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INTRODUCTION

This guide is a summary of the prescription drug services covered by Group MedicareBlue Rx (PDP). This
booklet includes an overview of our plan and pharmacy network, an easy-to-read chart on the plan’s benefits and
costs and contact information.

WHAT'S INCLUDED IN THIS SUMMARY OF
BENEFITS?

Benefitchart . . . . . . . . e 1-2
Frequently asked questions . . . . . . . . . . L e e e e 3
Notice of rights nondiscrimination and accessibility. . . . . . . . .. .. .. .. ... ... ... ... 4-5

Here’s how to learn more about the plan’s benefits and costs:

Visit YourMedicareSolutions.com/GroupPlans

©

Enrolled members, call 1-877-838-3827 toll-free, daily, 8 a.m. to 8 p.m., Central and
Mountain times.
TTY: 711

Prospective members, please contact your employer group.




SUMMARY OF BENEFITS
Group MedicareBlue Rx $5/$10/20%/45%/33%

If you have any questions about the plan’s benefits or costs, contact your employer group.

Prescription drug benefits

Initial coverage During this stage, you pay the following until your total yearly drug costs
reach $5,030. Total yearly drug costs are the total drug costs paid by both
you and our Part D plan.

You may get your drugs at network retail pharmacies and mail order

pharmacies.
pharmacy or +1-day supply from | T 30-day supply
a long-term care facility Tier 1 (Preferred generic) $5 copay
Tier 2 (Generic) $10 copay
Tier 3 (Preferred brand) 20% coinsurance
Tier 4 (Non-preferred drug 45% coinsurance
Tier 5 (Specialty) 33% coinsurance
oharmacy or mait order | Tier 90-day supply
Tier 1 (Preferred generic) $10 copay
Tier 2 (Generic) $20 copay
Tier 3 (Preferred brand) 20% coinsurance
Tier 4 (Non-preferred drug) 45% coinsurance
Tier 5 (Specialty) 33% coinsurance

You may get 90-day supplies of drugs from retail pharmacies for the same
cost as mail order. These pharmacies are called extended day supply
pharmacies and are identified in the Pharmacy Directory with the signifier
90 and 90-day supply available for the online version.

If you reside in a long-term care facility, you pay the same as at a retail
pharmacy.

If you must use an out-of-network pharmacy, you will generally have to
pay the full cost (rather than your normal share of the cost) at the time you
fill your prescription. You can ask us to reimburse you for our share of the
cost. (Please refer to Chapter 5, Section 2 of the Evidence of Coverage for
details.)




Prescription drug benefits

Coverage gap
Begins once your total drug costs
for the year reach $5,030

Most Medicare drug plans have a coverage gap, which means there is a
temporary change in what you will pay for your drugs. The coverage gap
begins after the total yearly drug costs (including what our plan has paid
and what you have paid) reaches $5,030.

After you enter the coverage gap, you pay 25% of the negotiated price and
a portion of the dispensing fee for brand-name drugs.

You also receive coverage for generic drugs. You pay either a $5
copayment for tier 1 drugs, a $10 copayment for tier 2 drugs, or no more
than 25% of the cost for generic drugs and the plan pays the rest.

You will need to use your formulary to locate your drug’s tier. See the
chart that follows to find out how much you will pay for these drugs in the
coverage gap.

30-day supply from a network

pharmacy or 31-day supply from = 1ier 30-day supply
a long-term care facility
Tier 1 $5 copay
Tier 2 $10 copay
90-day supply from a network .
pharmacy or mail order Tier 90-day supply
Tier 1 $10 copay
Tier 2 $20 copay

Catastrophic coverage

Your out-of-pocket costs (your
payments) reach a

total of $8,000

During this payment stage, the plan pays the full cost for your covered Part
D drugs. You pay nothing.




FREQUENTLY ASKED QUESTIONS

Read below to find more information about the plan benefits, eligibility requirements and who to contact for

additional questions.

WHAT IS GROUP MEDICAREBLUE RX (PDP)?
Group MedicareBlue Rx (PDP) is a prescription drug

plan that works with your Medicare benefits. This booklet

explains what the plan covers and explains what costs
you will pay as a member. Not all covered services
are listed. For a complete list of covered services,
refer to the 5-Tier Evidence of Coverage (EOC).

This is also available at YourMedicareSolutions.
com/2024GroupDocuments. Contact your employer
group for Chapter 4: What you pay for your Part D

prescription drugs (Schedule of coverage and limitations

(SCAL)).

CAN | JOIN?

You must be entitled to Medicare Part A and/or enrolled

in Part B, live in the plan’s service area and be identified

as an eligible participant by your employer.

ARE MY DRUGS COVERED?

Check the formulary, also called a drug list, at

YourMedicareSolutions.com/2024GroupDocuments

and look for “5-Tier Formulary”.

HOW MUCH WILL | NEED TO PAY FOR
PRESCRIPTION DRUGS?

The amount you pay depends on the tier the drug is on
and the benefit stage you have reached. Your costs for

each drug tier and benefit stage are shown in the benefit

chart in this document.

WHICH PHARMACIES CAN | USE?

In general, you will need to use the pharmacies

in the plan’s network to fill your prescriptions.

You can find the list of pharmacies for this plan at
YourMedicareSolutions.com/GroupPharmacy.

WHAT ARE THE DRUG TIERS?

Our plan places a drug into one of five tiers. Check the
2024 formulary to find out which tier your drug is on.

Tier 1: Preferred generic
This tier is the lowest tier and generally contains the
lowest cost generics.

Tier 2: Generic
Contains generics.

Tier 3: Preferred brand
Contains preferred brand drugs and non-preferred
generic drugs.

Tier 4: Non-preferred drug
Contains non-preferred brand drugs and nonpreferred
generic drugs.

Tier 5: Specialty
Contains very high cost brand and some generic
drugs, which may require special handling and/or
close monitoring.

WANT TO LEARN MORE ABOUT ORIGINAL
MEDICARE?

The Medicare & You handbook explains what Original
Medicare covers and the costs you may pay. You can
view the handbook online at medicare.gov or call
1-800-633-4227 to get a copy. TTY users should call
1-877-486-2048. You can call 24 hours a day, seven
days a week.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-877-838-
3827 (TTY: 711). Someone who speaks English/Language can help you. This is a
free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-877-838-3827 (TTY: 711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: IR HERNIERS | HBEEEZX TRRIYRILAVEEE 0.
MREFZPENEIRSS |, 153k 1-877-838-3827 (TTY: 711). EIINP NI EARREE
A, XR—IMRFERS.

Chinese Cantonese: &R MNERIENDREBIEFEZRE , AURMARERENIZF R
%, WEEFERTY , EHE 1-877-838-3827 (TTY: 711). HMBEPXMAEKLEEAEIER
HE, & R—ERERSE.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
877-838-3827 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-877-838-3827 (TTY: 711). Un interlocuteur parlant Francais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thdng dich mién phi dé tra 16i cdc ciu hoi vé
chudng suic khoe va chudng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-877-838-3827 (TTY: 711) sé cd nhan vién ndi ti€ng Viét giup dd qui vi. bay
la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-877-838-3827 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Form CMS-10802 RAS1582R01
(Expires 12/31/25)
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Russian: Eciv y Bac BO3HUMKHYT BOMNPOCblI OTHOCUTE/IbHO CTPaxoBOro uim
MeAMKaMeHTHOro nfaaHa, Bbl MOXeTe BOCMNO0/1b30BaTbCs HaWMMK 6ecnnaTHbIMK
ycnyramm nepeBoaumkoB. YTobbl BOCNO/b30BATLCSA YC/yraMm rnepeBoaymnka,
NO3BOHUTE HaM No TenedoHy 1-877-838-3827 (TTY: 711). BaM oKaxeT NOMOLb
COTPYAHMK, KOTOPbIM FOBOPUT NO-pYyCCKKU. [laHHasa ycnyra 6ecnnaTtHas.

Liad 4 0¥ Jgan ol daally sleti Aind ol e Dl Aplaall (o) sl aa jiall Ciledi 236 L) ; Arabic
add o gw 1-877-838-3827 (TTY: 711) e W Jbai¥) (5 g lile (5 ) 68 aa jin Ao J panll
Arilae dadd ol @linclay dp jall Eaaaty e

Hindi: THR TR 1 &al &1 AIoHI & dR H 31U fbat o} Usf & Sfare & & e gAR urd go
YT TaT4 IUA §. T GHTTIT UTd He & i, S 8 1-877-838-3827 (TTY: 711) W
B B, HIg Al Sl fga! Sl § 3MUDH! AGE B Gohdl §. I8 Udh T 9T 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-877-838-3827 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretagdo gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saide ou de medicagao.
Para obter um intérprete, contacte-nos através do numero 1-877-838-3827 (TTY:
711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan 1-877-838-3827 (TTY: 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac¢ z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer 1-877-838-3827 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: Yt DRFE RFERIZ L FERLFFET 2V CEATLACERCEEZT ALY
L. MROBRY—E2NMBNEFIISVET, BRECABICE B L.
1-877-838-3827 (TTY: 711) L HBEC L &\, AXRBEEZETAZE NZEVELL F
T, ChidEBOY—E2TT,

Form CMS-10802 RAS1582R01
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For a complete list of covered service, refer to the 5-Tier Evidence of Coverage (EOC). This is also available at
YourMedicareSolutions.com/2024GroupDocuments. Contact your employer group for Chapter 4: What you
pay for your Part D prescription drugs (Schedule of coverage and limitations (SCAL)).

Group MedicareBlueSM Rx (PDP) is a prescription drug plan with a Medicare contract. Enroliment in Group
MedicareBlue Rx depends on renewal of the plan sponsor’s contract with Medicare.

Coverage is available to members of an employer or union group and separately issued by one of the following
plans: Wellmark Blue Cross and Blue Shield of lowa*; Blue Cross and Blue Shield of Minnesota®; Blue Cross and
Blue Shield of Montana*, a division of Health Care Service Corporation, a Mutual Legal Reserve Company; Blue
Cross and Blue Shield of Nebraska*; Blue Cross Blue Shield of North Dakota*; Wellmark Blue Cross and Blue
Shield of South Dakota*; and Blue Cross Blue Shield of Wyoming*.

*Independent licensees of the Blue Cross and Blue Shield Association.

Group

vy MedicareBlue”Rx (PDP
A Medicare Prescription Drug Plan ( )
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