare-covered Lab
Services

In-Network: You pay a $0
copayment.

In-Network: You pay a $0
copayment for
professional lab services
at a Primary Care
Physician or Specialist and
a $15 copayment for
outpatient lab services.
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2025
(this year)

Medicare-covered
Observation Services

In-Network: You pay a $325
copayment.

14

2026

(next year)

In-Network: You pay a
$375 copayment.

Medicare-
covered Outpatient
Hospital Services

In-Network: You pay a $0 -
$295 copayment.

In-Network: You pay a $0 -
$315 copayment.

Over-the-Counter
(OTC) Items

You receive a $60 allowance
every three months (per
quarter) for a total of $240
per year.

You receive a $25
allowance every three
months (per quarter) for a
total of $100 per year.

Partial Hospitalization

Partial hospitalization
provides a structured
program of outpatient
psychiatric services as an
alternative to inpatient
psychiatric care. Your care
plan must state that you
require at least 20 hours of
therapeutic services per
week. You get treatment
during the day with no
overnight stay.

In-Network: You pay a $80
copayment.

In-Network: You pay a
$105 copayment.

Physical Therapy and
Speech-Language
Pathology Services

In-Network: You pay a $§15
copayment.

In-Network: You pay a $25
copayment.

Physician Specialist
Services

In-Network: You pay a $17 -
$47 copayment.

In-Network: You pay a $45
copayment.
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2025
(this year)

Preventive Dental (Non-
Medicare Covered)

In-Network: You pay a $0
copayment.

* 2 preventive dental visits
per year. Oral exam,
cleaning, 1 dental bitewing
x-ray (fluoride treatment not

covered).

In-network services receive
the BCBS discount (Going to
an out-of-network dentist
may cost you more than
using a contracted in-
network dentist. We pay up
to 50% for reasonable and
customary charges for out-
of-network claims.)

*Preventive dental
services are included in
your $3,000
preventive/comprehensive
maximum coverage per
year.

15

2026

(next year)

In-Network: You pay a $0
copayment.

* 2 preventive dental visits
per year. Oral exam,
cleaning, 1 dental
bitewing x-ray, 2 fillings
(fluoride treatment not
covered).

In-network services
receive the BCBS discount
(Going to an out-of-
network dentist may cost
you more than using a
contracted in-network
dentist. We pay up to 50%
for reasonable and
customary charges for
out-of-network claims.)

*You pay $0 for preventive
dental services.
Limitations apply, see
your EOC for details.

Skilled Nursing Facility
(SNF)

In-Network:
You pay a $0 copayment per
day; days 1-20.
You pay a $214 copayment
per day; days 21-100.

In-Network:

You pay a $0 copayment
per day; days 1-20.
You pay a $218 copayment
per day; days 21-100.

Transportation Services

This service is not covered.

You pay a $0 copayment
for 24 one-way trips per
year to any health-related
location.
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Section 1.6 Changes to Part D Drug Coverage
Changes to Our Drug List

Our list of covered drugs is called a formulary or Drug List. A copy of our Drug List is provided
electronically.

We made changes to our Drug List, which could include removing or adding drugs, changing
the restrictions that apply to our coverage for certain drugs, or moving them to a different
cost-sharing tier. Review the Drug List to make sure your drugs will be covered next year
and to see if there will be any restrictions, or if your drug has been moved to a different
cost-sharing tier.

Most of the changes in the Drug List are new for the beginning of each year. However, we
might make other changes that are allowed by Medicare rules that will affect you during the
calendar year. We update our online Drug List at least monthly to provide the most up-to-
date list of drugs. If we make a change that will affect your access to a drug you’re taking,
we’ll send you a notice about the change.

If you’re affected by a change in drug coverage at the beginning of the year or during the
year, review Chapter 9 of your Evidence of Coverage and talk to your prescriber to find out
your options, such as asking for a temporary supply, applying for an exception, and/or
working to find a new drug. Call Customer Service at 1-855-204-2744 (TTY users call 711) for
more information.

Section 1.7 Changes to Prescription Drug Benefits & Costs
Do you get Extra Help to pay for your drug coverage costs?

If you’re in a program that helps pay for your drugs (Extra Help), the information about
costs for Part D drugs may not apply to you. We sent you a separate material, called

the Evidence of Coverage Rider for People Who Get Extra Help Paying for Prescription Drugs,
which tells about your drug costs. If you get Extra Help and you don’t get this material by
September 30, 2025, call Customer Service 1-855-204-2744 (TTY users call 711) and ask for
the LIS Rider.

Drug Payment Stages

There are 3 drug payment stages: the Yearly Deductible Stage, the Initial Coverage Stage,
and the Catastrophic Coverage Stage. The Coverage Gap Stage and the Coverage Gap
Discount Program no longer exist in the Part D benefit.

e Stage 1: Yearly Deductible
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You start in this payment stage each calendar year. During this stage, you pay the full
cost of your Tier 3, 4, and 5 drugs until you reach the yearly deductible.

e Stage 2: Initial Coverage

Once you pay the yearly deductible, you move to the Initial Coverage Stage. In this
stage, our plan pays its share of the cost of your drugs, and you pay your share of the
cost. You generally stay in this stage until your year-to-date Out-of-Pocket costs reach
$2,100.

e Stage 3: Catastrophic Coverage

This is the third and final drug payment stage. In this stage, you pay nothing for your
covered Part D drugs. You generally stay in this stage for the rest of the calendar year.

The Coverage Gap Discount Program has been replaced by the Manufacturer Discount
Program. Under the Manufacturer Discount Program, drug manufacturers pay a portion of
our plan’s full cost for covered Part D brand name drugs and biologics during the Initial
Coverage Stage and the Catastrophic Coverage Stage. Discounts paid by manufacturers
under the Manufacturer Discount Program don’t count toward out-of-pocket costs.
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Drug Costs in Stage 1: Yearly Deductible

The table shows your cost per prescription during this stage

2025
(this year)

Yearly Deductible

$200

During this stage (for a 30-
day supply), you pay $5
standard cost-sharing for
drugs on Tier 1 and $0
preferred cost-sharing for
drugs on Tier 1. You pay $15
standard cost-sharing for
drugs on Tier 2 and $10
preferred cost-sharing for
drugs on Tier 2. You pay $5
standard cost-sharing for
drugs on Tier 6 and $0
preferred cost-sharing for
drugs on Tier 6 and the full
cost of drugs on Tiers 3, 4,
and 5 until you’ve reached
the yearly deductible.

18

2026

(next year)

$615

During this stage (for a 30-
day supply), you pay $5
standard cost-sharing for
drugs on Tier 1 and $0
preferred cost-sharing for
drugs on Tier 1. You pay
$10 standard cost-sharing
for drugs on Tier 2 and $5
preferred cost-sharing for
drugs on Tier 2. You pay $5
standard cost-sharing for
drugs on Tier 6 and $0
preferred cost-sharing for
drugs on Tier 6 and the full
cost of drugs on Tiers 3, 4,
and 5 until you’ve reached
the yearly deductible.

Drug Costs in Stage 2: Initial Coverage

The table shows your cost per prescription for a one-month (30-day) supply filled at a
network pharmacy with standard and preferred cost sharing.

We changed the tier for some of the drugs on our Drug List. To see if your drugs will be in a
different tier, look them up on the Drug List. Most adult Part D vaccines are covered at no cost
to you. For more information about the costs of vaccines, or information about the costs for a
long-term supply; at a network pharmacy that offers preferred cost sharing; or for mail-order
prescriptions, go to Chapter 6 of your Evidence of Coverage.

Once you’ve paid $2,100 out of pocket for covered Part D drugs, you’ll move to the next stage
(the Catastrophic Coverage Stage).
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2025
(this year)

Tier 1 (Preferred Generic):

Standard cost sharing: You
pay $5 per prescription

Preferred cost sharing: You
pay $0 per prescription

Your cost for a one-month
mail-order prescription is $0
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2026

(next year)

Standard cost sharing: You
pay $5 per prescription
Preferred cost sharing: You
pay $0 per prescription

Your cost for a one-month
mail-order prescription is

$0

Tier 2 (Generic):

Standard cost sharing: You
pay $15 per prescription
Preferred cost sharing: You
pay $10 per prescription

Your cost for a one-month
mail-order prescription is
$10

Standard cost sharing: You
pay $10 per prescription
Preferred cost sharing: You
pay $5 per prescription

Your cost for a one-month
mail-order prescription is

$5

Tier 3 (Preferred Brand):

Standard cost sharing: You
pay 25% of the total cost

Preferred cost sharing: You
pay 21% of the total cost

You pay $35 per month
supply of each covered
insulin product on this tier

Your cost for a one-month
mail-order prescription is
21% of the total cost

Standard cost sharing: You
pay 25% of the total cost

Preferred cost sharing: You
pay 20% of the total cost

You pay $35 per month
supply of each covered
insulin product on this tier

Your cost for a one-month
mail-order prescription is
20% of the total cost
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2025
(this year)

Tier 4 (Non-Preferred
Drug):

Standard cost sharing: You
pay 42% of the total cost

Preferred cost sharing: You
pay 40% of the total cost

You pay $35 per month
supply of each covered
insulin product on this tier

Your cost for a one-month
mail-order prescription is
40% of the total cost

20

2026

(next year)

Standard cost sharing: You
pay 30% of the total cost

Preferred cost sharing: You
pay 28% of the total cost

You pay $35 per month
supply of each covered
insulin product on this tier

Your cost for a one-month
mail-order prescription is
28% of the total cost

Tier 5 (Specialty Tier):

Standard cost sharing: You
pay 30% of the total cost

Preferred cost sharing: You
pay 30% of the total cost

You pay $35 per month
supply of each covered
insulin product on this tier

Your cost for a one-month
mail-order prescription is
30% of the total cost

Standard cost sharing: You
pay 25% of the total cost

Preferred cost sharing: You
pay 25% of the total cost

You pay $35 per month
supply of each covered
insulin product on this tier

Your cost for a one-month
mail-order prescription is
25% of the total cost

Tier 6 (Select Care Drugs):

Standard cost sharing: You
pay $5 per prescription

Preferred cost sharing: You
pay $0 per prescription

Your cost for a one-month
mail-order prescription is $0

Standard cost sharing: You
pay $5 per prescription
Preferred cost sharing: You
pay $0 per prescription

Your cost for a one-month
mail-order prescription is

$0

Changes to the Catastrophic Coverage Stage

If you reach the Catastrophic Coverage Stage, you pay nothing for your covered Part D

drugs.
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For specific information about your costs in the Catastrophic Coverage Stage, go to Chapter
6, Section 6 in your Evidence of Coverage.

SECTION 2

Administrative Changes

2025
(this year)

2026

(next year)

Medicare Prescription
Payment Plan

The Medicare Prescription
Payment Plan is a payment
option that began this year
and can help you manage
your out-of-pocket costs for
drugs covered by our plan
by spreading them across
the calendar year (January-
December). You may be
participating in this
payment option.

If you’re participating in
the Medicare Prescription
Payment Plan and stay in
the same Part D plan, your

participation will be
automatically renewed for
2026.

To learn more about this
payment option, call us at
1-833-730-1719 (TTY users

call 711) or visit
www.Medicare.gov.

SECTION 3

How to Change Plans

To stay in BlueCross Total Value Lowcountry, you don’t need to do anything. Unless you
sign up for a different plan or change to Original Medicare by December 7, 2025, you’ll
automatically be enrolled in our BlueCross Total Value Lowcountry.

If you want to change plans for 2026, follow these steps:

e To change to a different Medicare health plan, enroll in the new plan. You’ll be
automatically disenrolled from BlueCross Total Value Lowcountry.

¢ To change to Original Medicare with Medicare drug coverage, enroll in the new
Medicare drug plan. You’ll be automatically disenrolled from BlueCross Total Value

Lowcountry.

e To change to Original Medicare without a drug plan, you can send us a written
request to disenroll. Call Customer Service at 1-855-204-2744 (TTY users call 711) for
more information on how to do this. Or call Medicare at 1-800-MEDICARE (1-800-633-
4227) and ask to be disenrolled. TTY users can call 1-877-486-2048. If you don’t enroll
in a Medicare drug plan, you may pay a Part D late enrollment penalty (Go to Section

1.1).
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e To learn more about Original Medicare and the different types of Medicare plans,
visit www.Medicare.gov, check the Medicare & You 2026 handbook, call your State
Health Insurance Assistance Program (go to Section 5), or call 1-800-MEDICARE (1-800-
633-4227). As a reminder, BlueCross BlueShield of SC offers other Medicare health
plans AND a Medicare drug plan. These other plans can have different coverage,
monthly plan premiums, and cost-sharing amounts.

Section 3.1 Deadlines for Changing Plans

People with Medicare can make changes to their coverage from October 15 - December 7
each year.

If you enrolled in a Medicare Advantage plan for January 1, 2026, and don’t like your plan
choice, you can switch to another Medicare health plan (with or without Medicare drug
coverage) or switch to Original Medicare (with or without separate Medicare drug coverage)
between January 1 - March 31, 2026.

Section 3.2 Are there other times of the year to make a change?

In certain situations, people can have other chances to change their coverage during the
year. Examples include people who:

e Have Medicaid

e Get Extra Help paying for their drugs

e Have or are leaving employer coverage
e Move out of our plan’s service area

If you recently moved into or currently live in, an institution (like a skilled nursing facility or
long-term care hospital), you can change your Medicare coverage at any time. You can
change to any other Medicare health plan (with or without Medicare drug coverage) or switch
to Original Medicare (with or without separate Medicare drug coverage) at any time. If you
recently moved out of an institution, you have an opportunity to switch plans or switch to
Original Medicare for 2 full months after the month you move out.

SECTION4 Get Help Paying for Prescription Drugs

You can qualify for help paying for prescription drugs. Different kinds of help are available:

e Extra Help from Medicare. People with limited incomes may qualify for Extra Help to
pay for their prescription drug costs. If you qualify, Medicare could pay up to 75% or
more of your drug costs including monthly drug plan premiums, yearly deductibles,
and coinsurance. Also, people who qualify won’t have a late enrollment penalty. To
see if you qualify, call:
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o 1-800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048, 24 hours
a day, 7 days a week.

o Social Security at 1-800-772-1213 between 8 a.m. and 7 p.m., Monday - Friday
for a representative. Automated messages are available 24 hours aday. TTY
users call 1-800-325-0778.

o Your State Medicaid Office.

e Prescription Cost-sharing Assistance for Persons with HIV/AIDS. The AIDS Drug
Assistance Program (ADAP) helps ensure that ADAP-eligible people living with
HIV/AIDS have access to life-saving HIV medications. To be eligible for the ADAP
operating in your state, you must meet certain criteria, including proof of state
residence and HIV status, low income as defined by the state, and uninsured/under-
insured status. Medicare Part D drugs that are also covered by ADAP qualify for
prescription cost-sharing help through the South Carolina AIDS Drug Assistance
Program (administered by the South Carolina Department of Public Health). For
information on eligibility criteria, covered drugs, how to enroll in the program, or, if
you’re currently enrolled, how to continue getting help, call the South Carolina AIDS
Drug Assistance Program at 1-800-856-9954. Be sure, when calling, to inform them of
your Medicare Part D plan name or policy number.

e The Medicare Prescription Payment Plan. The Medicare Prescription Payment Plan
is a payment option that works with your current drug coverage to help you manage
your out-of-pocket costs for drugs covered by our plan by spreading them across the
calendar year (January - December). Anyone with a Medicare drug plan or Medicare
health plan with drug coverage (like a Medicare Advantage plan with drug coverage)
can use this payment option. This payment option might help you manage your
expenses, but it doesn’t save you money or lower your drug costs.

Extra Help from Medicare and help from your SPAP and ADAP, for those who qualify, is
more advantageous than participation in the Medicare Prescription Payment Plan. All
members are eligible to participate in the Medicare Prescription Payment Plan. To
learn more about this payment option, call us at 1-833-730-1719 (TTY users should call
711) or visit www.Medicare.gov.

SECTION5 Questions?

Get Help from BlueCross Total Value Lowcountry
e Call Customer Service at 1-855-204-2744. (TTY users call 711.)

We’re available for phone calls 8 am to 8 pm, Eastern Time, Monday through Friday.
Our automated phone system handles calls received after 8 pm and on Saturdays,
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Sundays and holidays. From October 1 through March 31, we are available 8 am to 8
pm, Eastern Time, seven days a week. Calls to these numbers are free.

e Read your 2026 Evidence of Coverage

This Annual Notice of Change gives you a summary of changes in your benefits and
costs for 2026. For details, go to the 2026 Evidence of Coverage for BlueCross Total
Value Lowcountry. The Evidence of Coverage is the legal, detailed description of our
plan benefits. It explains your rights and the rules you need to follow to get covered
services and prescription drugs. Get the Evidence of Coverage on our website at
www.SCBluesMedAdvantage.com or call Customer Service 1-855-204-2744 (TTY users
call 711) to ask us to mail you a copy.

e Visit www.SCBluesMedAdvantage.com

Our website has the most up-to-date information about our provider network (Provider
Directory/Pharmacy Directory) and our List of Covered Drugs (formulary/Drug List).

Get Free Counseling about Medicare

The State Health Insurance Assistance Program (SHIP) is an independent government
program with trained counselors in every state. In South Carolina, the SHIP is called
Insurance Counseling Assistance and Referrals for Elders (I-CARE).

Call I-CARE to get free personalized health insurance counseling. They can help you
understand your Medicare plan choices and answer questions about switching plans. Call I-
CARE at 1-(803)-734-9900 or 1-800-868-9095. Learn more about I-CARE by visiting
(www.aging.sc.gov).

Get Help from Medicare
e Call 1-800-MEDICARE (1-800-633-4227)

You can call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY
users can call 1-877-486-2048.

¢ Chat live with www.Medicare.gov

You can chat live at www.Medicare.gov/talk-to-someone

e Write to Medicare
You can write to Medicare at PO Box 1270, Lawrence, KS 66044

e Visit www.Medicare.gov
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The official Medicare website has information about cost, coverage, and quality Star
Ratings to help you compare Medicare health plans in your area.

e Read Medicare & You 2026

The Medicare & You 2026 handbook is mailed to people with Medicare every fall. It has
a summary of Medicare benefits, rights and protections, and answers to the most
frequently asked questions about Medicare. Get a copy at www.Medicare.gov or by
calling 1-800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048.
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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 1-855-204-2744 (TTY: 711) or speak
to your provider.

Espafiol: ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. También estan

disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacion en formatos
accesibles. Llame al 1-844-396-0183 (TTY: 711) o hable con su proveedor. (Spanish)

o R WRERR[R ], RATET Ll AR e B S S IR AV AR S, LTLA’?Eﬁi‘Ef 3 B ED T B BLAR RS, L
MR R AR ML E . S5FE 1-844-396-0188 (TTY: 711) SRELE[IR{(LE 45 . (Chinese)

Tiéng Viét: LUU Y: Néu quy vi noi tiéng Viét, chung t6i cung cap mién phi cac dich vy hé tr' ngon ngir. Cac hé tro
va dich vy bo sung phi hep dé cung cap thong tin theo cac dinh dang dé tiép can ciing dwec cung cap mién phi.
Vui léng goi 1-844-389-4838 (TTY: 711) hoac trao ddi véi nha cung cap dich vu cla quy vi. (Vietnamese)

PYCCKWI: BHUMAHME! Ecnu Bbl roBOPUTE Ha PYCCKOM A3bIKE, BaM AOCTYNMHbI BeCNAaTHbIE YCNYTM A3LIKOBON NOAME DKM,
COOTBETCTBYIOLWE BCNOMOTraTeNAbHbBIE CPEACTEA M YCIYTM MO NPEA0CTaBNEHWI0 MHDOPMaLWK B A0CTYNHbIX GopmaTax TakKe
npepoctanaTca becnnaTtHo. No3zeoHuTe no Tenedony 1-844-389-4840 (TTY: 711) unm obpaTUTeck K CBOEMY NOCTaBLLMKY
yeayr. (Russian)

Tagalog: PAALATLA: 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 ivong provider. (Tagalog)

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

Francais : 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 & votre prestataire. (French)

o Uell: tadlot w1198 B A2 Ucll elletedl €1 dl Hsd Mdis|A Ueldl Al dHRI MR Gudur 8-
A (w1506l Ml A w15A[cuedd sioeui Hiloedl Yl uisal Higsll Aazdl usl (ca-l Y& Gudox
8- 1-844-641-2898 (TTY: 711) U 514 52| 444l dHRI Ueldl Ul dld 521- (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 Threm Anbieter. (German)

B0 2L @IS MEUNE YR 22 0| NE NUIAE 018U + UZLIL 08 ks BY 02
28 HBots HE

HEI|F YU M AL 222 HZELCH 1-844-396-0187(TTY: 711)H 2 2 H 36 AHLE
P

MH| 2 S HA 0 22|t A2, (Korean)

il e glaall uf gl dlie Slasd g Baolus ik A s ilaadl 4 galll ?.""'"‘“h lada ol g m.u el dsdll Ddad il 11 s At 1 dy jadl
(Arabic) ."4wiall adia ) caas 5 (T]] @ chadl gl 4ada) 1-844-306-0189 11 o Juadl Llaw Ll Jgua gli (S

YEpaiHceka moBa: YBATA! AKWo BM pO3MOBAAETE YKPAIHCEKOK MOBOHK), BAM A0CTYNHI BE3KOWTOBHI MOBHI nocnyru. BianoeiaHi



AonomixHI 3acobu M NocAyri AnA HadaHHA IHbopmMaLil B AOCTYNHKMX GopmMaTax TakoK AOCTYNHI De3kowToBHo. 3aTeneGoHyrTe
sa Homepom 1- 844-641-2897 (TTY: 711) abo 3eepHiTeca fo ceoro noctadansruka. (Ukrainian)

B#:EF : BT RET 255, BRIOSHEET —EA=THRAVTE T, 7ol J)L GETEFHTES &
DELES DN TIRRE IR T S O BYVSrhEN S E Y —E AL T ORIV TE T, 1-844-396-0191

(TTY: 71 EFTHBEGE 0, Fid, JFIACEFEFICEREL S 320, (Japanese)

= = = A =i .ET
Tve: Tusenmu: mnaswan e vy mdvimeauthomdasunlamu s uanannil
fufiinfosfionazuinmszhombonie idoyalusduuviigh Adldlan Liidua Tdae Tusalusdnsion 1-844-641-2896 (TTY: 711)
wiousnu MusniTvosmns (Thai)

= = o oo oo . = @ ' i = '
2907 (§VIV: TINIVESIWITI 290, 505NV o0 VWITIccLLTCIBHILLWIL. Dehioggoe Ko

B o= 1 o [ e 20 o= & =) & = £
'n'}UUQnnuccuuucn@a'}mcm'}zsjucwa?mEqu?uaucﬁuum:ﬂu‘mcmcnglo. lvnmach 1-844-641-2895 (TTY: 711) o
SuivelmiSnavzaguiav. (Lao)

384l : 0oM <o frg oy (384T dlad 8, df smud fodu [39: ][0 H1ST Wer™al 941t 3udn sidl §1 gay
UR=UI 8§ GH®RI UM &3+ & (cau 3940 Jgd® Iy 3 Jaid ot fo7: [0 Suan g1 1-844-641-2804
(TTY: 711) WX &I D g1 Y= Ualdl ¥ §1d B | (Hindi)




Discrimination is Against the Law

We comply with applicable Federal civil rights laws and do not discriminate on the basis
ofrace, color, national origin, age, disability, or sex (consistent with the scope of sex discrimination
under Section 1557 of the Patient Protection and Affordable Care Act). We do not exclude people
or treat them less favorably because of race, color, national origin, age, disability, or sex.

We provide people with disabilities reasonable modifications and free appropriate auxiliary
aids and services to communicate effectively with us, such as:

o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic
formats, other formats).

We provide free language assistance services to people whose primary language is not
English, which may include:

o Qualified interpreters
o Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language
assistance services, contact our Section 1557 Coordinator at 1-800-832-9686 or by emailing
Section1557Coordinator@bcbssc.com.

If you believe that we have failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, or sex, you can file a grievance by
emailing Sectionl557Coordinator@bcbssc.com or by calling 1-800-832-9686. You can file a
grievance in person or by mail, fax, or email. If you need help filing a grievance, email
Section1557Coordinator(@bcbssc.com and assistance will be provided.

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.hhs.gov/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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

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

This notice is available at BlueCross BlueShield of South Carolina’s website:
www.scbluesmedadvantage.com.
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