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Outline of Medicare Supplement Coverage—Cover Page:
Benefit Plans Medicare Supplement Core, 1, and 1A

Medicare Supplement Insurance can be sold in only standard plans. This chart shows the benefits included
in each plan. Every company must make available the “Core” plan. For persons who became Medicare
Eligible prior to January 1, 2020, companies which make Medicare Supplement 1A plans available are to
also make Medicare Supplement 1 plans available. For persons who became Medicare Eligible after January
1, 2020, companies may make Medicare Supplement 1A plans available, but they are not permitted

to make Medicare Supplement 1 plans available. Companies may add certain benefits to the standard
benefits, if approved by the Commissioner. Look at each company’s materials to find out what benefits, if
any, the company has added to the standard benefits for each plan it offers.

Basic Benefits: Included in all plans.

Hospitalization: Part A Coinsurance coverage for the first 90 days per Benefit Period (not including
the Medicare Part A Deductible) and the 60 Medicare lifetime reserve days, plus
coverage for 365 additional days after Medicare benefits end. This shall also include
benefits for biologically-based mental disorders.

Medical Expenses: Part B Coinsurance (generally 20% of Medicare-approved expenses), or, in
the case of Hospital outpatient department services under a prospective
payment system, the applicable copayments. This shall also include
benefits for biologically-based mental disorders.

Blood: First three pints of blood each year.
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Massachusetts Medicare Supplement
Insurance Outline Of Coverage

HPHC Insurance Company, Inc.
Policy Category: Medicare Supplement Insurance

NOTICE TO BUYER: This Policy may not cover all of
the costs associated with medical care incurred by
the buyer during the period of coverage. The buyer is
advised to review carefully all Policy limitations.

PREMIUM INFORMATION

We, HPHC Insurance Company, Inc. can only raise
your premium if we raise the premium for all Policies
like yours in Massachusetts, and if approved by the
Commissioner of Insurance. If you choose to pay
your premium on a monthly basis, upon your death,
we will refund the unearned portion of the premium
paid. If you choose to pay your premium on a monthly
basis and you cancel your Policy, we will refund the
unearned portion of the premium paid. In the case of
death the unearned portion of the premium will be
refunded on a pro-rata basis.

DISCLOSURES

Use this outline to compare benefits and premiums
among Policies

READ YOUR POLICY VERY CAREFULLY

This is only an outline describing your Policy’s most
important features. The Policy is your insurance
contract. You must read the Policy itself to understand
all the rights and duties of both you and your
insurance company.

RIGHT TO RETURN POLICY

If you find that you are not satisfied with your Policy,
you may return it to HPHC Insurance Company, Inc.

1 Wellness Way, ATTN Enrollment/Billing Canton, MA
02021. If you send the Policy back to us within 30 days
after you receive it, we will treat the Policy as if it had
never been issued and return all your payments.

POLICY REPLACEMENT

If you are replacing another health insurance Policy,

do NOT cancel it until you have actually received your
new Policy and are sure you want to keep it. If you
cancel your present Policy and then decide that you

do not want to keep your new Policy, it may not be
possible to get back the coverage of the present Policy.

If you newly enroll in a Medicare Supplement 1 plan
and you became Medicare Eligible before January 1,
2020, you will not be able to switch into the same
company's Medicare Supplement 1A plan until you
have been covered under the Medicare Supplement 1
plan for a period of at least 12 months.

NOTICE

This Policy may not fully cover all your medical costs.
Neither HPHC Insurance Company, Inc. nor its agents
are connected with Medicare. This outline of coverage
does not give all the details of Medicare coverage.
Contact your local Social Security Office or consult
“Medicare & You" for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT

When you fill out the application for the new Policy, be
sure to answer truthfully and completely all questions.
The company may cancel your Policy and refuse to
pay any claims if you leave out or falsify important
information.

Review the application carefully before you sign it. Be
certain that all information has been properly recorded.

MASSACHUSETTS SUMMARY

The Commissioner of Insurance has set standards for
the sale of Medicare Supplement Insurance Policies.
Such Policies help you pay hospital and doctor bills,
and some other bills, that are not covered in full by
Medicare. Please note that the benefits provided by
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Medicare and this Medicare Supplement Insurance
Policy may not cover all the costs associated with your
treatment. It is important that you become familiar
with the benefits provided by Medicare and your
Medicare Supplement Insurance Policy. This Policy
summary outlines the different coverage you have

if, in addition to this Policy, you are also covered by
Part A (hospital bills, mainly) and Part B (doctors' bills,
mainly) of Medicare.

Under M.G.L. c. 112, §.2, no physician who agrees to
treat a Medicare beneficiary may charge to or collect
from that beneficiary any amount in excess of the
reasonable charge for that service as determined by
the United States Secretary of Health and Human
Services. This prohibition is commonly referred to as
the ban on balance billing. A physician is allowed to
charge you or collect from your insurer a copayment
or coinsurance for Medicare-Covered Services.
However, if your physician charges you or attempts
to collect from you an amount which together with
your copayment or coinsurance is greater than the
Medicare-approved amount, please contact the Board
of Registration in Medicine at 1-781-876-8200.

We cannot explain everything here. Massachusetts law
requires that personal insurance Policies be written in
easy-to-read language. So, if you have questions about
your coverage not answered here, read your Policy. If
you still have questions, ask your agent or company.
You may also wish to get a copy of “Medicare & You",

a small book put out by Medicare that describes
Medicare benefits.

THE BENEFITS TO PREMIUM RATIO FOR MEDICARE
SUPPLEMENT CORE IS 85.6%.

This means that during the anticipated life of your
Policy and others just like it, the company expects to
pay out $85.60 in claims made by you and all other
Policyholders for every $100 it collects in premiums.
The minimum ratio allowed for Policies of this type is
65%. A higher ratio is to your advantage as long as it
allows the company a reasonable return so that the
product remains available.

THE BENEFITS TO PREMIUM RATIO FOR MEDICARE
SUPPLEMENT 1 IS 88.5%.

This means that during the anticipated life of your
Policy and others just like it, the company expects to
pay out $88.50 in claims made by you and all other
Policy holders for every $100 it collects in premiums.
The minimum ratio allowed for Policies of this type is
65%. A higher ratio is to your advantage as long as it
allows the company a reasonable return so that the
product remains available.

THE BENEFITS TO PREMIUM RATIO FOR PLAN
MEDICARE SUPPLEMENT 1A IS 88.7%.

This means that during the anticipated life of your
Policy and others just like it, the company expects to
pay out $88.70 in claims made by you and all other
Policyholders for every $100 it collects in premiums.
The minimum ratio allowed for Policies of this type is
65%. A higher ratio is to your advantage as long as it
allows the company a reasonable return so that the
product remains available.

COMPLAINTS

If you have a complaint, call us at 1-877-907-4742

or your agent. If you are not satisfied, you may write
or call the Massachusetts Division of Insurance,
Consumer Service Department 1000 Washington St.
Suite 810 Boston, MA 02118, Consumer Services Unit
at1-617-521-7794.
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Medicare Supplement Core Medicare Supplement 1 Medicare Supplement 1A
STANDARD BENEFITS STANDARD BENEFITS STANDARD BENEFITS
BASIC BENEFITS BASIC BENEFITS BASIC BENEFITS

Hospitalization: For biologically-based
mental disorders, stays in a licensed
mental hospital, less Part A deductibles;
for other mental disorders: stays in a
licensed mental hospital for at least 60
days per calendar year less days covered
by Medicare or already covered by plan
in that calendar year for the other mental
disorders, less Part A deductibles.

Hospitalization: For biologically-based
mental disorders, stays in a licensed
mental hospital; for other mental
disorders: stays in a licensed mental
hospital for a minimum of 120 days
per benefit period (at least 60 days per
calendar year) less days covered by
Medicare or already covered by plan in
that calendar year for the other mental
disorders.

Hospitalization: For biologically-based
mental disorders, stays in a licensed
mental hospital; for other mental
disorders: stays in a licensed mental
hospital for a minimum of 120 days
per benefit period (at least 60 days per
calendar year) less days covered by
Medicare or already covered by plan in
that calendar year for the other mental
disorders.

N/A Skilled Nursing coinsurance Skilled Nursing coinsurance
N/A Part A Deductible Part A Deductible

N/A Part B Deductible N/A

N/A Foreign Travel Foreign Travel
ADDITIONAL BENEFITS ADDITIONAL BENEFITS ADDITIONAL BENEFITS
Foreign Travel N/A N/A

Fitness Reimbursement Program

Fitness Reimbursement Program

Fitness Reimbursement Program

PREMIUM RATE EFFECTIVE 1/1/26

PREMIUM RATE EFFECTIVE 1/1/26

PREMIUM RATE EFFECTIVE 1/1/26

Billed monthly: $177.10

Billed monthly: $315.15

Billed monthly: $254.10
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Medicare Supplement Core
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

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

Services Medicare Pays Plan Pays You Pay

HOSPITALIZATION*

Semiprivate room and board, general nursing and miscellaneous services and supplies, and licensed mental
hospital stays for biologically based mental disorders or other mental disorders prior to the 190-day Medicare
lifetime maximum

First 60 days of a benefit period All but $1,736 $0 $1,736 (Part A Deductible)

61st through 90th day of a benefit period All but $434 $434 a day $0

91st day and after of a benefit period:

« While using 60 lifetime reserve days All but $868 a day $868 aday $0

« Once lifetime reserve days are used:

- Additional 365 days $0 100% of Medicare eligible ~ $0
expenses
- Beyond the additional 365 days $0 $0 All Costs

LICENSED MENTAL HOSPITAL STAYS not covered by Medicare for biologically based mental disorders

First 60 days of a benefit period $0 All but $1,736 $1,736 (Part A Deductible)
61st through 90th day of a benefit period $0 100% of Medicare eligible  $0
expenses

91st day and after of a benefit period:

« While using 60 lifetime reserve days $0 100% of Medicare eligible ~ $0
expenses

- Once lifetime reserve days are used:

- Additional 365 days $0 100% of Medicare eligible ~ $0
expenses
- Beyond the additional 365 days $0 $0 All Costs

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement Core
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

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

Services Medicare Pays Plan Pays You Pay

LICENSED MENTAL HOSPITAL STAYS not covered by Medicare for other mental disorders

First 60 days per calendar year less days $0 All but $1,736 $1,736 (Part A Deductible)
covered by Medicare or already covered by
the plan in that calendar year for other mental
disorders
61st day and after of a benefit period $0 100% of Medicare eligible  $0
expenses
Days after 60 days per calendar year less days | $0 $0 All Costs
covered by Medicare or plan in that calendar
year

SKILLED NURSING FACILITY CARE*
(Participating with Medicare) You must meet Medicare's requirements including having been in a hospital for at
least three days and entered a Medicare-approved facility within 30 days after having left the hospital

First 20 days All approved amounts  $0 $0

21st through 100th day All but $217 a day $0 Up to $217 a day
101st day and after $0 $0 All Costs
BLOOD

First three pints $0 Three pints $0

Additional amounts 100% $0 $0

NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and
will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the Policy’s “Core
Benefits.” During this time the hospital is prohibited from billing you for the balance based on any difference between its
billed charges and the amount Medicare would have paid.

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement Core
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

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

Services Medicare Pays Plan Pays You Pay

HOSPICE CARE
Available as long as your doctor certifies you are terminally ill and you elect to receive these services

All but very limited Coinsurance $0
coinsurance for

outpatient drugs and

inpatient respite care

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

**Once you have been billed $283 of Medicare-approved amounts for covered services (which are noted with a double
asterisk), your Part B Deductible will have been met for the calendar year.

Services Medicare Pays Plan Pays You Pay

MEDICAL EXPENSES IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and outpatient medical and surgical services and supplies, physical and
speech therapy, diagnostic tests, and durable medical equipment

First $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)

Remainder of Medicare-approved amounts Generally 80% Generally 20% $0

OUTPATIENT TREATMENT FOR BIOLOGICALLY BASED MENTAL DISORDERS
(For services covered by Medicare)

First $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)

Remainder of Medicare-approved amounts 80% 20% $0

OUTPATIENT TREATMENT FOR BIOLOGICALLY BASED MENTAL DISORDERS
(For services not covered by Medicare)

$0 100% of expenses $0

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement Core

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

**QOnce you have been billed $283 of Medicare-approved amounts for covered services (which are noted with a double
asterisk), your Part B Deductible will have been met for the calendar year.

Services Medicare Pays Plan Pays You Pay
OUTPATIENT TREATMENT FOR OTHER MENTAL HEALTH DISORDERS

(for services covered by Medicare)

First $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)
Remainder of Medicare-approved amounts 80% 20% $0

OUTPATIENT TREATMENT FOR OTHER MENTAL HEALTH DISORDERS

(for services not covered by Medicare)

First 24 visits per calendar year $0 100% $0

Visits 25 and after $0 $0 All Costs

BLOOD

First three pints $0 All Costs $0

Next $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)
Remainder of Medicare-approved amounts 80% 20% $0

CLINICAL LABORATORY SERVICES

Blood tests for diagnostic services 100% $0 $0

SPECIAL MEDICAL FORMULAS MANDATED BY LAW

(Covered by Medicare)

First $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)
Remainder of Medicare-approved amounts 80% 20% $0

Not covered by Medicare $0 All allowed charges Balance

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement Core
MEDICARE (PARTS A & B)

**QOnce you have been billed $283 of Medicare-approved amounts for covered services (which are noted with a double
asterisk), your Part B Deductible will have been met for the calendar year.

Services Medicare Pays Plan Pays You Pay
HOME HEALTH CARE
(Medicare-approved services)
Medically necessary skilled care services and 100% $0 $0
medical supplies
DURABLE MEDICAL EQUIPMENT
First $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)
Remainder of Medicare-approved amounts 80% 20% $0
OTHER BENEFITS (NOT COVERED BY MEDICARE)
Services Medicare Pays Plan Pays You Pay
FOREIGN TRAVEL
(Not covered by Medicare) Only the services listed above while traveling outside the United States
$0 Remainder of charges $0
(including portion
normally paid by
Medicare)
OUTPATIENT PRESCRIPTION DRUGS
(Not covered by Medicare)
$0 $0 All Costs
FITNESS REIMBURSEMENT PROGRAM
(Not covered by Medicare)
$0 Up to $150 All charges after $150

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

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

Services

Medicare Pays

Plan Pays

You Pay

HOSPITALIZATION*

Semiprivate room and board, general nursing and miscellaneous services and supplies, and licensed mental
hospital stays for biologically based mental disorders or other mental disorders prior to the 190-day Medicare

lifetime maximum

First 60 days of a benefit period All but $1,736 $1,736 (Part A Deductible) S0
61st through 90th day of a benefit period All but $434 a day $434 a day $0
91st day and after of a benefit period:
« While using 60 lifetime reserve days All but $868 a day $868 aday $0
« Once lifetime reserve days are used:
- Additional 365 days $0 100% of Medicare eligible ~ $0
expenses
- Beyond the additional 365 days $0 $0 All Costs

LICENSED MENTAL HOSPITAL STAYS for biologically based mental disorders not covered by Medicare

First 60 days of a benefit period $0 100% of Medicare eligible  $0
expenses
61st through 90th day of a benefit period $0 100% of Medicare eligible  $0
expenses
91st day and after of a benefit period:
« While using 60 lifetime reserve days $0 100% of Medicare eligible ~ $0
expenses
« Once lifetime reserve days are used:
- Additional 365 days $0 100% of Medicare eligible ~ $0
expenses
- Beyond the additional 365 days $0 $0 All Costs

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.

Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

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

Services

Medicare Pays

Plan Pays

You Pay

LICENSED MENTAL HOSPITAL STAYS not covered by Medicare for other mental disorders

First 120 days per benefit period (at least 60 days per calendar year) less days covered by Medicare or already covered by the plan

in that calendar year for other mental disorders

- First 60 days of a benefit period $0 100% of Medicare eligible ~ $0
expenses
« 61st through 120th day of a benefit period | $0 100% of Medicare eligible  $0
expenses
Beyond the additional 365 days $0 $0 All Costs
Days after 120 days per benefit period (or 60 | $0 $0 All Costs

days per calendar year) less days covered by
Medicare or plan in that calendar year

SKILLED NURSING FACILITY CARE*

(Participating with Medicare) You must meet Medicare's requirements including having been in a hospital for at
least 3 days and entered a Medicare-approved facility within 30 days after having left the hospital

First 20 days All approved amounts  $0 $0

21st through 100th day All but $217 a day Up to $217 a day $0
101st day through 365th day of a benefit $0 $10 a day Balance
period

Beyond the 365th day of a benefit period $0 $0 All Costs

(Not Participating with Medicare) You must meet Medicare's requirements including having been in a hospital
for at least three days and transferred to the facility within 30 days after having left the hospital

1st day through 365th day of a benefit period

$0

$8 aday

Balance

Beyond the 365th day of a benefit period

$0

$0

All Costs

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

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

Services Medicare Pays Plan Pays You Pay
BLOOD

First three pints $0 Three pints $0
Additional amounts 100% $0 $0
HOSPICE CARE

Available as long as your doctor certifies you are terminally ill and you elect to receive these services

All but very limited Coinsurance $0
coinsurance for

outpatient drugs and

inpatient respite care

NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and
will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core
Benefits". During this time the hospital is prohibited from billing you for the balance based on any difference between its
billed charges and the amount Medicare would have paid.

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

Services

Medicare Pays Plan Pays

You Pay

MEDICAL EXPENSES IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITAL TREATMENT,
such as physician's services, inpatient and outpatient medical and surgical services and supplies, physical and

speech therapy, diagnostic tests, and durable medical equipment

First $283 of Medicare-approved amounts $0 $283 (Part B Deductible)  $0
Remainder of Medicare-approved amounts Generally 80% Generally 20% $0
OUTPATIENT TREATMENT FOR BIOLOGICALLY BASED MENTAL DISORDERS
(for services covered by Medicare)
First $283 of Medicare-approved amounts $0 $283 (Part B Deductible)  $0
Remainder of Medicare-approved amounts 80% 20% $0
OUTPATIENT TREATMENT FOR BIOLOGICALLY BASED MENTAL DISORDERS
(for services not covered by Medicare)

$0 100% $0
OUTPATIENT TREATMENT FOR OTHER MENTAL HEALTH DISORDERS
(for services covered by Medicare)
First $283 of Medicare-approved amounts $0 $283 (Part B Deductible)  $0
Remainder of Medicare-approved amounts 80% 20% $0
OUTPATIENT TREATMENT FOR OTHER MENTAL HEALTH DISORDERS
(for services not covered by Medicare)
First 24 visits per calendar year $0 100% $0
Visits 25 and after $0 $0 All Costs

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.

Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

Services Medicare Pays Plan Pays You Pay
BLOOD

First three pints $0 All Costs $0

Next $283 of Medicare-approved amounts $0 $283 (Part B Deductible) S0
Remainder of Medicare-approved amounts 80% 20% $0
CLINICAL LABORATORY SERVICES

Blood tests for diagnostic services 100% $0 $0
SPECIAL MEDICAL FORMULAS MANDATED BY LAW

(Covered by Medicare)

First $283 of Medicare-approved amounts $0 $283 (Part B Deductible)  $0
Remainder of Medicare-approved amounts 80% 20% $0

Not covered by Medicare $0 All allowed charges Balance

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.

Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1
MEDICARE (PARTS A & B)

Services Medicare Pays Plan Pays You Pay

HOME HEALTH CARE

(Medicare-approved services)

Medically necessary skilled care services and 100% $0 $0

medical supplies

DURABLE MEDICAL EQUIPMENT

First $283 of Medicare-approved amounts $0 $283 (Part B Deductible)  $0

Remainder of Medicare-approved amounts 80% 20% $0
OTHER BENEFITS (NOT COVERED BY MEDICARE)

Services Medicare Pays Plan Pays You Pay

FOREIGN TRAVEL

(Not covered by Medicare) Only the services listed above while traveling outside the United States

$0 Remainder of charges $0
(including portion
normally paid by
Medicare)
OUTPATIENT PRESCRIPTION DRUGS
(Not covered by Medicare)
$0 $0 All Costs
FITNESS REIMBURSEMENT PROGRAM
(Not covered by Medicare)
$0 Up to $150 All charges after $150

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.

Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1A

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

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

Services

Medicare Pays

Plan Pays You Pay

HOSPITALIZATION*

Semiprivate room and board, general nursing and miscellaneous services and supplies, and licensed mental
hospital stays for biologically based mental disorders or other mental disorders prior to the 190-day Medicare

lifetime maximum

First 60 days of a benefit period All but $1,736 $1,736 (Part A Deductible) $0
61st through 90th day of a benefit period All but $434 a day $434 a day $0
91st day and after of a benefit period:

- While using 60 lifetime reserve days All but $868 a day $868 a day $0

« Once lifetime reserve days are used:

- Additional 365 days $0 100% of Medicare eligible ~ $0
expenses
- Beyond the additional 365 days $0 $0 All Costs

LICENSED MENTAL HOSPITAL STAYS for

biologically based mental disorders not covered by Medicare

First 60 days of a benefit period $0 100% of Medicare eligible ~ $0
expenses
61st through 90th day of a benefit period $0 100% of Medicare eligible  $0
expenses
91st day and after of a benefit period:
« While using 60 lifetime reserve days $0 100% of Medicare eligible  $0
expenses
- Once lifetime reserve days are used:
- Additional 365 days $0 100% of Medicare eligible  $0
expenses
- Beyond the additional 365 days $0 $0 All Costs

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1A
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

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

Services Medicare Pays Plan Pays You Pay

LICENSED MENTAL HOSPITAL STAYS not covered by Medicare for other mental disorders

First 120 days per benefit period (at least 60 days per calendar year) less days covered by Medicare or already covered by the plan
in that calendar year for other mental disorders

- First 60 days of a benefit period $0 100% of Medicare eligible  $0
expenses
« b1st through 120th day of a benefit period | $0 100% of Medicare eligible  $0
expenses
Beyond the additional 365 days $0 $0 All Costs
Days after 120 days per benefit period (or 60 | SO $0 All Costs
days per calendar year) less days covered by
Medicare or plan in that calendar year

SKILLED NURSING FACILITY CARE*
(Participating with Medicare) You must meet Medicare's requirements including having been in a hospital for at
least three days and entered a Medicare-approved facility within 30 days after having left the hospital

First 20 days All approved amounts  $0 $0

21st through 100th day All but $217 a day Up to $217 a day $0
101st day through 365th day of a benefit $0 $10 a day Balance
period

Beyond the 365th day of a benefit period $0 $0 All Costs

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1A
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

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

Services Medicare Pays Plan Pays You Pay

SKILLED NURSING FACILITY CARE*
(Not Participating with Medicare) You must meet Medicare's requirements including having been in a hospital
for at least three days and transferred to the facility within 30 days after having left the hospital

1st day through 365th day of a benefit period | $0 $8 aday Balance
Beyond the 365th day of a benefit period $0 $0 All Costs
BLOOD

First three pints $0 Three pints $0
Additional amounts 100% $0 $0
HOSPICE CARE

Available as long as your doctor certifies you are terminally ill and you elect to receive these services

All but very limited Coinsurance $0
coinsurance for

outpatient drugs and

inpatient respite care

NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and
will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy's “Core
Benefits.” During this time the hospital is prohibited from billing you for the balance based on any difference between its
billed charges and the amount Medicare would have paid.

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1A
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

**QOnce you have been billed $283 of Medicare-approved amounts for covered services (which are noted with a double
asterisk), your Part B Deductible will have been met for the calendar year.

Services Medicare Pays Plan Pays You Pay

MEDICAL EXPENSES IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITAL TREATMENT,
such as physician’s services, inpatient and outpatient medical and surgical services and supplies, physical and
speech therapy, diagnostic tests, and durable medical equipment

First $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)

Remainder of Medicare-approved amounts Generally 80% Generally 20% $0

OUTPATIENT TREATMENT FOR BIOLOGICALLY BASED MENTAL DISORDERS
(for services covered by Medicare)

First $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)

Remainder of Medicare-approved amounts 80% 20% $0

OUTPATIENT TREATMENT FOR BIOLOGICALLY BASED MENTAL DISORDERS
(for services not covered by Medicare)

$0 100% $0

OUTPATIENT TREATMENT FOR OTHER MENTAL HEALTH DISORDERS
(for services covered by Medicare)

First $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)

Remainder of Medicare-approved amounts 80% 20% $0

OUTPATIENT TREATMENT FOR OTHER MENTAL HEALTH DISORDERS
(for services not covered by Medicare)

First 24 visits per calendar year $0 100% $0

Visits 25 and after $0 $0 All Costs

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1A

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

**QOnce you have been billed $283 of Medicare-approved amounts for covered services (which are noted with a double
asterisk), your Part B Deductible will have been met for the calendar year.

Services Medicare Pays Plan Pays You Pay

BLOOD

First three pints $0 All Costs $0

Next $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)
Remainder of Medicare-approved amounts 80% 20% $0

CLINICAL LABORATORY SERVICES

Blood tests for diagnostic services 100% $0 $0

SPECIAL MEDICAL FORMULAS MANDATED BY LAW

(Covered by Medicare)

First $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)
Remainder of Medicare-approved amounts 80% 20% $0

Not covered by Medicare $0 All allowed charges Balance

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Medicare Supplement 1A
MEDICARE (PARTS A & B)

**Once you have been billed $283 of Medicare-approved amounts for covered services (which are noted with a double
asterisk), your Part B Deductible will have been met for the calendar year.

Services Medicare Pays Plan Pays You Pay
HOME HEALTH CARE
(Medicare-approved services)
Medically necessary skilled care services and 100% $0 $0
medical supplies
DURABLE MEDICAL EQUIPMENT
First $283 of Medicare-approved amounts** $0 $0 $283 (Part B Deductible)
Remainder of Medicare-approved amounts 80% 20% $0
OTHER BENEFITS (NOT COVERED BY MEDICARE)
Services Medicare Pays Plan Pays You Pay
FOREIGN TRAVEL
(Not covered by Medicare)
Only the services listed above while traveling | $0 Remainder of charges $0
outside the United States (including portion
normally paid by
Medicare)

OUTPATIENT PRESCRIPTION DRUGS
(Not covered by Medicare)

$0 $0 All Costs
FITNESS REIMBURSEMENT PROGRAM
(Not covered by Medicare)

$0 Up to $150 All charges after $150

The deductible and coinsurance amounts listed above reflect the 2026 Medicare deductible and coinsurance amounts.
Beginning 1/1/27, these amounts will be replaced with the 2027 Medicare deductible and coinsurance amounts.
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Language Assistance Services

o Ulae ol dalic 4 el sacliall ciladd o ¢ julaiy) pie (s Al Aad Caaaty i€ 13) ol (4x2) Arabic
Sl AalAl) gumal) Ay ga iy o 3ga sl 8L syl

French (Francais) ATTENTION : Si vous parlez une langue autre que I'anglais, des services d'assistance linguistique
gratuits sont a votre disposition. Veuillez appeler le numéro indiqué sur votre carte d'adhérent.

Greek (EAAnvik@) MPOZOXH: Edv piAdTe kaTro10 AAAN YAwooa TTépa atréd Ta ayyAIKA, YAWOOIKEG UTTNPETIES XWPIG
xpéwon gival atn 0160eon oag. KaAéoTe Tov apiBud oTnv kapTa YEAOUG Oag.

Gujarati (3josldl) €A UL o8l il 2R ARl eflos] et ellel €91, ol Gl (S TARAL dHRL IR HEd BudoE ©.
SUL SAA AHRL (AL US| 5SS UL A0R UR St 5U.

Haitian Creole (Kreyol Ayisyen) ATANSYON: Si w pale yon lang ki pa Anglé, gen sévis &d pou lang ki disponib gratis
pou ou. Tanpri rele nimewo ki sou kat ID manm ou a.

Hindi (8fdh) e@m 2: 3R 3mu 3RSt & 3TetTaT i SEsY YT dterd &, A UTHT HeTIdT HaTU 31U TTeTd A-1X]eleh 3UATEl & | &
TT 310 ST 3MES! HISS TR U T 7GR R HicT R |

Italian (Italiano) ATTENZIONE: se parli una lingua diversa dall'inglese, sono disponibili gratuitamente servizi di
assistenza linguistica. Chiama il numero indicato sulla tua tessera membro identificativa.

2

Khmer (meangst) UIRSSUIHS ASUNWMANUAIIMUUIAM enHAUNT ﬁjﬁﬁjﬁnﬁﬁﬁs WIS A BIRURE 6
mmmnmsmmms il mmﬁtﬁ‘nmmetﬁﬁm D “anlﬂijniifdﬁs il

+GY

Korean (2t=0{) 22l: 0 0|22 AN E ALESHAICHH A0 X[ MH|AS B2 2 MSH EZLICE 7HUXHD 7HE0] HAlE
HS 2 MESA| 7| HFREL|CH,

Lao (nn&a19) n=au1 Suz1u: i mudwungnStnun buungn 8ina, musnaldbamuiowwan( a laguige an. n=putnmdy]
dlu Uau:=d og:=3na9] nu.

Polish (polski) UWAGA: Jesli postugujesz sie jezykiem innym niz angielski, mozesz bezptatnie korzysta¢ z ustug
pomocy jezykowej. Zadzwon pod numer podany na Twojej karcie cztonkowskiej.

Portuguese (Portugués) ATENCAO: caso fale outro idioma que ndo o inglés, sdo-lhe disponibilizados gratuitamente
servicos de assisténcia linguistica. Ligue para o nimero no seu cartado de identificacdo de membro.

Russian (Pycckuin) BHUIMAHWE! Ecnu Bbl He roBOpUTE Ha aHIMMNCKOM S3bIKe, TO MOXEeTe BecnnaTHO BOCMOSb30BaTLCSA
ycriyramm si3bIkOBOW NogaepXku. NMo3BoHUTE NO HOMEpPY, yKa3aHHOMY Ha Ballen MAEHTUMUKALMOHHOM KapTe y4yacTHMKa.

Spanish (Espaiiol) ATENCION: Si usted habla un idioma que no sea inglés, estan disponibles para usted, sin costo,
servicios de asistencia en otros idiomas. Llame al nimero que figura en su tarjeta de identificacion de miembro.

Traditional Chinese (EBEHX) TEFIR: WIREBIFRENEMES, RPIFIUASBRERENESHEIRSG ., BET
BE 8 ID FLABEEIRS,

Vietnamese (Tiéng Viét) LUU Y: Néu quy vi n6i ngdn ngll khac khong phai tiéng Anh, ching t6i cung cap dich vu ho trg
ngdn ngl mién phi cho quy vi. Vui long goi dén s6 dién thoai trén thé ID hdi vién cla quy vi.

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are available to
you. Please call the number on your member ID card.

Continued on next page



General Notice About Nondiscrimination
and Accessibility Requirements

Harvard Pilgrim Health Care and its affiliates as noted below ("HPHC") comply with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability or sex (including pregnancy,
sexual orientation and gender identity). HPHC does not exclude people or treat them differently because of race,
color, national origin, age, disability or sex (including pregnancy, sexual orientation and gender identity).

HPHC:

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, other formats).

Provides free language services to people whose primary language is not English, such as qualified interpreters.
If you need these services, contact our Civil Rights Compliance Officer (see below for contact information).

If you believe that HPHC has failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability or sex (including pregnancy, sexual orientation and gender identity) you can file a
grievance with:

Point32Health Civil Rights Legal Coordinator
1 Wellness Way
Canton, MA 02021-1166

866-750-2074, TTY service: 711
Fax: 617-668-2754
Email: OCRCoordinator@point32health.org

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, the Civil Rights
Compliance Officer 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

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

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

Harvard Pilgrim Health Care includes Harvard Pilgrim Health Care, Harvard Pilgrim Health Care of New England and HPHC Insurance Company.
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