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Evidence of Coverage for 2026:

Your Medicare Health Benefits and Services and Drug Coverage as a Member
of Blue Shield 65 Plus (HMO)

This document gives the details of your Medicare health and drug coverage from January 1 -
December 31, 2026. This is an important legal document. Keep it in a safe place.

This document explains your benefits and rights. Use this document to understand:

e Ourplan premium and cost sharing

e Ourmedical and drug benefits

e How to file a complaint if you’re not satisfied with a service or treatment
e How to contact us

e Other protections required by Medicare law

For questions about this document, call Customer Service at (800) 776-4466 (TTY users
call 711). Hours are 8 a.m. to 8 p.m. PT, seven days a week. This call is free.

This plan, Blue Shield 65 Plus, is offered by California Physicians’ Service (dba Blue Shield of
California). (When this Evidence of Coverage says “we,” “us,” or “our,” it means California
Physicians’ Service (dba Blue Shield of California). When it says “plan” or “our plan,” it means
Blue Shield 65 Plus.)

This document is available for free in Spanish.

This information may be available in a different format, including Braille, large print, audio cd
and data cd. Please call Customer Service at the number above if you need plan information
in another format. If you would like to receive your plan materials via email, log in at
blueshieldca.com/login and go to your profile page by clicking “Edit profile” on your
myblueshield dashboard and then select Yes, save paper, Send by Email as your delivery
preference under communication preferences. If you do not have an account, click on Create
account, and select email as your delivery preference during the registration process.

Benefits, premiums, deductibles, and/or copayments/coinsurance may change on January 1,
2027.

Our formulary, pharmacy network, and/or provider network may change at any time. You’ll
get notice about any changes that may affect you at least 30 days in advance.

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



Blue Shield of California’s pharmacy network includes limited lower-cost, pharmacies with
preferred cost sharing in certain counties in California. The lower costs advertised in our plan
materials for these pharmacies may not be available at the pharmacy you use. For up-to-date
information about our network pharmacies, including whether there are any lower-cost
pharmacies with preferred cost sharing in your area, please call (800) 776-4466 [TTY: 711], 8
a.m. to 8 p.m. PT, seven days a week or consult the online pharmacy directory at
blueshieldca.com/medpharmacy2026.
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CHAPTER 1:
Get started as a member

SECTION 1 You’re a member of Blue Shield 65 Plus

Section 1.1 You’re enrolled in Blue Shield 65 Plus, which is a Medicare HMO

You’re covered by Medicare, and you chose to get your Medicare health and your drug
coverage through our plan, Blue Shield 65 Plus. Our plan covers all Part A and Part B services.
However, cost sharing and provider access in this plan are different from Original Medicare.

Blue Shield 65 Plus is a Medicare Advantage HMO Plan (HMO stands for Health Maintenance
Organization) approved by Medicare and run by a private company.

Section 1.2 Legal information about the Evidence of Coverage

This Evidence of Coverage is part of our contract with you about how Blue Shield 65 Plus
covers your care. Other parts of this contract include your enrollment form, the List of Covered
Drugs (formulary), and any notices you get from us about changes to your coverage or
conditions that affect your coverage. These notices are sometimes called riders or
amendments.

The contract is in effect for the months you’re enrolled in Blue Shield 65 Plus between
January 1, 2026 and December 31, 2026.

Medicare allows us to make changes to our plans we offer each calendar year. This means we
can change the costs and benefits of Blue Shield 65 Plus after December 31, 2026. We can also
choose to stop offering our plan in your service area, after December 31, 2026.

Medicare (the Centers for Medicare & Medicaid Services) must approve Blue Shield 65 Plus
each year. You can continue to get Medicare coverage as a member of our plan as long as we
choose to continue offering our plan and Medicare renews approval of our plan.
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SECTION 2 Plan eligibility requirements

Section 2.1 Eligibility requirements
You’re eligible for membership in our plan as long as you meet all these conditions:

e You have both Medicare Part A and Medicare Part B.

e You live in our geographic service area (described in Section 2.2). People who are
incarcerated aren’t considered to be living in the geographic service area, even if
they’re physically located in it.

e You’re a United States citizen or lawfully present in the United States.
Section 2.2 Plan service area for Blue Shield 65 Plus

Blue Shield 65 Plus is only available to people who live in our plan service area. To stay a
member of our plan, you must continue to live in our service area. The service area is
described below.

Our service area includes this county in California: Riverside County.

If you move out of our plan’s service area, you can’t stay a member of this plan. Call Customer
Service at (800) 776-4466 (TTY users call 711) to see if we have a plan in your new area. When
you move, you’ll have a Special Enrollment Period to either switch to Original Medicare or
enrollin a Medicare health or drug plan in your new location.

If you move or change your mailing address, it’s also important to call Social Security. Call
Social Security at 1-800-772-1213 (TTY users call 1-800-325-0778).

Section 2.3 U.S. citizen or lawful presence

You must be a U.S. citizen or lawfully present in the United States to be a member of a
Medicare health plan. Medicare (the Centers for Medicare & Medicaid Services) will notify Blue
Shield 65 Plus if you’re not eligible to stay a member of our plan on this basis. Blue Shield 65
Plus must disenroll you if you don’t meet this requirement.
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SECTION 3 Important membership materials

Section 3.1 Our plan membership card
Use your membership card whenever you get services covered by our plan and for

prescription drugs you get at network pharmacies. You should also show the provider your
Medicaid card, if you have one. Sample plan membership card:

Members: blueshieldeacom/medicare
U In an emergency, call 911 or go to the

CALIFORMIA nearsst ER. Customer Sepvice:
Member: Blue, Shielddnspire (HMO] ?ulinglt -Mediu‘alcflfirma o (800) 776-4466
Firstname Lastname P.O. Box : NugseHelp@d 7:

Grolp # 00000000 Chico, CA 95927-2640 (B7%) 304-0504
ID# 000000000000 Card Issued: 04/05/2024 Submit Ax ¢laims to: TTY: 711
Copayments Claims Processing Physician s/Provid era:
PCP/SPC/ER: $0/$0/§125 W code: 043 1606 Ava. Ponce de Leon slghility verification
Firstname Lastnamea RaxBin: 026636 San Juan, PR 009091538 (800) 541-6652
(D00} 000-0000 RxPCN: 77993322
care network namea Issuer: 80840

CMS HO504-043

MEDICARE M 1_ :."C-ulcl"i Fleae fiie 2l :ulr:.'rlil'“-r |-l',|IE:Z‘LE |::I|S:1'I'~‘\+|:!I'!:I\'I:I':.'\‘E: I.'l--l-nx":mnv:: ]
ADVANTAGE |HM U -»,.-‘:—l.[ri..[r [!ﬂ‘%;((j_l&" i member has imied benefts oetsde of the pln service ara and ovsside of Cafomia

DON’T use your red, white, and blue Medicare card for covered medical services while you’re
a member of this plan. If you use your Medicare card instead of your Blue Shield 65 Plus
membership card, you may have to pay the full cost of medical services yourself. Keep your
Medicare card in a safe place. You may be asked to show it if you need hospital services,
hospice services, or participate in Medicare-approved clinical research studies (also called
clinical trials).

If your plan membership card is damaged, lost, or stolen, call Customer Service at (800) 776-
4466 (TTY users call 711) right away and we’ll send you a new card.

Section 3.2 Provider Directory

The Provider Directory (blueshieldca.com/find-a-doctor), lists our current network
providers. Network providers are the doctors and other health care professionals, medical
groups, hospitals, and other health care facilities that have an agreement with us to accept
our payment and any plan cost sharing as payment in full.

You must use network providers to get your medical care and services. If you go elsewhere
without proper authorization, you’ll have to pay in full. The only exceptions are emergencies,
urgently needed services when the network isn’t available (that is, situations when it’s
unreasonable or not possible to get services in network), out-of-area dialysis services, and
cases when Blue Shield 65 Plus authorizes use of out-of-network providers.
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Get the most recent list of providers on our website at blueshieldca.com/find-a-doctor.

If you don’t have a Provider Directory, you can ask for a copy (electronically or in paper form)
from Customer Service at (800) 776-4466 (TTY users call 711). Requested paper Provider
Directories will be mailed to you within 3 business days.

Section 3.3 Pharmacy Directory

The Pharmacy Directory (blueshieldca.com/medpharmacy2026), lists our network
pharmacies. Network pharmacies are pharmacies that agree to fill covered prescriptions for
our plan members. Use the Pharmacy Directory to find the network pharmacy you want to
use. Go to Chapter 5, Section 2.5 for information on when you can use pharmacies that aren’t
in our plan’s network.

The Pharmacy Directory also shows which pharmacies in our network have preferred cost
sharing, which may be lower than the standard cost sharing offered by other network
pharmacies for some drugs.

If you don’t have a Pharmacy Directory, you can ask for a copy from Customer Service at (800)
776-4466 (TTY users call 711). You can also find this information on our website at
blueshieldca.com/medpharmacy2026 or call Customer Service.

Section 3.4 Drug List (formulary)

Our plan has a List of Covered Drugs (also called the Drug List or formulary). It tells which
prescription drugs are covered under the Part D benefit included in Blue Shield 65 Plus. The
drugs on this list are selected by our plan, with the help of doctors and pharmacists. The Drug
List must meet Medicare’s requirements. Drugs with negotiated prices under the Medicare
Drug Price Negotiation Program will be included on your Drug List unless they have been
removed and replaced as described in Chapter 5, Section 6. Medicare approved the Blue
Shield 65 Plus Drug List.

The Drug List also tells if there are any rules that restrict coverage for a drug.
We’ll give you a copy of the Drug List. To get the most complete and current information

about which drugs are covered, visit blueshieldca.com/medformulary2026 or call customer
service at (800) 776-4466 (TTY users call 711).
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SECTION 4

Summary of Important Costs

10

Monthly plan premium*

*Your premium can be higher than this amount.

Go to Section 4.1 for details.

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 Chapter 4 Section 1 for details.)

Part D drug coverage deductible

(Go to Chapter 6 Section 4 for details.)

Part D drug coverage

(Go to Chapter 6 for details, including Yearly
Deductible, Initial Coverage, and Catastrophic
Coverage Stages.)

$0

$2,800

Your Costs in 2026

$0 copayment per visit

$0 copayment per visit

For each Medicare-covered stay in a
network hospital you pay:

e S$75perdayfordays1lto5

e $0 perday for days 6 and over

$340 for Tier 3 through Tier 5 drugs,
except for covered insulin products
and most adult Part D vaccines.

Copayment/Coinsurance during the
Initial Coverage Stage:

Drug Tier 1: $0 or $5*
Drug Tier 2: $10 or $18*
Drug Tier 3: 20% coinsurance

You pay the lesser of $35 or 20%
coinsurance per month supply of
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Your Costs in 2026

each covered insulin product on this
tier.

Drug Tier 4: 25% coinsurance
You pay the lesser of $35 or 25%
coinsurance per month supply of
each covered insulin product on this
tier.

Drug Tier 5: 29% coinsurance

* The first amount listed is what you
will pay if you use a network
pharmacy with preferred cost
sharing.

The second amount listed is what you

will pay if you use a network
pharmacy with standard cost
sharing.

Catastrophic Coverage Stage:
During this payment stage, you pay

nothing for your covered Part D
drugs.

Your costs may include the following:

e Plan Premium (Section 4.1)

¢ Monthly Medicare Part B Premium (Section 4.2)
e Optional Supplemental Benefit Premium (Section 4.3)

e Part D Late Enrollment Penalty (Section 4.4)

e Income Related Monthly Adjusted Amount (Section 4.5)
e Medicare Prescription Payment Plan Amount (Section 4.6)

Section 4.1 Plan premium

You don’t pay a separate monthly plan premium for Blue Shield 65 Plus.
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If you already get help from one of these programs, the information about premiums in this
Evidence of Coverage may not apply to you. We sent you a separate document, called the
Evidence of Coverage Rider for People Who Get Extra Help Paying for Prescription Drugs (also
known as the Low-Income Subsidy Rider or the LIS Rider), which tells you about your drug
coverage. If you don’t have this insert, call Customer Service at (800) 776-4466 (TTY users call
711) and ask for the LIS Rider.

Section 4.2 Monthly Medicare Part B Premium
Many members are required to pay other Medicare premiums

You must continue paying your Medicare premiums to stay a member of our plan. This
includes your premium for Part B. You may also pay a premium for Part A if you aren’t eligible
for premium-free Part A.

Section 4.3 Optional Supplemental Benefit Premium

If you signed up for extra benefits, also called optional supplemental benefits, you pay an
additional premium each month for these extra benefits. Go to Chapter 4, Section 2.1 for
details.

Blue Shield 65 Plus is offering two optional supplemental dental plans: dental HMO and
dental PPO. The monthly premium for the optional supplemental dental HMO plan is $16.00,
and the monthly premium for the optional supplemental dental PPO plan is $49.00.

If you have any questions about your plan premiums, please call Customer Service (phone
numbers are printed on the back cover of this document).

Section 4.4 Part D Late Enrollment Penalty

Some members are required to pay a Part D late enrollment penalty. The Part D late
enrollment penalty is an additional premium that must be paid for Part D coverage if at any
time after your initial enrollment period is over, there was a period of 63 days or more in a
row when you didn’t have Part D or other creditable drug coverage. Creditable drug coverage
is coverage that meets Medicare’s minimum standards since it is expected to pay, on average,
at least as much as Medicare’s standard drug coverage. The cost of the late enrollment
penalty depends on how long you went without Part D or other creditable drug coverage.
You’ll have to pay this penalty for as long as you have Part D coverage.

When you first enroll in Blue Shield 65 Plus,we let you know the amount of the penalty. If you
don’t pay your Part D late enrollment penalty, you could lose your prescription drug benefits.

You don’t have to pay the Part D late enrollment penalty if:
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You get Extra Help from Medicare to help pay your drug costs.

You went less than 63 days in a row without creditable coverage.

You had creditable drug coverage through another source (like a former employer,
union, TRICARE, or Veterans Health Administration (VA)). Your insurer or human
resources department will tell you each year if your drug coverage is creditable
coverage. You may get this information in a letter or in a newsletter from that plan.
Keep this information because you may need it if you join a Medicare drug plan later.

o Note: Any letter or notice must state that you had creditable prescription drug
coverage that’s expected to pay as much as Medicare’s standard drug plan pays.

o Note: Prescription drug discount cards, free clinics, and drug discount websites
aren’t creditable prescription drug coverage.

Medicare determines the amount of the Part D late enrollment penalty. Here’s how it

works:

If you went 63 days or more without Part D or other creditable prescription drug
coverage after you were first eligible to enroll in Part D, our plan will count the number
of full months you didn’t have coverage. The penalty is 1% for every month you didn’t
have creditable coverage. For example, if you go 14 months without coverage, the
penalty percentage will be 14%.

Then Medicare determines the amount of the average monthly plan premium for
Medicare drug plans in the nation from the previous year (national base beneficiary
premium). For 2026, this average premium amount is $38.99.

To calculate your monthly penalty, multiply the penalty percentage by the national
base beneficiary premium and round it to the nearest 10 cents. In the example here, it
would be 14% times $38.99, which equals $5.458. This rounds to $5.46. This amount
would be added to the monthly plan premium for someone with a Part D late
enrollment penalty.

Three important things to know about the monthly Part D late enrollment penalty:

The penalty may change each year because the national base beneficiary premium
can change each year.

You’ll continue to pay a penalty every month for as long as you are enrolled in a plan
that has Medicare Part D drug benefits, even if you change plans.

If you’re under 65 and enrolled in Medicare, the Part D late enrollment penalty will
reset when you turn 65. After age 65, your Part D late enrollment penalty will be based
only on the months you don’t have coverage after your initial enrollment period for
aging into Medicare.
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If you disagree about your Part D late enrollment penalty, you or your representative
can ask for a review. Generally, you must ask for this review within 60 days from the date on
the first letter you get stating you have to pay a late enrollment penalty. However, if you were
paying a penalty before you joined our plan, you may not have another chance to ask for a
review of that late enrollment penalty.

Important: Don’t stop paying your Part D late enrollment penalty while you’re waiting for a
review of the decision about your late enrollment penalty. If you do, you could be disenrolled
for failure to pay our plan premiums.

Section 4.5 Income Related Monthly Adjustment Amount

Some members may be required to pay an extra charge, known as the Part D Income Related
Monthly Adjustment Amount (IRMAA). The extra charge is calculated using your modified
adjusted gross income as reported on your IRS tax return from 2 years ago. If this amount is
above a certain amount, you’ll pay the standard premium amount and the additional IRMAA.
For more information on the extra amount you may have to pay based on your income, visit
www.Medicare.gov/health-drug-plans/part-d/basics/costs.

If you have to pay an extra IRMAA, Social Security, not your Medicare plan, will send you a
letter telling you what that extra amount will be. The extra amount will be withheld from your
Social Security, Railroad Retirement Board, or Office of Personnel Management benefit check,
no matter how you usually pay our plan premium, unless your monthly benefit isn’t enough
to cover the extra amount owed. If your benefit check isn’t enough to cover the extra amount,
you’ll get a bill from Medicare. You must pay the extra IRMAA to the government. It can’t
be paid with your monthly plan premium. If you don’t pay the extra IRMAA, you’ll be
disenrolled from our plan and lose prescription drug coverage.

If you disagree about paying an extra IRMAA, you can ask Social Security to review the
decision. To find out how to do this, call Social Security at 1-800-772-1213 (TTY users call 1-
800-325-0778).

Section 4.6 Medicare Prescription Payment Plan Amount

If you’re participating in the Medicare Prescription Payment Plan, each month you’ll pay our
plan premium (if you have one) and you’ll get a bill from your health or drug plan for your
prescription drugs (instead of paying the pharmacy). Your monthly bill is based on what you
owe for any prescriptions you get, plus your previous month’s balance, divided by the
number of months left in the year.

Chapter 2, Section 7 tells more about the Medicare Prescription Payment Plan. If you disagree
with the amount billed as part of this payment option, you can follow the steps in Chapter 9
to make a complaint or appeal.
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SECTION 5 More information about your monthly plan premium

Section 5.1 How to pay your Part D late enrollment penalty
There are three ways you can pay the penalty.

We will assume you are using Option 1 and bill you monthly, unless you selected a different
option on your plan enrollment form when you first enrolled, or if you contact us to make a
change to one of the other options listed below.

Option 1: Pay by check

Your Part D late enrollment penalty is due monthly and should be paid with a check by the
last day of the month prior to your coverage period month. Please mail all payments by check
using the business reply envelope included in your monthly bill. If you misplace your business
reply envelope the address to mail to is:

Blue Shield of California - Medicare Advantage
P.O. Box 745843
Los Angeles, CA 90074-5843

Please make all checks payable to “Blue Shield of California.”
Option 2: Electronic Payments

Instead of paying by check, you can pay your Part D late enrollment penalty online or by
phone via your credit/debit card or bank account for one-time payments, or you can enroll in
AutoPay (automatic payment service). Enrolling in AutoPay is easy and will draft automatic
payment from your credit/debit card or bank account monthly. To learn more about your
payment options and how to enroll in AutoPay, visit us at
blueshieldca.com/medicarewaystopay or call the Customer Service number on the back of
your ID card.

Option 3: Have Part D late enrollment penalties deducted from your monthly Social
Security check

Changing the way you pay your Part D late enrollment penalty. If you decide to change
how you pay your Part D late enrollment penalty, it can take up to 3 months for your new
payment method to take effect. While we process your new payment method, you’re still
responsible for making sure your Part D late enrollment penalty is paid on time. To change
your payment method, please call Customer Service at the number on the back of this
document.
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If you have trouble paying your Part D late enrollment penalty

Your Part D late enrollment penalty is due in our office by the last day of the month prior to
your coverage period month. If we don’t get your payment by the last day of the month prior
to your coverage period month, we’ll send you a notice letting you know our plan
membership will end if we don’t get your Part D late enrollment penalty, if owed, within the 3-
month grace period. If you owe a Part D late enrollment penalty, you must pay the penalty to
keep your drug coverage.

If you have trouble paying your Part D late enrollment penalty, if owed, on time, call
Customer Service at (800) 776-4466 (TTY users call 711) to see if we can direct you to
programs that will help with your costs.

If we end your membership because you didn’t pay your Part D late enrollment penalty, if
owed, you’ll have health coverage under Original Medicare. You may not be able to get Part D
drug coverage until the following year if you enroll in a new plan during the Open Enrollment
Period. (If you go without creditable drug coverage for more than 63 days, you may have to
pay a Part D late enrollment penalty for as long as you have Part D coverage.)

At the time we end your membership, you may still owe us for unpaid penalties. We have the
right to pursue collection of the amount you owe. If you want to enroll again in our plan (or
another plan that we offer) in the future, you’ll need to pay the amount you owe before you
can enroll.

If you think we wrongfully ended your membership, you can make a complaint (also called a
grievance). If you had an emergency circumstance out of your control that made you unable
to pay your Part D late enrollment penalty, if owed, within our grace period, you can make a
complaint. For complaints, we’ll review our decision again. Go to Chapter 9 to learn how to
make a complaint or call us at (800) 776-4466 between 8 a.m. to 8 p.m. PT, seven days a
week. TTY users call 711. You must make your complaint no later than 60 calendar days after
the date your membership ends.

Section 5.2 Our monthly plan premium won’t change during the year

We’re not allowed to change our plan’s monthly plan premium amount during the year. If the
monthly plan premium changes for next year, we’ll tell you in September and the new
premium will take effect on January 1.

However, in some cases, you may be able to stop paying a late enrollment penalty, if you owe
one, or you may need to start paying a late enrollment penalty. This could happen if you
become eligible for Extra Help or lose your eligibility for Extra Help during the year.
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e Ifyou currently pay a Part D late enrollment penalty and become eligible for Extra
Help during the year, you’d be able to stop paying your penalty.

e Ifyou lose Extra Help, you may be subject to the Part D late enrollment penalty if you
go 63 days or more in a row without Part D or other creditable prescription drug
coverage.

Find out more about Extra Help in Chapter 2, Section 7.

SECTION 6 Keep our plan membership record up to date

Your membership record has information from your enrollment form, including your address
and phone number. It shows your specific plan coverage including your Primary Care
Physician/Medical Group/IPA.

The doctors, hospitals, pharmacists, and other providers in our plan’s network use your
membership record to know what services and drugs are covered and your cost-sharing
amounts. Because of this, it’s very important you help to keep your information up to date.

If you have any of these changes, let us know:
e Changes to your name, address, or phone number

e Changesin any other health coverage you have (such as from your employer, your
spouse or domestic partner’s employer, workers’ compensation, or Medicaid)

e Any liability claims, such as claims from an automobile accident

e Ifyou’re admitted to a nursing home

e Ifyou get care in an out-of-area or out-of-network hospital or emergency room
e If your designated responsible party (such as a caregiver) changes

e Ifyou participate in a clinical research study (Note: You’re not required to tell our plan
about clinical research studies you intend to participate in, but we encourage you to
doso.)

If any of this information changes, let us know by calling Customer Service at (800) 776-4466
(TTY users call 711).

It’s also important to contact Social Security if you move or change your mailing address. Call
Social Security at 1-800-772-1213 (TTY users call 1-800-325-0778).
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SECTION 7 How other insurance works with our plan

Medicare requires us to collect information about any other medical or drug coverage you
have so we can coordinate any other coverage with your benefits under our plan. This is
called Coordination of Benefits.

Once a year, we’ll send you a letter that lists any other medical or drug coverage we know
about. Read over this information carefully. If it’s correct, you don’t need to do anything. If
the information isn’t correct, or if you have other coverage that’s not listed, call customer
service at (800) 776-4466 (TTY users call 711). You may need to give our plan member ID
number to your other insurers (once you confirm their identity) so your bills are paid correctly
and on time.

When you have other insurance (like employer group health coverage), Medicare rules decide
whether our plan or your other insurance pays first. The insurance that pays first (“the
primary payer”) pays up to the limits of its coverage. The insurance that pays second
(“secondary payer”) only pays if there are costs left uncovered by the primary coverage. The
secondary payer may not pay the uncovered costs. If you have other insurance, tell your
doctor, hospital, and pharmacy.

These rules apply for employer or union group health plan coverage:

e Ifyou have retiree coverage, Medicare pays first.

e Ifyour group health plan coverage is based on your or a family member’s current
employment, who pays first depends on your age, the number of people employed by
your employer, and whether you have Medicare based on age, disability, or End-Stage
Renal Disease (ESRD):

o Ifyou’re under 65 and disabled and you (or your family member) are still
working, your group health plan pays first if the employer has 100 or more
employees or at least one employer in a multiple employer plan has more than
100 employees.

o Ifyou’re over 65 and you (or your spouse or domestic partner) are still working,
your group health plan pays first if the employer has 20 or more employees or
at least one employer in a multiple employer plan has more than 20
employees.

e If you have Medicare because of ESRD, your group health plan will pay first for the first
30 months after you become eligible for Medicare.

These types of coverage usually pay first for services related to each type:
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e No-faultinsurance (including automobile insurance)
e Liability (including automobile insurance)

e Black lung benefits

e Workers’ compensation

Medicaid and TRICARE never pay first for Medicare-covered services. They only pay after
Medicare, employer group health plans, and/or Medigap have paid.

19
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CHAPTER 2:
Phone numbers and resources

SECTION 1 Blue Shield 65 Plus contacts

For help with claims, billing, or member card questions, call or write to Blue Shield 65 Plus
Customer Service. We’ll be happy to help you.

Customer Service - Contact Information
Call - (800) 776-4466

Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.

- When leaving a message, please include your name, number and the

time that you called, and a representative will return your call no
later than one business day.

Customer Service [(800) 776-4466 (TTY users call 711)] also has free
~language interpreter services for non-English speakers.

TTY 711

This number requires special telephone equipment and is only for
people who have difficulties hearing or speaking.

Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.
When leaving a message, please include your name, number and the
time that you called, and a representative will return your call no
later than one business day.

Fax (877) 251-6671
Write Blue Shield 65 Plus
P.O. Box 927

Woodland Hills, CA 91365-9856

Website blueshieldca.com/medicare

How to ask for a coverage decision about your medical care

A coverage decision is a decision we make about your benefits and coverage or about the
amount we’ll pay for your medical services. An appeal is a formal way of asking us to review
and change a coverage decision. For more information on how to ask for coverage decisions
or appeals about your medical care, go to Chapter 9.



2026 Evidence of Coverage for Blue Shield 65 Plus 21
Chapter 2 Phone numbers and resources

Coverage Decisions for Medical Care - Contact Information

Call (800) 776-4466
Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.
When leaving a message, please include your name, number and
the time that you called, and a representative will return your call
no later than one business day.
Customer Service [(800) 776-4466 (TTY users call 711)] also has free
language interpreter services for non-English speakers.

TTY 711
This number requires special telephone equipment and is only for
people who have difficulties hearing or speaking.
Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.
When leaving a message, please include your name, number and
the time that you called, and a representative will return your call
no later than one business day.

Fax (877) 251-6671

Write Blue Shield 65 Plus
P.O. Box 927
Woodland Hills, CA 91365-9856

Website blueshieldca.com/medicare

How to ask for a coverage decision about your Part D drugs

A coverage decision is a decision we make about your benefits and coverage or about the
amount we’ll pay for your Part D drugs. For more information on how to ask for coverage
decisions or appeals about your Part D drugs, go to Chapter 9.

Coverage Decisions for Part D Prescription Drugs - Contact Information

call (800) 776-4466
Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.
When leaving a message, please include your name, number and
the time that you called, and a representative will return your call
no later than one business day.
Customer Service [(800) 776-4466 (TTY users call 711)] also has free
language interpreter services for non-English speakers.

TTY 711
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- This number requires special telephone equipment and is only for
people who have difficulties hearing or speaking.

Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.

When leaving a message, please include your name, number and
the time that you called, and a representative will return your call
no later than one business day.

Fax (888) 697-8122
Write Blue Shield 65 Plus

P.O. Box 2080

Oakland, CA 94604-9716
Website blueshieldca.com/medicare

How to ask for an appeal about your medical care or your Part D drugs

An appeal is a formal way of asking us to review and change a coverage decision. For more
information on how to ask for coverage decisions or appeals about your medical care or Part
D drugs, go to Chapter 9.

Appeals for Medical Care or Part D Prescription Drugs - Contact Information

Call

(800) 776-4466

Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.
When leaving a message, please include your name, number and
the time that you called, and a representative will return your call
no later than one business day.

Customer Service [(800) 776-4466 (TTY users call 711)] also has free
language interpreter services for non-English speakers.

TTY

711

This number requires special telephone equipment and is only for
people who have difficulties hearing or speaking.

Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.
When leaving a message, please include your name, number and
the time that you called, and a representative will return your call
no later than one business day.

Fax

(916) 350-6510
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Write Blue Shield 65 Plus
- Appeals & Grievances Department
P.0.Box 927
Woodland Hills, CA 91365-9856
Website blueshieldca.com/medappeals

How to make a complaint about your medical care or Part D drugs

You can make a complaint about us or one of our network providers or pharmacies, including
a complaint about the quality of your care. This type of complaint doesn’t involve coverage or
payment disputes. For more information on how to make a complaint about your medical
care or Part D drugs, go to Chapter 9.

Complaints about Medical Care or Part D Prescription Drugs - Contact Information

call (800) 776-4466
Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.
When leaving a message, please include your name, number and the
time that you called, and a representative will return your call no later
than one business day.
Customer Service [(800) 776-4466 (TTY users call 711)] also has free
language interpreter services for non-English speakers.

TTY 711
This number requires special telephone equipment and is only for
people who have difficulties hearing or speaking.
Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.
When leaving a message, please include your name, number and the
time that you called, and a representative will return your call no later
than one business day.

Fax (916) 350-6510

Write Blue Shield 65 Plus
Appeals & Grievances Department
P.O. Box 927
Woodland Hills, CA 91365-9856

Medicare To submit a complaint about Blue Shield 65 Plus directly to Medicare, go

website to www.Medicare.gov/my/medicare-complaint.
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How to ask us to pay our share of the cost for medical care or a drug you got

If you got a bill or paid for services (like a provider bill) you think we should pay for, you may
need to ask us for reimbursement or to pay the provider bill. Go to Chapter 7 for more
information.

If you send us a payment request and we deny any part of your request, you can appeal our
decision. Go to Chapter 9 for more information.

Payment Requests - Contact Information

Call (800) 776-4466

Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a
week. When leaving a message, please include your name, number
and the time that you called, and a representative will return your
call no later than one business day.

Customer Service [(800) 776-4466 (TTY users call 711)] also has free
language interpreter services for non-English speakers.

TTY 711

This number requires special telephone equipment and is only for
people who have difficulties hearing or speaking.

Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a
week. When leaving a message, please include your name, number
and the time that you called, and a representative will return your
call no later than one business day.

Payment Requests for Medical Care - Contact Information

Fax (877) 251-6671
Write Blue Shield 65 Plus
P.O. Box 927

Woodland Hills, CA 91365-9856

Payment Requests for Part D Prescription Drugs - Contact Information

Write Claims Processing
1606 Ave. Ponce de Leon
San Juan, PR 00909-4830

Website blueshieldca.com/medicare




2026 Evidence of Coverage for Blue Shield 65 Plus 25
Chapter 2 Phone numbers and resources

SECTION 2 Get help from Medicare

Medicare is the federal health insurance program for people 65 years of age or older, some
people under age 65 with disabilities, and people with End-Stage Renal Disease (permanent
kidney failure requiring dialysis or a kidney transplant).

The federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services
(CMS). This agency contracts with Medicare Advantage organizations including our plan.

Medicare - Contact Information

Call ' 1-800-MEDICARE (1-800-633-4227)
Calls to this number are free.

24 hours a day, 7 days a week.

TTY 1-877-486-2048

This number requires special telephone equipment and is only for people who
have difficulties hearing or speaking.

Calls to this number are free.

Chat Chat live at www.Medicare.gov/talk-to-someone.
Live

Write Write to Medicare at PO Box 1270, Lawrence, KS 66044

Website ; www.Medicare.gov

e Getinformation about the Medicare health and drug plans in your area,
including what they cost and what services they provide.

e Find Medicare-participating doctors or other health care providers and
suppliers.

e Find out what Medicare covers, including preventive services (like
screenings, shots or vaccines, and yearly “Wellness” visits).

e Get Medicare appeals information and forms.

e Getinformation about the quality of care provided by plans, nursing
homes, hospitals, doctors, home health agencies, dialysis facilities, hospice
centers, inpatient rehabilitation facilities, and long-term care hospitals.

e Look up helpful websites and phone numbers.

You can also visit Medicare.gov to tell Medicare about any complaints you have
- about Blue Shield 65 Plus.
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To submit a complaint to Medicare, go to www.Medicare.gov/my/medicare-
- complaint. Medicare takes your complaints seriously and will use this
_information to help improve the quality of the Medicare program.

SECTION 3 State Health Insurance Assistance Program (SHIP)

The State Health Insurance Assistance Program (SHIP) is a government program with trained
counselors in every state that offers free help, information, and answers to your Medicare
questions. In California, the SHIP is called Health Insurance Counseling and Advocacy
Program (HICAP).

HICAP is an independent state program (not connected with any insurance company or
health plan) that gets money from the federal government to give free local health insurance
counseling to people with Medicare.

HICAP counselors can help you understand your Medicare rights, help you make complaints
about your medical care or treatment, and straighten out problems with your Medicare bills.
HICAP counselors can also help you with Medicare questions or problems, help you
understand your Medicare plan choices, and answer questions about switching plans.

HICAP (California’s SHIP) - Contact Information
Call (800) 434-0222

TTY 711
This number requires special telephone equipment and is only for people who
have difficulties with hearing or speaking.

Write California Department of Aging
2880 Gateway Oaks Dr, Suite 200, Sacramento, CA 958333

Website https://www.aging.ca.gov/Programs_and_Services/Medicare_Counseling/

SECTION 4 Quality Improvement Organization (QIO)

A designated Quality Improvement Organization (QIO) serves people with Medicare in each
state. For California, the Quality Improvement Organization is called Commence Health
(formerly Livanta).

Commence Health has a group of doctors and other health care professionals paid by
Medicare to check on and help improve the quality of care for people with Medicare.
Commence Health is an independent organization. It’s not connected with our plan.



2026 Evidence of Coverage for Blue Shield 65 Plus 27
Chapter 2 Phone numbers and resources

Contact Commence Health in any of these situations:

e You have a complaint about the quality of care you got. Examples of quality-of-care
concerns include getting the wrong medication, unnecessary tests or procedures, or a
misdiagnosis.

e You think coverage for your hospital stay is ending too soon.

e You think coverage for your home health care, skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services is ending too soon.

Commence Health (California’s Quality Improvement Organization) - Contact

Information
call (877) 588-1123

9 a.m. to 5 p.m., Monday through Friday; 10 a.m. to 4 p.m.,
Saturday, Sunday and holidays. 24-hour voicemail service
available..

TTY 711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Write Commence Health
BFCC-QIO Program

P.O. Box 2687

Virginia Beach, VA 23450

Website www.livantaqgio.cms.gov

SECTION 5 Social Security

Social Security determines Medicare eligibility and handles Medicare enrollment. Social
Security is also responsible for determining who has to pay an extra amount for their Part D
drug coverage because they have a higher income. If you got a letter from Social Security
telling you that you have to pay the extra amount and have questions about the amount or if
your income went down because of a life-changing event, you can call Social Security to ask
for reconsideration.

If you move or change your mailing address, contact Social Security to let them know.
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Social Security- Contact Information

Call 1-800-772-1213
Calls to this number are free.
Available 8 am to 7 pm, Monday through Friday.

Use Social Security’s automated telephone services to get recorded
information and conduct some business 24 hours a day.

TTY 1-800-325-0778

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.

Available 8 am to 7 pm, Monday through Friday.

Website www.SSA.gov

SECTION 6 Medicaid

Medicaid is a joint federal and state government program that helps with medical costs for
certain people with limited incomes and resources. Some people with Medicare are also
eligible for Medicaid. Medicaid offers programs to help people with Medicare pay their
Medicare costs, such as their Medicare premiums. These Medicare Savings Programs
include:

e Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B
premiums, and other cost sharing (like deductibles, coinsurance, and copayments).
(Some people with QMB are also eligible for full Medicaid benefits (QMB+).)

e Specified Low-Income Medicare Beneficiary (SLMB): Helps pay Part B premiums.
(Some people with SLMB are also eligible for full Medicaid benefits (SLMB+).)

¢ Qualifying Individual (Ql): Helps pay Part B premiumes.
e Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums.

To find out more about Medicaid and Medicare Savings Programs, contact Medi-Cal office or
the California Department of Health Care Services.

California Department of Health Care Services - Contact Information

Call (800) 541-5555
Available 8:00 am to 5:00 pm, Monday through Friday.
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TTY (866) 784-2595

This number requires special telephone equipment and is only for
~ people who have difficulties with hearing or speaking.

Write California Department of Health Care Services
P.0. Box 997413, MS 4400
Sacramento, CA 95899-7413

Website www.dhcs.ca.gov

SECTION 7 Programs to help people pay for prescription drugs

The Medicare website (www.Medicare.gov/basics/costs/help/drug-costs) has information on
ways to lower your prescription drug costs. The programs below can help people with limited
incomes.

Extra Help from Medicare

Medicare and Social Security have a program called Extra Help that can help pay drug costs
for people with limited income and resources. If you qualify, you get help paying for your
Medicare drug plan’s monthly plan premium, yearly deductible, and copayments. Extra Help
also counts toward your out-of-pocket costs.

If you automatically qualify for Extra Help, Medicare will mail you a purple letter to let you
know. If you don’t automatically qualify, you can apply anytime. To see if you qualify for
getting Extra Help:

e Visit https://secure.ssa.gov/i1020/start to apply online
e Call Social Security at 1-800-772-1213. TTY users call 1-800-325-0778.

When you apply for Extra Help, you can also start the application process for a Medicare
Savings Program (MSP). These state programs provide help with other Medicare costs. Social
Security will send information to your state to initiate an MSP application, unless you tell
them not to on the Extra Help application.

If you qualify for Extra Help and you think that you’re paying an incorrect amount for your
prescription at a pharmacy, our plan has a process to help you get evidence of the right
copayment amount. If you already have evidence of the right amount, we can help you share
this evidence with us.

e Forassistance in obtaining evidence of your proper copayment level, you may call
Customer Service (phone numbers are printed on the back cover of this document)
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and we can either mail or fax you a list of acceptable documents of evidence or read
you the list over the phone. Once you obtain the evidence, or if you already have it,
you may send it to us either by fax (877) 251-6671) or by mail (Blue Shield 65 Plus,P.0.
Box 927, Woodland Hills, CA 91365-9856).

e When we get the evidence showing the right copayment level, we’ll update our system
so you can pay the right amount when you get your next prescription. If you overpay
your copayment, we’ll pay you back, either by check or a future copayment credit. If
the pharmacy didn’t collect your copayment and you owe them a debt, we may make
the payment directly to the pharmacy. If a state paid on your behalf, we may make the
payment directly to the state. Call Customer Service at (800) 776-4466 (TTY users call
711) if you have questions.

What if you have Extra Help and coverage from an AIDS Drug Assistance Program
(ADAP)?

The AIDS Drug Assistance Program (ADAP) helps people living with HIV/AIDS access life-saving
HIV medications. Medicare Part D drugs that are also on the ADAP formulary qualify for
prescription cost-sharing help through the California ADAP. For more information, contact
the California ADAP at (844) 421-7050, 8 a.m. to 5 p.m., Monday through Friday, or by visiting
their website at

https://www.cdph.ca.gov/Programs/CID/DOA/Pages/OA adap eligibility.aspx.

Note: To be eligible for the ADAP in your state, people must meet certain criteria, including
proof of state residence and HIV status, low income (as defined by the state), and
uninsured/under-insured status. If you change plans, notify your local ADAP enrollment
worker so you can continue to get help. For information on eligibility criteria, covered drugs,
or how to enrollin the program, call the California ADAP at (844) 421-7050, 8 a.m.to 5 p.m.,
Monday through Friday or visit their website at
https://www.cdph.ca.gov/Programs/CID/DOA/Pages/OA adap eligibility.aspx.

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. 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 Customer Service at (800) 776-4466 (TTY users call 711) or visit
www.Medicare.gov.
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Medicare Prescription Payment Plan - Contact Information

Call (833) 696-2087
Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.

Customer Service also has free language interpreter services
available for non-English speakers.

TTY 711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free. 8 a.m. to 8 p.m. PT, seven days a week.

Fax (440) 557-6585

Write SimplicityRx

Blue Shield 65 Plus

Medicare Prescription Payment Program Election Department
13900 N. Harvey Ave.

Edmond, OK 73013

Website Activate.RxPayments.com

SECTION 8 Railroad Retirement Board (RRB)

The Railroad Retirement Board is an independent federal agency that administers
comprehensive benefit programs for the nation’s railroad workers and their families. If you
get Medicare through the Railroad Retirement Board, let them know if you move or change
your mailing address. For questions about your benefits from the Railroad Retirement Board,
contact the agency.

Railroad Retirement Board (RRB) - Contact Information

Call 1-877-772-5772
Calls to this number are free.

Press “0” to speak with an RRB representative from 9 am to 3:30
pm, Monday, Tuesday, Thursday, and Friday, and from 9 am to 12
pm on Wednesday.

Press “1” to access the automated RRB HelpLine and get recorded
information 24 hours a day, including weekends and holidays.
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TTY 1 1-312-751-4701

This number requires special telephone equipment and is only for
 people who have difficulties hearing or speaking.

Calls to this number aren’t free.

Website https://RRB.gov

SECTION 9 If you have group insurance or other health insurance from
an employer

If you (or your spouse or domestic partner) get benefits from your (or your spouse or
domestic partner’s) employer or retiree group as part of this plan, call the employer/union
benefits administrator or Customer Service at (800) 776-4466 (TTY users call 711) with any
questions. You can ask about your (or your spouse or domestic partner’s) employer or retiree
health benefits, premiums, or the enrollment period. You can call 1-800-MEDICARE (1-800-
633-4227) with questions about your Medicare coverage under this plan. TTY users call 1-877-
486-2048.

If you have other drug coverage through your (or your spouse or domestic partner’s)
employer or retiree group, contact that group’s benefits administrator. The benefits
administrator can help you understand how your current drug coverage will work with our
plan.
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CHAPTER 3:
Using our plan for your medical services

SECTION 1 How to get medical care as a member of our plan

This chapter explains what you need to know about using our plan to get your medical care
covered. For details on what medical care our plan covers and how much you pay when you
get care, go to the Medical Benefits Chart in Chapter 4.

Section 1.1 Network providers and covered services

e Providers are doctors and other health care professionals licensed by the state to
provide medical services and care. The term “providers” also includes hospitals and
other health care facilities.

e Network providers are the doctors and other health care professionals, medical
groups, hospitals, and other health care facilities that have an agreement with us to
accept our payment and your cost-sharing amount as payment in full. We arranged for
these providers to deliver covered services to members in our plan. The providers in
our network bill us directly for care they give you. When you see a network provider,
you pay only your share of the cost for their services.

e Covered services include all the medical care, health care services, supplies
equipment, and prescription drugs that are covered by our plan. Your covered services
for medical care are listed in the Medical Benefits Chart in Chapter 4. Your covered
services for prescription drugs are discussed in Chapter 5.

Section 1.2 Basic rules for your medical care to be covered by our plan

As a Medicare health plan, Blue Shield 65 Plus must cover all services covered by Original
Medicare and follow Original Medicare’s coverage rules.

Blue Shield 65 Plus will generally cover your medical care as long as:

e The care you getis included in our plan’s Medical Benefits Chart in Chapter 4.

e The care you get is considered medically necessary. Medically necessary means
that the services, supplies, equipment, or drugs are needed for the prevention,
diagnosis, or treatment of your medical condition and meet accepted standards of
medical practice.
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You have a network primary care physician (a PCP) providing and overseeing your
care. As a member of our plan, you must choose a network PCP (go to Section 2.1 for
more information).

©)

o

In most situations, your network PCP must give you approval in advance (a
referral) before you can use other providers in our plan’s network, such as
specialists, hospitals, skilled nursing facilities, or home health care agencies. For
more information, go to Section 2.3.

You don’t need referrals from your PCP for emergency care or urgently needed
services. To learn about other kinds of care you can get without getting approval
in advance from your PCP, go to Section 2.2.

You must get your care from a network provider (go to Section 2). In most cases,
care you get from an out-of-network provider (a provider who’s not part of our plan’s
network) won’t be covered. This means you have to pay the provider in full for services
you get. Here are 3 exceptions:

O

Our plan covers emergency care or urgently needed services you get from an out-
of-network provider. For more information, and to see what emergency or
urgently needed services are, go to Section 3.

If you need medical care that Medicare requires our plan to cover but there are
no specialists in our network that provide this care, you can get this care from an
out-of-network provider at the same cost sharing you normally pay in-network.
In this situation, you pay the same as you’d pay if you got the care from a
network provider. Be sure you get a referral (approval in advance) from your PCP
before you use an out-of-network provider. For information about getting
approval to see an out-of-network doctor, go to Section 2.4.

Our plan covers kidney dialysis services you get at a Medicare-certified dialysis
facility when you’re temporarily outside our plan’s service area or when your
provider for this service is temporarily unavailable or inaccessible. The cost
sharing you pay our plan for dialysis can never be higher than the cost sharing in
Original Medicare. If you’re outside our plan’s service area and get dialysis from a
provider that’s outside our plan’s network, your cost sharing can’t be higher than
the cost sharing you pay in-network. However, if your usual in-network provider
for dialysis is temporarily unavailable and you choose to get services inside our
service area from a provider outside our plan’s network, your cost sharing for the
dialysis may be higher.

SECTION 2 Use providers in our plan’s network to get medical care

Section 2.1

You must choose a Primary Care Physician (PCP) to provide and oversee

your medical care

What is a PCP and what does the PCP do for you?
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When you become a member of Blue Shield 65 Plus, you must choose a network provider to
be your PCP. Your PCP is a healthcare professional who meets state requirements and is
trained to give you basic medical care. PCPs generally fall into one of four categories as listed
in the Blue Shield 65 Plus Provider Directory: Family Practice, General Practice, Internal
Medicine, and OB/GYN.

As we explain below, you will get your routine or basic care from your PCP. Your PCP will also
coordinate the rest of the covered services you get as a plan member. For example, in order
for you to see a specialist, you usually need to get your PCP’s approval first (this is called
getting a referral to a specialist).

Coordinating your services includes checking or consulting with other plan providers about
your care and how it is going. If you need certain types of covered services or supplies, you
must get approval in advance from your PCP (such as giving you a referral to see a specialist).
In some cases, your PCP will need to get prior authorization (prior approval) from us or your
physician group. Since your PCP will provide and coordinate your medical care, you should
have all of your past medical records sent to your PCP’s office.

How to choose a PCP?

When you join Blue Shield 65 Plus, you will have access to a provider directory that shows the
physicians who provide care for our members, along with the physician group and affiliated
specialists. The provider directory also includes the network hospital or hospitals at which
you may receive care.

You choose your PCP from this list of providers and write the physician’s name and ID number
on your enrollment form.

When you choose your PCP, you are also choosing the hospitals and specialty network
associated with your PCP. If there is a particular network specialist or hospital you want to
use, check first to be sure your PCP makes referrals to that specialist or uses that hospital.

Once you are enrolled in the plan, we send you a Blue Shield 65 Plus member ID card. The
name and office telephone number of your PCP is printed on your Blue Shield 65 Plus
member ID card.

How to change your PCP

You can change your PCP for any reason, at any time. It’s also possible that your PCP might
leave our plan’s network of providers, and you’d need to choose a new PCP. Note that
changing your PCP may result in being limited to specific specialists or hospitals to which that
PCP refers (i.e., sub-network, referral circles).
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To change your PCP, call Customer Service. If you call by the 15th of the month, your transfer
to a new PCP will be effective on the first day of the following month.

When you call, be sure to tell Customer Service if you are seeing specialists or getting other
covered services that needed your PCP’s approval (such as home health services and durable
medical equipment). Customer Service will help make sure that you can continue with the
specialty care and other services you have been getting when you change your PCP. They will
also check to be sure the PCP you want to switch to is accepting new patients. Customer
Service will change your membership record to show the name of your new PCP, and tell you
when the change to your new PCP will take effect.

They will also send you a new Blue Shield 65 Plus member ID card that shows the name and
phone number of your new PCP.

Section 2.2 Medical care you can get without a PCP referral

You can get the services listed below without getting approval in advance from your PCP.

e Routine women’s health care, including breast exams, screening mammograms (x-
rays of the breast), Pap tests, and pelvic exams as long as you get them from a network
provider

e Flushots, COVID-19 vaccines, Hepatitis B vaccines, and pneumonia vaccines as long as
you get them from a network provider

e Emergency services from network providers or from out-of-network providers

e Urgently needed plan-covered services are services that require immediate medical
attention (but not an emergency) if you’re either temporarily outside our plan’s
service area, or if it’s unreasonable given your time, place, and circumstances to get
this service from network providers. Examples of urgently needed services are
unforeseen medical illnesses and injuries, or unexpected flare-ups of existing
conditions. Medically necessary routine provider visits (like annual checkups) aren’t
considered urgently needed even if you’re outside our plan’s service area or our plan
network is temporarily unavailable.

e Kidney dialysis services that you get at a Medicare-certified dialysis facility when
you’re temporarily outside our plan’s service area. If possible, call Customer Service at
(800) 776-4466 (TTY users call 711) before you leave the service area so we can help
arrange for you to have maintenance dialysis while you’re away.

Section 2.3 How to get care from specialists and other network providers

A specialist is a doctor who provides health care services for a specific disease or part of the
body. There are many kinds of specialists. For example:
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e Oncologists care for patients with cancer
e Cardiologists care for patients with heart conditions
e Orthopedists care for patients with certain bone, joint, or muscle conditions

When your PCP thinks that you need specialized treatment, they will request a referral
(approval in advance) to see a plan specialist or certain other providers. For some types of
referrals, your PCP may need to get approval in advance from our plan (this is called getting
prior authorization). For more information about which services require prior authorization,
see Chapter 4, Section 2.1 of this document.

Itis very important to get a referral (approval in advance) from your PCP before you see a
plan specialist or certain other providers (there are a few exceptions, including routine
women’s health care that we explain later in this section). If you don’t have a referral
(approval in advance) before you get services from a specialist, you may have to pay for these
services yourself.

If the specialist wants you to come back for more care, check first to be sure that the referral
(approval in advance) you got from your PCP for the first visit covers more visits to the
specialist.

When you choose your PCP, you are also choosing the hospital and specialty network
associated with your PCP.

If there are specific specialists you want to use, find out whether your PCP sends patients to
these specialists. Each network PCP has certain plan specialists they use for referrals. This
means that the PCP you select may determine the specialists you may see. You may generally
change your PCP at any time if you want to see a plan specialist that your current PCP can’t
refer you to. Earlier in this chapter, in Section 2.1 under How to change your PCP, we tell you
how to change your PCP. If there are specific hospitals you want to use, you must first find out
whether your PCP uses these hospitals. Note that changing your PCP may result in being
limited to specific specialists or hospitals to which that PCP refers (i.e., sub-network, referral
circles).

When a specialist or another network provider leaves our plan

We may make changes to the hospitals, doctors, and specialists (providers) in our plan’s
network during the year. If your doctor or specialist leaves our plan, you have these rights and
protections:

e Even though our network of providers may change during the year, Medicare requires
that you have uninterrupted access to qualified doctors and specialists.

e We’'ll notify you that your provider is leaving our plan so that you have time to choose
a new provider.
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o Ifyour primary care or behavioral health provider leaves our plan, we’ll notify
you if you visited that provider within the past 3 years.

o Ifany of your other providers leave our plan, we’ll notify you if you’re assigned
to the provider, currently get care from them, or visited them within the past 3
months.

e We’'ll help you choose a new qualified in-network provider for continued care.

e Ifyou’re undergoing medical treatment or therapies with your current provider, you
have the right to ask to continue getting medically necessary treatment or therapies.
We’ll work with you so you can continue to get care.

e We’ll give you information about available enrollment periods and options you may
have for changing plans.

e When anin-network provider or benefit is unavailable or inadequate to meet your
medical needs, we’ll arrange for any medically necessary covered benefit outside of
our provider network at in-network cost sharing. Depending on the covered benefit,
prior authorization may be required and is the responsibility of your provider.

e Ifyou find out your doctor or specialist is leaving our plan, contact us so we can help
you choose a new provider to manage your care.

e If you believe we haven’t furnished you with a qualified provider to replace your
previous provider or that your care isn’t being appropriately managed, you have the
right to file a quality-of-care complaint to the QIO, a quality-of-care grievance to our
plan, or both (go to Chapter 9).

Section 2.4 How to get care from out-of-network providers

If you need medical care that Medicare requires our plan to cover and the providers in our
network cannot provide this care, you can get this care from an out-of-network provider. If
this happens, your PCP will refer you to the out-of-network provider. Be sure you get a
referral (approval in advance) from your PCP before you use an out-of-network provider.

SECTION 3 How to get services in an emergency, disaster, or urgent
need for care

Section 3.1 Get care if you have a medical emergency

A medical emergency is when you, or any other prudent layperson with an average
knowledge of health and medicine, believe that you have medical symptoms that require
immediate medical attention to prevent loss of life (and, if you’re a pregnant woman, loss of
an unborn child), loss of a limb or function of a limb, or loss of or serious impairment to a
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bodily function. The medical symptoms may be anillness, injury, severe pain, or a medical
condition that’s quickly getting worse.

If you have a medical emergency:

e Get help as quickly as possible. Call 911 for help or go to the nearest emergency
room or hospital. Call for an ambulance if you need it. You don’t need to get approval
or a referral first from your PCP. You don’t need to use a network doctor. You can get
covered emergency medical care whenever you need it, anywhere in the United States
or its territories, and from any provider with an appropriate state license even if
they’re not part of our network. Our plan covers emergency care and urgently needed
services outside of the United States and its territories with a $10,000 combined
annual dollar limit. See Emergency care and Urgently needed services in the Medical
Benefits Chart in Chapter 4 of this document for more information on how much you

pay.

e Assoon as possible, make sure our plan has been told about your emergency. We
need to follow up on your emergency care. You or someone else should call to tell us
about your emergency care, usually within 48 hours. The number to call is on the back
of your Blue Shield 65 Plus member ID card.

Covered services in a medical emergency

Our plan covers ambulance services in situations where getting to the emergency room in any
other way could endanger your health. We also cover medical services during the emergency.

The doctors giving you emergency care will decide when your condition is stable and when
the medical emergency is over.

After the emergency is over, you’re entitled to follow-up care to be sure your condition
continues to be stable. Your doctors will continue to treat you until your doctors contact us
and make plans for additional care. Your follow-up care will be covered by our plan.

If your emergency care is provided by out-of-network providers, we’ll try to arrange for
network providers to take over your care as soon as your medical condition and the
circumstances allow.

What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might

go in for emergency care—thinking that your health is in serious danger—and the doctor may
say that it wasn’t a medical emergency after all. If it turns out that it wasn’t an emergency, as
long as you reasonably thought your health was in serious danger, we’ll cover your care.
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However, after the doctor says it wasn’t an emergency, we’ll cover additional care only if you
get the additional care in one of these 2 ways:

e You go to a network provider to get the additional care, or

e The additional care you get is considered urgently needed services and you follow the
rules below for getting this urgent care.

Section 3.2 Get care when you have an urgent need for services

A service that requires immediate medical attention (but isn’t an emergency) is an urgently
needed service if you're either temporarily outside our plan’s service area, or if it’s
unreasonable given your time, place, and circumstances to get this service from network
providers. Examples of urgently needed services are unforeseen medical illnesses and
injuries, or unexpected flare-ups of existing conditions. However, medically necessary routine
provider visits such as annual checkups aren’t considered urgently needed even if you’re
outside our plan’s service area or our plan network is temporarily unavailable.

For an up-to-date list of urgent care centers affiliated with your physician group, please
contact your PCP. You can also search for urgent care centers in your area by going to
blueshieldca.com/find-a-doctor.

Our plan covers worldwide emergency care and urgently needed services outside the United
States and its territories with a $10,000 combined annual dollar limit. See Emergency care
and Urgently needed services in the Medical Benefits Chart in Chapter 4 of this document for
more information on how much you pay.

Section 3.3 Get care during a disaster
If the Governor of your state, the U.S. Secretary of Health and Human Services, or the
President of the United States declares a state of disaster or emergency in your geographic

area, you’re still entitled to care from our plan.

Visit blueshieldca.com/emergencypolicy for information on how to get needed care during
a disaster.

If you can’t use a network provider during a disaster, our plan will allow you to get care from
out-of-network providers at in-network cost sharing. If you can’t use a network pharmacy
during a disaster, you may be able to fill your prescriptions at an out-of-network pharmacy.
Go to Chapter 5, Section 2.5.
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SECTION 4 What if you’re billed directly for the full cost of covered
services?

If you paid more than our plan cost sharing for covered services, or if you get a bill for the full
cost of covered medical services, you can ask us to pay our share of the cost of covered
services. Go to Chapter 7 for information about what to do.

Section 4.1 If services aren’t covered by our plan, you must pay the full cost

Blue Shield 65 Plus covers all medically necessary services as listed in the Medical Benefits
Chart in Chapter 4. If you get services that aren’t covered by our plan or you get services out-
of-network without authorization, you’re responsible for paying the full cost of services.

For covered services that have a benefit limitation, you also pay the full cost of any services
you get after you use up your benefit for that type of covered service. Once a benefit limit has
been reached, whatever you pay for services will not count toward your out-of-pocket
maximum. See Chapter 4 for more information on benefit limits and out of pocket
maximums.

SECTION 5 Medical services in a clinical research study

Section 5.1 What is a clinical research study

A clinical research study (also called a clinical trial) is a way that doctors and scientists test
new types of medical care, like how well a new cancer drug works. Certain clinical research
studies are approved by Medicare. Clinical research studies approved by Medicare typically
ask for volunteers to participate in the study. When you’re in a clinical research study, you can
stay enrolled in our plan and continue to get the rest of your care (care that’s not related to
the study) through our plan.

If you participate in a Medicare-approved study, Original Medicare pays most of the
costs for covered services you get as part of the study. If you tell us you’re in a qualified
clinical trial, you’re only responsible for the in-network cost sharing for the services in that
trial. If you paid more—for example, if you already paid the Original Medicare cost-sharing
amount—we’ll reimburse the difference between what you paid and the in-network cost
sharing. You’ll need to provide documentation to show us how much you paid.

If you want to participate in any Medicare-approved clinical research study, you don’t need to
tell us or get approval from us or your PCP. The providers that deliver your care as part of the
clinical research study don’t need to be part of our plan’s network (This doesn’t apply to
covered benefits that require a clinical trial or registry to assess the benefit, including certain
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benefits requiring coverage with evidence development (NCDs-CED) and investigational
device exemption (IDE) studies. These benefits may also be subject to prior authorization and
other plan rules.)

While you don’t need our plan’s permission to be in a clinical research study, we encourage
you to notify us in advance when you choose to participate in Medicare-qualified clinical
trials.

If you participate in a study not approved by Medicare, you’ll be responsible for paying all
costs for your participation in the study.

Section 5.2 Who pays for services in a clinical research study

Once you join a Medicare-approved clinical research study, Original Medicare covers the
routine items and services you get as part of the study, including:

e Room and board for a hospital stay that Medicare would pay for even if you weren’t in
a study.

e An operation or other medical procedure if it’s part of the research study.

e Treatment of side effects and complications of the new care.

After Medicare pays its share of the cost for these services, our plan will pay the difference
between the cost sharing in Original Medicare and your in-network cost sharing as a member
of our plan. This means you’ll pay the same amount for services you get as part of the study
as you would if you got these services from our plan. However, you must submit
documentation showing how much cost sharing you paid. Go to Chapter 7 for more
information on submitting requests for payments.

Example of cost sharing in a clinical trial: Let’s say you have a lab test that costs $100 as
part of the research study. Your share of the costs for this test is $20 under Original
Medicare, but the test would be $10 under our plan. In this case, Original Medicare would
pay $80 for the test, and you would pay the $20 copay required under Original Medicare.
You would notify our plan that you got a qualified clinical trial service and submit
documentation, (like a provider bill) to our plan. Our plan would then directly pay you
$10. This makes your net payment for the test $10, the same amount you’d pay under our
plan’s benefits.

When you’re in a clinical research study, neither Medicare nor our plan will pay for any of
the following:

e Generally, Medicare won’t pay for the new item or service the study is testing unless
Medicare would cover the item or service even if you weren’t in a study.
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e |tems or services provided only to collect data and not used in your direct health care.
For example, Medicare won’t pay for monthly CT scans done as part of a study if your
medical condition would normally require only one CT scan.

e Items and services provided by the research sponsors free of charge for people in the
trial.

Get more information about joining a clinical research study

Get more information about joining a clinical research study in the Medicare publication
Medicare and Clinical Research Studies, available at
www.Medicare.gov/sites/default/files/2019-09/02226-medicare-and-clinical-research-
studies.pdf. You can also call 1-800-MEDICARE (1-800-633-4227) TTY users call 1-877-486-
2048.

SECTION 6 Rules for getting care in a religious non-medical health care
institution

Section 6.1 Areligious non-medical health care institution

Areligious non-medical health care institution is a facility that provides care for a condition
that would ordinarily be treated in a hospital or skilled nursing facility. If getting care in a
hospital or a skilled nursing facility is against a member’s religious beliefs, we’ll instead cover
carein a religious non-medical health care institution. This benefit is provided only for Part A
inpatient services (non-medical health care services).

Section 6.2 How to get care from a religious non-medical health care institution

To get care from a religious non-medical health care institution, you must sign a legal
document that says you’re conscientiously opposed to getting medical treatment that is non-
excepted.

¢ Non-excepted medical care or treatment is any medical care or treatment that’s
voluntary and not required by any federal, state, or local law.
e Excepted medical treatment is medical care or treatment you get that’s not voluntary

or is required under federal, state, or local law.

To be covered by our plan, the care you get from a religious non-medical health care
institution must meet the following conditions:

e The facility providing the care must be certified by Medicare.

e Our plan only covers non-religious aspects of care.
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e Ifyou get services from this institution provided to you in a facility, the following
conditions apply:

o You must have a medical condition that would allow you to get covered services
for inpatient hospital care or skilled nursing facility care.

o -and-you must get approval in advance from our plan before you’re admitted to
the facility, or your stay won’t be covered.

Medicare Inpatient Hospital coverage limits apply (see Chapter 4 for more information on
Medicare Inpatient Hospital coverage limits).

SECTION 7 Rules for ownership of durable medical equipment

Section 7.1 You won’t own some durable medical equipment after making a certain
number of payments under our plan

Durable medical equipment (DME) includes items like oxygen equipment and supplies,
wheelchairs, walkers, powered mattress systems, crutches, diabetic supplies, speech
generating devices, IV infusion pumps, nebulizers, and hospital beds ordered by a provider
for members to use in the home. The member always owns some DME items, like prosthetics.
Other types of DME you must rent.

In Original Medicare, people who rent certain types of DME own the equipment after paying
copayments for the item for 13 months. As a member of Blue Shield 65 Plus, you usually
won’t get ownership of rented DME items no matter how many copayments you make
for the item while a member of our plan. You won’t get ownership even if you made up to
12 consecutive payments for the DME item under Original Medicare before you joined our
plan. Under some limited circumstances, we’ll transfer ownership of the DME item to you. Call
Customer Service at (800) 776-4466 (TTY users call 711) for more information.

What happens to payments you made for durable medical equipment if you switch to
Original Medicare?

If you didn’t get ownership of the DME item while in our plan, you’ll have to make 13 new
consecutive payments after you switch to Original Medicare to own the DME item. The
payments you made while enrolled in our plan don’t count towards these 13 payments.

Example 1: You made 12 or fewer consecutive payments for the item in Original Medicare and
then joined our plan. The payments you made in Original Medicare don’t count. You’ll have to
make 13 payments to our plan before owning the item.
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Example 2: You made 12 or fewer consecutive payments for the item in Original Medicare and
then joined our plan. You didn’t get ownership of the item while in our plan. You then go back
to Original Medicare. You’ll have to make 13 consecutive new payments to own the item once
you rejoin Original Medicare. Any payments you already made (whether to our plan or to
Original Medicare) don’t count.

Section 7.2 Rules for oxygen equipment, supplies, and maintenance
If you qualify for Medicare oxygen equipment coverage Blue Shield 65 Plus will cover:

e Rental of oxygen equipment
e Delivery of oxygen and oxygen contents
e Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents

e Maintenance and repairs of oxygen equipment

If you leave Blue Shield 65 Plus or no longer medically require oxygen equipment, then the
oxygen equipment must be returned.

What happens if you leave our plan and return to Original Medicare?

Original Medicare requires an oxygen supplier to provide you services for 5 years. During the
first 36 months, you rent the equipment. For the remaining 24 months, the supplier provides
the equipment and maintenance (you’re still responsible for the copayment for oxygen). After
5 years, you can choose to stay with the same company or go to another company. At this
point, the 5-year cycle starts over again, even if you stay with the same company, and you’re
again required to pay copayments for the first 36 months. If you join or leave our plan, the 5-
year cycle starts over.
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CHAPTER 4:
Medical Benefits Chart
(what’s covered and what you pay)

SECTION 1 Understanding your out-of-pocket costs for covered services

The Medical Benefits Chart lists your covered services and shows how much you pay for each
covered service as a member of Blue Shield 65 Plus. This section also gives information about
medical services that aren’t covered and explains limits on certain services.

Section 1.1 Out-of-pocket costs you may pay for covered services
Types of out-of-pocket costs you may pay for covered services include:

e Copayment: the fixed amount you pay each time you get certain medical services.
You pay a copayment at the time you get the medical service. (The Medical Benefits
Chart tells you more about your copayments.)

e Coinsurance: the percentage you pay of the total cost of certain medical services. You
pay a coinsurance at the time you get the medical service. (The Medical Benefits Chart
tells you more about your coinsurance.)

Most people who qualify for Medicaid or for the Qualified Medicare Beneficiary (QMB)
program don’t pay deductibles, copayments, or coinsurance. If you’re in one of these
programs, be sure to show your proof of Medicaid or QMB eligibility to your provider.

Section 1.2 What’s the most you’ll pay for Medicare Part A and Part B covered
medical services?

Medicare Advantage Plans have limits on the total amount you have to pay out of pocket each
year for in-network medical services covered under Medicare Part A and Part B. This limit is
called the maximum out-of-pocket (MOOP) amount for medical services. For calendar year
2026 the MOOP amount is $2,800.

The amounts you pay for copayments, and coinsurance for in-network covered services count
toward this maximum out-of-pocket amount. The amounts you pay for Part D drugs don’t
count toward your maximum out-of-pocket amount. In addition, amounts you pay for some
services don’t count toward your maximum out-of-pocket amount. These services are
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marked with an asterisk in the Medical Benefits Chart. If you reach the maximum out-of-
pocket amount of $2,800, you won’t have to pay any out-of-pocket costs for the rest of the
year for in-network covered Part A and Part B services. However, you must continue to pay
the Medicare Part B premium (unless your Part B premium is paid for you by Medicaid or
another third party).

Section 1.3

Providers aren’t allowed to balance bill you

As a member of Blue Shield 65 Plus, you have an important protection because you only have
to pay your cost-sharing amount when you get services covered by our plan. Providers can’t
bill you for additional separate charges, called balance billing. This protection applies even if
we pay the provider less than the provider charges for a service, and even if there’s a dispute
and we don’t pay certain provider charges.

Here's how protection from balance billing works:

If your cost sharing is a copayment (a set amount of dollars, for example, $15.00), you
pay only that amount for any covered services from a network provider.

If your cost sharing is a coinsurance (a percentage of the total charges), you never pay
more than that percentage. However, your cost depends on which type of provider
you see:

O

If you get covered services from a network provider, you pay the coinsurance
percentage multiplied by our plan’s reimbursement rate (this is set in the
contract between the provider and our plan).

If you get covered services from an out-of-network provider who participates
with Medicare, you pay the coinsurance percentage multiplied by the Medicare
payment rate for participating providers. (Our plan covers services from out-of-
network providers only in certain situations, such as when you get a referral or
for emergencies or urgently needed services.)

If you get covered services from an out-of-network provider who doesn’t
participate with Medicare, you pay the coinsurance percentage multiplied by
the Medicare payment rate for non-participating providers. (Our plan covers
services from out-of-network providers only in certain situations, such as when
you get a referral, or for emergencies or for urgently needed services outside
the service area.)

If you think a provider has balance billed you, call Customer Service at (800) 776-4466
(TTY users call 711).
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SECTION 2 The Medical Benefits Chart shows your medical benefits and

costs

The Medical Benefits Chart on the next pages lists the services Blue Shield 65 Plus covers and
what you pay out of pocket for each service (Part D drug coverage is in Chapter 5). The
services listed in the Medical Benefits Chart are covered only when these are met:

Your Medicare-covered services must be provided according to the Medicare coverage
guidelines.

Your services (including medical care, services, supplies, equipment, and Part B
drugs) must be medically necessary. Medically necessary means that the services,
supplies, or drugs are needed for the prevention, diagnosis, or treatment of your
medical condition and meet accepted standards of medical practice.

For new enrollees, your MA coordinated care plan must provide a minimum 90-day
transition period, during which time the new MA plan can’t require prior authorization
for any active course of treatment, even if the course of treatment was for a service
that commenced with an out-of-network provider.

You get your care from a network provider. In most cases, care you get from an out-of-
network provider won’t be covered, unless it’s emergency or urgent care or unless our
plan or a network provider gave you a referral. This means you pay the provider in full
for out-of-network services you get.

You have a primary care physician (a PCP) providing and overseeing your care. In
most situations, your PCP must give you approval in advance (a referral) before you
can see other providers in our plan’s network.

Some services listed in the Medical Benefits Chart are covered only if your doctor or
other network provider gets approval from us in advance (sometimes called prior
authorization). Covered services that need approval in advance are marked in the
Medical Benefits Chart in italics.

If your coordinated care plan provides approval of a prior authorization request for a
course of treatment, the approval must be valid for as long as medicall