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2023 Summary of Benefits BlueRx (PDP)

This is a summary of drug services covered by BlueRx (PDP). This booklet gives you 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. If you would like an Evidence of Coverage,
you may call 1-800-327-3998 (AL)/1-888-311-7508 (TN) (TTY: 711), email bcbsalmedicare@bcbsal.org or view the
information at www.bluerxalatenn.com.

If you want to know more about the coverage and costs of Original Medicare, look in your current “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.

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 1-800-327-3998 (AL)/1-888-311-7508 (TN)/(TTY:711).

HOW TO CONTACT BlueRx (PDP)

Hours of Operation

e 8a.m.to 8 p.m. Central Time, seven (7) days a week. From April 1 to September 30, on weekends and
holidays you may be required to leave a message. Calls will be returned the next business day.

BlueRx (PDP) Phone Numbers and Website

e [f you are a member of this plan, call toll-free 1-800-327-3998 (AL)/1-888-311-7508 (TN).
TTY users should call 711.

e |f you are not a member of this plan, call toll free 1-877-233-3555 (AL)/1-855-617-6760 (TN).
TTY users should call 711.

e Our website: www.bluerxalatenn.com

Who can join?

To join BlueRx (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 states: Alabama, Tennessee.

Which drugs are covered?
You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our website (www.
bluerxalatenn.com).

Which pharmacies can | use?
You can see our plan’s pharmacy directory at our website BCBSALMedicare.com/FindMyPharmacy.

e This information is not a complete description of benefits. Call 1-800-327-3998 (AL) /
1-888-311-7508 (TN) / TTY: 711 for more information.

e |imitations, co-payments, and restrictions may apply.

e Benefits, premiums, deductibles and co-payments/co-insurance may change on January 1
of each year.

e You must continue to pay your Medicare Part B premium.

e The formulary and/or pharmacy network may change at any time. You will receive notice
when necessary.
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BlueRx Essential (PDP)*

BlueRx Enhanced (PDP)**

BlueRx Enhanced Plus (PDP)**

Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services

Monthly Plan
Premium

Deductible

$52.50 per month

$505 per year for Part D
prescription drugs.

Prescription Drug Benefits

$105.10 per month

$505 per year for Part D
prescription drugs.

$152.30 per month

This plan does not have a
deductible.

Initial
Coverage

After you pay your yearly

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
our home delivery pharmacy.

After you pay your yearly

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
our home delivery pharmacy.

BlueRx Essential (PDP) BlueRx Enhanced (PDP)

Preferred Retail Cost-Sharing & Home Delivery Pharmacy Service

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
our home delivery pharmacy.

BlueRx Enhanced Plus (PDP)

Tier 1
Preferred Generic

Tier 2
Generic

Tier 3
Preferred Brand

Tier 4
Non-Preferred Drug

Tier 5
Specialty Tier

1-month 3-month
supply supply
$0 copay 0 copay
$12 copay $24 copay
$47 copay $94 copay
50% 50%
coinsurance coinsurance
25% 25
coinsurance coinsurance

1-month 3-month 1-month 3-month
supply supply supply supply
$2 copay $4 copay $2 copay $4 copay
8 copay $16 copay $10 copay $20 copay
$40 copay $80 copay $40 copay $80 copay
38% 38% 36% 36%
coinsurance coinsurance coinsurance coinsurance
25% 25 33% 33%
coinsurance coinsurance coinsurance coinsurance



BlueRx Essential (PDP) BlueRx Enhanced (PDP) BlueRx Enhanced Plus (PDP)

Standard Retail Cost-Sharing

1-month 3-month 1-month 3-month 1-month 3-month
supply supply supply supply supply supply

Tier 1 S0 copay $0 copay $9 copay $27 copay 9 copay $27 copay
Preferred Generic
g‘;reﬁc $12 copay $36 copay $15 copay $45 copay $17 copay $51 copay
Tier 3 $47 copay $141 copay 47 copay  $141 copay $47 copay #141 copay
Preferred Brand
Tier 4 50% 50% 43% 43% 41% 41%
Non-Preferred Drug coinsurance coinsurance  coinsurance coinsurance coinsurance coinsurance
Tier 5 25% 25% 25% 25% 33% 33%
Specialty Tier coinsurance coinsurance coinsurance coinsurance coinsurance coinsurance

*

BlueRx Essential: Over 500 pharmacies, including CVS, Walgreens, Walmart, Publix and many independent
pharmacies. The network pharmacies listed may change at any time. BlueRx members will receive notice when
necessary.

BlueRx Essential preferred cost-sharing can only be obtained through the Home Delivery Pharmacy Service by mail.

K%

BlueRx Enhanced and Enhanced Plus: Over 1,200 pharmacies including our preferred pharmacies: Walgreens,
Walmart, Publix, Winn Dixie, Kroger, Costco, Sam’s Club and many local independent pharmacies.

The network pharmacies listed may change at any time. BlueRx members will receive notice when necessary.
(Higher cost-sharing may apply at our standard network pharmacies.)

You may get drugs from an out-of-network pharmacy, but may pay more than you pay at an in-network pharmacy.
Cost-sharing may differ relative to the pharmacy’s status as preferred or non-preferred, home delivery pharmacy service,
Long Term Care (LTC) or home infusion, and 30-day or 90-day supply. If you reside in a long-term care facility, you pay the
same as at a standard retail pharmacy.

Coverage Gap

Most Medicare drug plans have a coverage gap (also called the “donut hole”). The coverage gap begins after the total yearly
drug cost (including what our plan has paid and what you have paid) reaches $4,660. During this stage, you pay 25% of the
price for brand name drugs (plus a portion of the dispensing fee) and 25% of the price for generic drugs.

You stay in this stage until your year-to-date “out-of-pocket costs” (your payments) reach a total of $7,400. This amount
and rules for counting costs toward this amount have been set by Medicare.

Catastrophic Coverage

After your yearly out-of-pocket drug costs (including drugs purchased through your retail pharmacy and through our home
delivery pharmacy service) reach $7,400, you pay the greater of:

e 5% coinsurance, or

e %415 copay for generic (including brand drugs treated as generic)
and a $10.35 copayment for all other drugs.



Important

Words
to Know

Brand Name Drug

A prescription drug that is manufactured and sold by
the pharmaceutical company that originally researched
and developed the drug. Brand name drugs have the
same active-ingredients as the generic version of the
drug. However, generic drugs are manufactured and
sold by other drug manufacturers and are generally not
available until after the patent on the brand name drug
has expired.

Catastrophic Coverage Stage

The stage in the Part D Drug Benefit where you pay

a low copayment or coinsurance for your drugs after
you or other qualified parties on your behalf have spent
$7,400 in covered drugs during the covered year.

Coinsurance

An amount you may be required to pay as your share
of the cost for prescription drugs after you pay any
deductibles. Coinsurance is a percentage (for example,
20%).

Copayment (or “copay”)

An amount you may be required to pay as your share of
the cost for a prescription drug. A copayment is a set
amount, rather than a percentage (for example, $10).
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Cost-Sharing

Cost-sharing refers to amounts that a member has to
pay when services or drugs are received. Cost-sharing
includes any combination of the following three types of
payments: (1) any deductible amount a plan may impose
before services or drugs are covered; (2) any fixed
“copayment” amount that a plan requires when a specific
service or drug is received; or (3) any “coinsurance”
amount, a percentage of the total amount paid for a
service or drug, that a plan requires when a specific
service or drug is received. A “daily cost-sharing rate”
may apply when your doctor prescribes less than a full
month’s supply of certain drugs for you and you are
required to pay a copayment.

Cost-Sharing Tier

Every drug on the list of covered drugs is in one of 5
cost-sharing tiers. In general, the higher the cost-sharing
tier, the higher your cost for the drug.

Covered Drugs
The term we use to mean all of the prescription drugs
covered by our plan.



Coverage Gap (“donut hole”)

During this stage, you pay 25% of the price for brand
name drugs (plus a portion of the dispensing fee) and
25% of the price for generic drugs. You stay in this
stage until your year-to-date “out-of-pocket costs”
(your payments) reach a total of $7,400. This amount and
rules for counting costs toward this amount have been
set by Medicare.

Deductible
The amount you must spend on drugs before your plan
pays insurance benefits (this may vary based upon the
type of plan).

Generic Drug

A prescription drug that is approved by the Food and
Drug Administration (FDA) as having the same active
ingredient(s) as the brand name drug. Generally, a
“generic” drug works the same as a brand name drug
and usually costs less.

Initial Coverage Stage

This is the stage before your total drug costs including
amounts you have paid and what your plan has paid
on your behalf for the year have reached $4,660.

List of Covered Drugs (Formulary or “Drug List”)
A list of prescription drugs covered by the plan. The
drugs on this list are selected by the plan with the help
of doctors and pharmacists. The list includes both brand
name and generic drugs.

Network Pharmacy

A network pharmacy is a pharmacy where members of

our plan can get their prescription drug benefits. We call
them “network pharmacies” because they contract with
our plan. In most cases, your prescriptions are covered

only if they are filled at one of our network pharmacies.

Original Medicare (“Traditional Medicare” or
“Fee-for-service” Medicare)

Original Medicare is offered by the government, and
not a private health plan such as Medicare Advantage
Plans and prescription drug plans. Under Original
Medicare, Medicare services are covered by paying
doctors, hospitals, and other health care providers
payment amounts established by Congress. You can
see any doctor, hospital, or other health care provider
that accepts Medicare. You must pay the deductible.
Medicare pays its share of the Medicare-approved
amount, and you pay your share. Original Medicare
has two parts: Part A (Hospital Insurance) and Part B
(Medical Insurance) and is available everywhere in the
United States.

Out-of-Network Pharmacy

A pharmacy that doesn’t have a contract with our plan to
coordinate or provide covered drugs to members of our
plan. As explained in the Evidence of Coverage, most
drugs you get from out-of-network pharmacies are not
covered by our plan unless certain conditions apply.

Preferred Cost-sharing

Preferred cost-sharing means lower cost-sharing for
certain covered Part D drugs when filled at a preferred
network pharmacy. For BlueRx Essential, preferred cost-
sharing can only be obtained through the Home Delivery
Pharmacy Service by mail.

Premium

The periodic payment to Medicare, an insurance
company, or a health care plan for health or prescription
drug coverage.

Standard Cost-sharing

Standard cost-sharing is offered for certain covered Part
D drugs when filled at a standard network pharmacy.

A member’s copay or coinsurance may be higher at a
standard pharmacy compared to purchasing the same
drug from a preferred pharmacy.



Notice of Nondiscrimination

Blue Cross and Blue Shield of Alabama, an independent licensee of the Blue Cross and Blue
Shield Association, complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex. We do not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex.

Blue Cross and Blue Shield of Alabama:

e Provides free aids and services to people with disabilities to communicate effectively with
us, such as qualified sign language interpreters and written information in other formats
(large print, audio, accessible electronic formats, other formats)

e Provides free language services to people whose primary language is not English, such as
qualified interpreters and information written in other languages

If you need these services, contact our 1557 Compliance Coordinator. 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 in person or by mail, fax, or email
at: Blue Cross and Blue Shield of Alabama, Compliance Office, 450 Riverchase Parkway East,
Birmingham, Alabama 35244, Attn: 1557 Compliance Coordinator, 1-855-630-6823, 711 (TTY),
1-205-220-2984(fax), 1557Grievance@bcbsal.org (email). If you need help filing a grievance,
our 1557 Compliance 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.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, 1-800-537-7697 (TDD). Complaint forms are
available at http://www.hhs.gov/ocr/office/file/index.html.

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 1-855-216-3144. Someone who
speaks English 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 1-855-216-3144. Alguien que hable espafiol le podra ayudar. Este es un
servicio gratuito.

Chinese Mandarin: Ffi 120 RATIENRS, FIEMRE ST (25 IRBE AT 5E [a], AnAAE T 2
Wi¥IRss, 1588 1-855-216-3144, FATWh L TEARBRREBIE, Xt —IEERS.
Chinese Cantonese: & LM e SEV IR B T Efr G BER, AL BMER AL R B R %, LM
M, wifhiE 1-855-216-3144, Fifalrh sty N B4 AR D), 8 &SRB,

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 1-855-216-3144. Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

MKT225-2207
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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 1-855-216-3144. Un interlocuteur
parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chlng t6i c6 dich vu thong dich mién phi dé tra I8 cic cau hdi vé chudng stc khoe
va chuong trinh thudéc men. Néu qui vi can thong dich vién xin goi 1-855-216-3144 s& c6 nhan
vién ndi ti€ng Viét gitp d3 qui vi. Pay la dich vu mien phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem

Gesundheits-und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-855-216-3144.
Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: At o i W3l = oFF WY & Ao Haf =ejurt ¥ 8 59 Au2E Algsta
AxUTh 5 Mul~E o] &35teiw A8} 1-855-216-3144 Mo & F o5 FHA L. x5 b=
HEA7 o 2E AU o] Aulas FRE SYHY

Russian: Ecnu y BaCc BO3HMKHYT BOMNPOCLI OTHOCUTENIbHO CTPAX0BOro UANM MeanKaMeHTHOro
nnaHa, Bbl MOXETe BOCMO/Ib30BaThCs HaWMMKN becnaaTHbIMK ycayraMmm nepeBoayunkos. Ytobel
BOCNOJIb30BaTbCA YCyramMmu nepeBoaunka, no3BoHUTE HaM no TenedoHy 1-855-216-3144 Bam
OKaXeT NoMOLLb COTPYAHMK, KOTOPbIN FOBOPUT NO-pPyCcCKM. JaHHaa ycnyra becnnaTHas.

Arabic: clle Gl (s aa i o Jpeanll Ll & oY) Jpon ff dsially sl Al g e AU dladll (g5l an i) Cleds a0 L)
ke Uy Juai¥l (5 51 -855-216-3144 du jall Guony e (add s, Auilae 4add o2 clineLusay,

Hindi: AR WA 1 <a1 &1 G & aR & 3 [t +ft 09 & STare <1 o ford g9 Iy o guifrar darg
U §. TP GHTGT U IR o fold, 99 8 1-855-216-3144 TR BIF $3. $I3 oafad ol fgwal Sieidl § ST
TIGG IR bl 5. I8 U9 qUd 94T .

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 1-855-216-
3144, 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 questdo
que tenha acerca do nosso plano de salde ou de medicacdo. Para obter um intérprete, contacte-
nos através do nimero 1-855-216-3144, Ird encontrar alguém que fale o idioma Portugués para
0 ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan
1-855-216-3144. Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekdw. Aby skorzystac z
pomocy ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-855-216-3144,

Ta ustuga jest bezptatna.

Japanese: 2l DL (EHERER & A0 T 7 2B A SHMIZBE LT 520 12, MR OlER Y —
EANH)ETEGET, BiRE HAIC % 21213, 1-855-216-3144 2 BHEFEC 23w, AAELGT
ANEPTRALZLET, 2NREROY—EZTT,

MKT225-2207
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Blue

A Medicare Approved Part D Plan

BlueRx is a PDP plan with a Medicare contract. Enrollment in BlueRx (PDP)
depends on CMS contract renewal.

BlueRx (PDP) is provided by Blue Cross and Blue Shield of Alabama and
UTIC Insurance Company, independent licensees of the Blue Cross and Blue Shield Association.
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