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Outline of Medicare Supplement Coverage

Benefit Plans A, C, F, G, L, N for 2026
These charts show the benefits included in each of the standard Medicare Supplement plans. Every

company must make Plan “A” available. Some plans may not be available in your state.

Plans Available to All Applicants

A B D G K L
Basic Benefits | Basic Benefits | Basic Benefits | Basic Benefits | Hospitalization | Hospitalization
including including including including and Preventive [ and Preventive

100% Part B
Coinsurance

100% Part B
Coinsurance

100% Part B
Coinsurance

100% Part B
Coinsurance

Care paid at
1009%; other
Basic Benefits
paid at 50%

Care paid at
100%; other Basic
Benefits paid at
75%

Skilled

Skilled Nursing

50% Skilled

75% Skilled

Nursing Facility | Facility Nursing Facility | Nursing Facility

Coinsurance Coinsurance Coinsurance Coinsurance
Part A Part A Part A 50% Part A 75% Part A
Deductible Deductible Deductible Deductible Deductible

Part B Excess
(100%)

Foreign Travel
Emergency

Foreign Travel
Emergency

Out-of-pocket
limit $8,000;
paid at 100%
after limitis
reached.

Out-of-pocket limit
$4,000; paid at
100% after limit is
reached.

*Plan F has an option called a High Deductible Plan F. This high deductible plan pays the same benefits as

Plan F after the subscriber has paid a calendar year $2,950 deductible. Benefits from High Deductible Plan
F will not begin until out-of-pocket expenses exceed $2,950. Out-of-pocket expenses for this deductible are
expenses that would ordinarily be paid by the policy. These expenses include the Medicare deductibles for
Part A and Part B, but do not include the plan’s separate foreign travel emergency deductible.



Basic Benefits

Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare benefits end.

Medical Expenses: Part B coinsurance (generally 20% of Medicare-approved expenses) or copayments for
hospital outpatient services. Plans K, L and N require the subscriber to pay a portion of Part B coinsurance

or copayments.

Blood: First three pints of blood each year.

Hospice: Part A coinsurance.

M

N

Medicare First Eligible Before 2020 Only

C

F F*

Basic Benefits
including 100% Part
B Coinsurance

Basic Benefits; including
100% Part B Coinsurance,
except up to $20 Copayment
per office visit, and up to $50
Copayment per emergency
room visit

Basic Benefits
including 100%
Part B Coinsurance

Basic Benefits
including 100%
Part B Coinsurance

Skilled Nursing
Facility Coinsurance

Skilled Nursing Facility
Coinsurance

Skilled Nursing Facility
Coinsurance

Skilled Nursing Facility
Coinsurance

50% Part A
Deductible

Part A Deductible

Part A Deductible

Part A Deductible

Part B Deductible

Part B Deductible

Part B Excess (100%)

Foreign Travel
Emergency

Foreign Travel Emergency

Foreign Travel
Emergency

Foreign Travel
Emergency

Starting January 1, 2020, Medigap plans sold to new people with Medicare won't be allowed to cover the Part
B deductible. Because of this, Plans C and F will no longer be available to people new to Medicare starting on
January 1, 2020. If you already have either of these 2 plans (or the high deductible version of Plan F) or are
covered by one of these plans before January 1, 2020, you'll be able to keep your plan. If you were eligible for
Medicare before January 1, 2020, but not yet enrolled, you may be able to buy one of these plans.

Key [ Plans offered by Blue Cross Blue Shield of North Dakota



Premium Information

We, Blue Cross Blue Shield of North Dakota, can only raise your premium if we raise the premium for all
benefit plans like yours in this state. In addition to these general increases, your premium will increase
each year to correspond with your age.

Disclosures
Use this outline to compare benefits and premiums among benefit plans.

Read Your Benefit Plan Very Carefully

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

Right to Return Benefit Plan

If you find that you are not satisfied with your benefit plan, you may return it to 4510 13th Avenue South,
Fargo, ND 58121. If you send the benefit plan back to us within 30 days after you receive it, we will treat the
benefit plan as if it had never been issued and return all of your premium.

Benefit Plan Replacement

If you are replacing another health insurance benefit plan, do NOT cancel it until you have actually received
your new benefit plan and are sure you want to keep it.

Notice
This benefit plan may not fully cover all of your medical costs.

Neither Blue Cross Blue Shield of North Dakota nor its agents are connected with Medicare.

This outline of coverage does not give all the details of Medicare coverage. Contact your local Social Security
Office or consult “Medicare and You” for more details.

Complete Answers are Very Important

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

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



ND Plan A Rates

Plan A Rate Structure - Effective January 1, 2026

Male Female
Age Non-Tobacco Tobacco Non-Tobacco Tobacco
65 $127.30 $152.80 $126.60 $151.40
66 $129.50 $155.00 $127.50 $153.10
67 $130.60 $157.20 $129.60 $155.30
68 $139.70 $167.70 $135.40 $162.00
69 $147.80 $178.10 $140.60 $169.10
70 $156.90 $188.30 $146.60 $175.20
71 $164.90 $198.20 $152.10 $182.20
72 $173.90 $208.50 $157.50 $189.10
73 $181.20 $217.50 $162.50 $195.20
74 $188.30 $226.00 $167.80 $201.80
75 $195.40 $234.40 $173.40 $208.00
76 $202.90 $243.00 $178.30 $213.90
77 $210.00 $251.30 $183.90 $220.40
78 $215.60 $258.20 $187.50 $225.00
79 $221.00 $265.30 $191.40 $229.20
80 $226.10 $271.90 $195.20 $234.00
81 $232.20 $278.50 $198.40 $238.20
82 $237.40 $285.20 $202.60 $243.00
83 $242.40 $291.20 $205.70 $246.60
84 $246.80 $296.60 $208.50 $250.90
85 $251.80 $302.30 $212.10 $254.70
86 $256.60 $308.30 $215.50 $258.20
87 $261.20 $313.50 $218.40 $261.90
88 $264.10 $316.80 $221.00 $265.30
89 $266.60 $320.30 $223.40 $268.50
90 $269.10 $323.00 $226.00 $271.40
91 $271.90 $326.50 $228.40 $274.70
92 $274.80 $329.60 $231.10 $277.10
93 $276.90 $332.20 $233.40 $279.90
94 $279.40 $335.40 $236.00 $283.00
95 $282.10 $338.50 $237.90 $286.00
96 $284.30 $341.30 $240.70 $288.70
97 $286.80 $344.30 $243.00 $291.90
98 $289.20 $347.40 $245.80 $294.60
99 $291.80 $350.10 $247.90 $297.40
100+ $291.80 $350.10 $24790 $297.40




ND Plan C Rates

Plan C Rate Structure - Effective January 1, 2026

Male Female
Age Non-Tobacco Tobacco Non-Tobacco Tobacco
65 $237.40 $284.70 $234.80 $281.70
66 $240.60 $288.70 $237.80 $285.60
67 $243.80 $292.20 $240.80 $289.20
68 $259.80 $311.90 $251.20 $301.60
69 $275.60 $331.00 $261.50 $314.40
70 $291.90 $350.20 $272.20 $326.60
71 $307.90 $369.40 $282.50 $339.50
72 $323.90 $388.30 $292.90 $351.60
73 $336.90 $405.00 $302.50 $363.70
74 $350.70 $421.00 $312.30 $375.00
75 $364.10 $436.50 $322.30 $387.00
76 $377.30 $452.90 $332.10 $398.40
77 $390.80 $468.90 $341.60 $409.80
78 $400.70 $481.20 $349.00 $418.80
79 $411.30 $493.80 $355.50 $426.70
80 $421.60 $505.60 $363.20 $435.80
81 $431.60 $518.00 $370.20 $443.90
82 $442.30 $530.50 $377.10 $452.50
83 $451.10 $541.30 $383.30 $459.50
84 $459.80 $551.90 $388.60 $466.50
85 $469.10 $562.40 $395.00 $473.50
86 $477.60 $573.10 $400.60 $480.90
87 $486.40 $583.90 $406.40 $487.90
88 $491.30 $589.90 $411.30 $493.80
89 $496.70 $595.70 $416.00 $499.50
90 $501.40 $601.30 $421.20 $504.80
91 $506.10 $607.40 $425.50 $510.50
92 $511.10 $613.20 $430.20 $516.30
93 $515.30 $618.70 $434.60 $521.90
94 $520.20 $624.00 $439.30 $527.30
95 $524.80 $629.80 $443.70 $532.40
96 $529.30 $635.60 $448.40 $537.80
97 $534.10 $640.90 $452.90 $543.00
98 $538.40 $646.40 $457.20 $548.50
99 $543.00 $652.20 $461.40 $554.20
100+ $543.00 $652.20 $461.40 $554.20




ND Plan F Rates

Plan F Rate Structure - Effective January 1, 2026

Male Female

Age Non-Tobacco Tobacco Non-Tobacco Tobacco
65 $257.80 $309.20 $254.80 $305.60
66 $261.00 $313.30 $258.20 $309.90
67 $264.80 $317.70 $261.50 $314.40
68 $282.20 $338.90 $273.10 $327.30
69 $299.50 $359.30 $284.30 $341.30
70 $316.70 $380.50 $296.00 $354.70
71 $334.10 $400.70 $306.80 $367.70
72 $351.60 $421.60 $317.90 $381.90
73 $366.00 $439.30 $329.30 $394.70
74 $380.60 $456.40 $339.50 $407.10
75 $395.20 $473.80 $350.00 $419.70
76 $409.40 $491.30 $360.60 $432.50
77 $424.10 $508.60 $370.60 $444.90
78 $435.10 $522.40 $378.40 $454.00
79 $446.40 $535.40 $386.50 $463.60
80 $457.30 $549.00 $394.10 $472.90
81 $468.90 $562.20 $401.50 $481.90
82 $479.90 $576.00 $409.20 $491.00
83 $489.70 $587.40 $415.50 $498.70
84 $499.50 $599.30 $421.90 $506.60
85 $509.20 $610.60 $428.60 $514.30
86 $518.80 $622.30 $434.60 $522.30
87 $528.30 $633.70 $441.20 $529.40
88 $533.60 $640.60 $446.70 $535.40
89 $538.60 $646.70 $451.60 $542.10
90 $544.20 $653.10 $456.60 $548.20
91 $549.10 $659.10 $462.10 $554.40
92 $555.00 $665.30 $467.00 $560.30
93 $559.30 $671.40 $471.90 $566.40
94 $564.80 $677.30 $476.40 $572.20
95 $569.60 $683.90 $481.80 $578.00
96 $574.40 $689.50 $486.30 $583.50
97 $579.60 $695.30 $491.10 $589.60
98 $584.30 $701.10 $496.20 $595.40
99 $589.60 $707.40 $500.80 $601.20
100+ $589.60 $707.40 $500.80 $601.20
Disabled $451.60 $542.10 $451.60 $542.10




ND High Deductible Plan F Rates

High Deductible Plan F Rate Structure - Effective January 1, 2026

Male Female
Age Non-Tobacco Tobacco Non-Tobacco Tobacco
65 $60.00 $72.20 $59.10 $71.40
66 $61.00 $73.30 $60.40 $72.40
67 $61.50 $74.10 $61.10 $73.40
68 $65.90 $79.10 $63.70 $76.50
69 $69.70 $84.10 $66.50 $79.70
70 $73.90 $88.50 $69.00 $82.80
71 $77.80 $93.50 $71.70 $85.70
72 $82.00 $98.60 $74.30 $89.20
73 $85.30 $102.60 $76.70 $92.00
74 $89.10 $106.50 $79.10 $95.10
75 $92.10 $110.60 $81.60 $98.40
76 $95.30 $114.50 $84.20 $100.80
77 $98.90 $118.60 $86.50 $103.70
78 $101.40 $121.90 $88.20 $106.10
79 $103.80 $125.10 $90.20 $108.20
80 $106.60 $128.00 $92.00 $110.50
81 $109.30 $131.40 $93.50 $112.40
82 $111.80 $134.70 $95.30 $114.50
83 $114.20 $137.00 $96.90 $116.40
84 $116.40 $139.80 $98.70 $118.40
85 $118.70 $142.50 $100.10 $119.90
86 $120.90 $145.30 $101.40 $121.90
87 $123.50 $148.10 $103.10 $123.70
88 $124.40 $149.40 $103.80 $125.10
89 $125.60 $150.70 $105.60 $126.40
90 $126.80 $152.40 $106.50 $127.80
91 $128.00 $153.70 $108.00 $129.30
92 $129.50 $155.30 $109.00 $130.70
93 $130.50 $157.00 $110.40 $132.10
94 $131.80 $158.00 $111.00 $133.50
95 $132.80 $159.60 $112.40 $134.90
96 $134.20 $161.00 $113.80 $136.00
97 $135.20 $162.10 $114.50 $137.50
98 $136.10 $163.80 $116.00 $138.80
99 $137.50 $165.00 $116.70 $140.10
100+ $137.50 $165.00 $116.70 $140.10




ND Plan G Rates

Plan G Rate Structure - Effective January 1, 2026

Male Female
Age Non-Tobacco Tobacco Non-Tobacco Tobacco
65 $201.00 $241.20 $198.40 $238.20
66 $203.50 $244.40 $201.40 $241.80
67 $206.50 $247.90 $204.00 $245.30
68 $220.40 $264.70 $213.10 $255.40
69 $233.40 $280.00 $221.60 $266.30
70 $247.00 $296.60 $230.90 $276.50
71 $260.50 $312.60 $239.10 $286.80
72 $274.40 $328.90 $248.00 $297.70
73 $285.60 $342.50 $256.60 $307.70
74 $296.80 $356.20 $264.80 $317.40
75 $308.20 $369.70 $272.80 $327.40
76 $319.40 $383.40 $281.50 $337.30
77 $330.80 $396.90 $289.20 $347.00
78 $339.60 $407.60 $295.20 $354.30
79 $348.40 $418.00 $301.40 $361.40
80 $356.70 $428.50 $307.00 $368.60
81 $365.70 $438.70 $313.00 $375.90
82 $374.40 $449.20 $319.20 $383.20
83 $381.90 $458.20 $324.20 $389.20
84 $389.40 $467.50 $329.30 $395.00
85 $397.00 $476.20 $334.20 $401.30
86 $404.80 $485.30 $338.90 $407.30
87 $412.00 $494.50 $344.20 $412.90
88 $416.10 $499.90 $348.40 $418.00
89 $420.10 $504.40 $352.40 $422.80
90 $424.60 $509.40 $356.20 $427.60
91 $428.60 $514.20 $360.50 $432.40
92 $432.80 $519.20 $364.20 $436.90
93 $436.40 $523.90 $368.30 $441.80
94 $440.60 $528.10 $371.70 $446.20
95 $444.30 $533.30 $375.60 $450.70
96 $448.20 $537.70 $379.30 $455.30
97 $452.30 $542.30 $383.30 $459.80
98 $455.80 $546.80 $387.20 $464.10
99 $459.80 $551.80 $390.90 $468.90
100+ $459.80 $551.80 $390.90 $468.90




ND Plan L Rates

Plan L Rate Structure - Effective January 1, 2026

Male Female
Age Non-Tobacco Tobacco Non-Tobacco Tobacco
65 $167.40 $201.00 $165.30 $198.40
66 $169.70 $203.50 $167.80 $201.80
67 $171.80 $206.50 $170.20 $204.00
68 $183.20 $220.30 $178.00 $213.10
69 $194.40 $233.70 $184.50 $221.90
70 $206.00 $246.80 $192.30 $230.70
71 $217.30 $260.50 $199.60 $239.10
72 $228.40 $273.70 $206.90 $248.20
73 $237.80 $285.60 $213.50 $256.50
74 $247.60 $296.80 $220.80 $264.80
75 $256.80 $308.30 $227.60 $272.60
76 $266.30 $319.80 $234.20 $281.10
77 $275.50 $330.60 $240.80 $289.20
78 $282.50 $339.60 $246.10 $295.20
79 $290.00 $347.90 $251.10 $301.30
80 $297.40 $357.20 $256.00 $307.20
81 $304.20 $365.10 $261.00 $312.90
82 $311.90 $374.50 $265.90 $319.20
83 $318.30 $381.90 $269.90 $324.20
84 $324.60 $389.20 $274.70 $329.50
85 $331.00 $397.00 $278.70 $334.20
86 $336.90 $405.00 $282.50 $339.60
87 $343.40 $411.70 $286.80 $344.30
88 $346.60 $416.10 $290.20 $347.90
89 $350.20 $420.20 $293.70 $352.40
90 $353.60 $424.60 $297.10 $356.20
91 $357.30 $428.60 $300.30 $360.50
92 $360.80 $432.70 $303.40 $364.20
93 $363.90 $436.50 $306.80 $367.70
94 $367.20 $440.20 $309.90 $372.00
95 $370.20 $444.00 $312.70 $375.40
96 $373.50 $448.40 $316.20 $379.60
97 $376.90 $452.30 $319.50 $383.40
98 $379.80 $456.10 $322.30 $387.30
99 $383.40 $459.60 $325.80 $390.90
100+ $383.40 $459.60 $325.80 $390.90

10



ND Plan N Rates

Plan N Rate Structure - Effective January 1, 2026

Male Female
Age Non-Tobacco Tobacco Non-Tobacco Tobacco
65 $180.10 $216.30 $178.30 $213.60
66 $183.00 $219.00 $181.00 $217.10
67 $184.80 $222.40 $183.20 $220.30
68 $197.60 $237.10 $191.40 $229.20
69 $209.10 $251.30 $198.90 $238.80
70 $221.90 $266.30 $207.00 $248.20
71 $234.00 $280.70 $215.20 $257.80
72 $246.10 $295.00 $222.40 $267.00
73 $256.50 $307.20 $230.50 $276.20
74 $266.40 $319.80 $237.40 $285.20
75 $276.60 $331.60 $245.10 $294.00
76 $286.50 $344.30 $251.90 $302.40
77 $296.80 $355.80 $259.70 $311.60
78 $304.20 $365.10 $265.30 $317.90
79 $312.30 $375.00 $270.40 $324.60
80 $320.40 $384.50 $275.60 $331.00
81 $328.70 $393.60 $281.50 $337.00
82 $335.90 $402.90 $286.50 $343.70
83 $342.90 $411.30 $291.20 $349.20
84 $349.60 $419.10 $295.20 $354.70
85 $356.20 $428.00 $300.00 $359.90
86 $363.20 $435.80 $304.10 $365.10
87 $370.00 $443.70 $309.10 $370.60
88 $373.60 $448.60 $312.60 $375.00
89 $377.30 $452.90 $316.20 $378.80
90 $380.80 $457.20 $319.90 $383.90
91 $384.70 $461.40 $323.20 $387.70
92 $388.20 $465.90 $326.70 $392.00
93 $391.40 $470.20 $330.40 $396.10
94 $395.40 $474.10 $333.90 $400.40
95 $398.50 $478.70 $336.90 $405.00
96 $402.10 $482.70 $340.50 $408.90
97 $405.60 $486.90 $344.00 $412.60
98 $409.20 $491.00 $347.40 $416.40
99 $412.60 $495.00 $350.70 $421.20
100+ $412.60 $495.00 $350.70 $421.20
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1§ ND

Plan A

Medicare (Part A) Hospital Services Per Calendar Year

Services

Medicare Pays

Plan Pays

You Pay

Hospitalization*: Semiprivate room and board, general nursing and miscellaneous services and supplies.

First 60 days All but $1,736 $0 $1,736
(Part A
deductible)

61st thru 90th day All but $434 a day $434 a day $0

91st day and after

While using 60 lifetime reserve days All but $868 a day $868 a day $0
Once lifetime reserve days are used
Additional 365 days $0 100% of Medicare | $0**
eligible expenses
Beyond the additional 365 days $0 $0 All costs

Skilled Nursing Facility Care*: You must meet Medicare's requirements, including having been in a
hospital for at least three days and entered a Medicare-approved facility within 30 days after leaving

the hospital.

First 20 days All approved amounts | $0 $0

21st thru 100th day All but $217 a day $0 Up to $217 a day
101st day and after $0 $0 All costs

Blood

First three pints $0 3 pints $0

Additional amounts 100% $0 $0

Hospice Care: You must meet Medicare's requirements, including a doctor's certification of

terminal illness.

All but very limited
copayment /
coinsurance for
outpatient drugs and
inpatient respite care

Medicare
copayment/
coinsurance

$0

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

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

***0Once you have been billed $283 of Medicare-approved amounts for covered services, your Part B
deductible will have been met for the calendar year.

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People

with Medicare.
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Medicare (Part B) Medical Services Per Calendar Year

Services

Medicare Pays

Plan Pays

You Pay

Medical Expenses: In or out of the hospital and outpatient hospital treatment, such as physician’s
services, inpatient and outpatient medical and surgical services and supplies, physical and speech therapy,
diagnostic tests, and durable medical equipment

First $283 of Medicare-approved $0 $0 $283
amounts*** (Part B
deductible)
Remainder of Medicare-approved . 0
3MOUNtS Generally 80% Generally 20% $0
Part B Excess Charges (Above $0 $0 All costs
Medicare-approved amounts)
Blood
First three pints $0 All costs $0
Next $283 of Medicare-approved $0 $0 $283
amounts*** (Part B
deductible)
Remainder of Medicare-approved amounts | 80% 20% $0
Clinical Laboratory Services: Tests for diagnostic services.
100% $0 $0

Parts A and B

Services Medicare Pays Plan Pays You Pay

Home Health Care: Medicare-approved services.

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

and medical supplies

Durable medical equipment
First $283 of Medicare-approved $0 $0 $283
amounts*** (Part B

deductible)

Remainder of Medicare-approved 30% 20% $0

amounts
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Plan G

Medicare (Part A) Hospital Services Per Calendar Year

Services

Medicare Pays

Plan Pays

You Pay

Hospitalization*: Semiprivate room and board, general nursing and miscellaneous services and supplies.

First 60 days All but $1,736 $1,736 $0
(Part A deductible)
61st thru 90th day All but $434 a day $434 a day $0
91st day and after
While using 60 lifetime reserve days All but $868 a day $868 a day $0
Once lifetime reserve days are used
Additional 365 days $0 100% of Medicare | $0**
eligible expenses
Beyond the additional 365 days $0 $0 All costs

Skilled Nursing Facility Care*: You must meet Medicare's requirements, including having been in a
hospital for at least three days and entered a Medicare-approved facility within 30 days after leaving

the hospital.
First 20 days All approved amounts | $0 $0
21st thru 100th day All but $217 a day Up to $217 a day $0
101st day and after $0 $0 All costs
Blood
First three pints $0 3 pints $0
Additional amounts 100% $0 $0
Hospice Care: You must meet Medicare’s requirements, including a doctor’s certification of
terminal illness.
All but very limited Medicare $0
copayment/ copayment/

coinsurance for
outpatient drugs and
inpatient respite care

coinsurance

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

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

***0Once you have been billed $283 of Medicare-approved amounts for covered services, your Part B
deductible will have been met for the calendar year.

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People

with Medicare.
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Medicare (Part B) Medical Services Per Calendar Year

Services

Medicare Pays

Plan Pays

You Pay

Medical Expenses: In or out of the hospital and outpatient hospital treatment, such as physician’'s
services, inpatient and outpatient medical and surgical services and supplies, physical and speech therapy,
diagnostic tests, and durable medical equipment.

First $283 of Medicare-approved $0 $0 $283
amounts*** (Part B
deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts
Part B excess charges (above $0 100% $0
Medicare-approved amounts)
Blood
First three pints $0 All costs $0
Next $283 of Medicare-approved $0 $0 $283
amounts*** (Part B
deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
Clinical Laboratory Services: Tests for diagnostic services.
100% $0 $0
Parts A and B
Services Medicare Pays Plan Pays You Pay
Home Health Care: Medicare-approved services.
Medically necessary skilled care services | 100% $0 $0
and medical supplies
Durable medical equipment
First $283 of Medicare-approved $0 $0 $283
amounts*** (Part B
deductible)
Remainder of Medicare-approved 80% 20% $0

amounts
Other Benefits Not Covered by Medicare
Services

Medicare Pays

Plan Pays

You Pay

Foreign Travel: Not covered by Medicare - Medically necessary emergency care services beginning during
the first 60 days of each trip outside the USA.

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime 20% and amounts
maximum benefit | over the $50,000

of $50,000

lifetime maximum




Plan L

1§ ND

Medicare (Part A) Hospital Services Per Calendar Year

Services

Medicare Pays

Plan Pays

You Pay*

Hospitalization**: Semiprivate room and board, general nursing and miscellaneous services and supplies.

First 60 days All but $1,736 $1,302 (75% of $434 (25% of Part
Part A deductible) | A deductible) ¢
61st thru 90th day All but $434 a day $434 a day $0
91st day and after
While using 60 lifetime reserve days All but $868 a day $868 a day $0
Once lifetime reserve days are used
Additional 365 days $0 100% of Medicare |$0***
eligible expenses
Beyond the additional 365 days $0 $0 All costs

Skilled Nursing Facility Care**: You must meet Medicare’s requirements, including having been in a
hospital for at least three days and entered a Medicare-approved facility within 30 days after leaving

the hospital.

First 20 days All approved amounts | $0 $0

21st thru 100th day All but $217 a day Up to $162.75 a day | Up to $54.25 a day 4
1071st day and after $0 $0 All costs

Blood

First three pints $0 75% 25% 4

Additional amounts 100% $0 $0

Hospice Care: You must meet Medicare's requirements, including a doctor’s certification of

terminal illness.

All but very limited

75% of Medicare

copayment / coinsurance | copayment /

for outpatient drugs and
inpatient respite care

Medicare (Part B) Medical Services Per Calendar Year

coinsurance

25% of Medicare
copayment/
coinsurance ¢

Services

Medicare Pays

Plan Pays

You Pay*

Medical Expenses: In or out of the hospital and outpatient hospital treatment, such as physician’'s
services, inpatient and outpatient medical and surgical services and supplies, physical and speech therapy,
diagnostic tests, and durable medical equipment.

First $283 of Medicare-approved
amounts****

$0

$0

$283
(Part B
deductible) ¢

Preventive benefits for
Medicare-covered services

Generally 75% or more
of Medicare-approved
amounts

Remainder of
Medicare-approved
amounts

All costs above
Medicare-approved
amounts

Remainder of
Medicare-approved amounts

Generally 80%

Generally 15%

Generally 5% ¢

Part B excess charges (above
Medicare-approved amounts)

$0

$0

All costs (@nd they
do not count toward
annual out-of-pocket
limit of $4,000)*
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Medicare (Part B) Medical Services Per Calendar Year

Services Medicare Pays Plan Pays You Pay*
Blood
First three pints $0 75% 25% ¢
Next $283 of Medicare-approved $0 $0 $283
amounts**** (Part B
deductible) ¢

Remainder of Medicare-approved Generally 80% Generally 15% Generally 5% ¢
amounts
Clinical Laboratory Services: Tests for diagnostic services.

100% $0 $0
Parts A and B
Services Medicare Pays Plan Pays You Pay*
Home Health Care: Medicare-approved services.
Medically necessary skilled care services ~ 100% $0 $0

and medical supplies
Durable medical equipment

First $283 of Medicare-approved $0 $0 $283

amounts***** (Part B
deductible) ¢

Remainder of Medicare-approved amounts  80% 15% 5% ¢

*You will pay one-fourth of the cost-sharing of some covered services until you reach the annual out-of-
pocket limit of $4,000 each calendar year. The amounts that count toward your annual limit are noted

with diamonds (#) in the chart. Once you reach the annual limit, the plan pays 100% of your Medicare
copayment and coinsurance for the rest of the calendar year. However, this limit does NOT include charges
from your provider that exceed Medicare-approved amounts (these are called “Excess Charges”) and you
will be responsible for paying this difference in the amount charged by your provider and the amount paid
by Medicare for the item or service.

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

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

****0Once you have been billed $283 of Medicare-approved amounts for covered services, your Part B
deductible will have been met for the calendar year.

*****Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for
People with Medicare.
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Plan N

Medicare (Part A) Hospital Services Per Calendar Year

Services

Medicare Pays

Plan Pays

You Pay

Hospitalization*: Semiprivate room and board, general nursing and miscellaneous services and supplies.

First 60 days All but $1,736 $1,736 $0
(Part A deductible)
61st thru 90th day All but $434 a day $434 a day $0
91st day and after
While using 60 lifetime reserve days All but $868 a day $868 a day $0
Once lifetime reserve days are used
Additional 365 days $0 100% of Medicare | $0**
eligible expenses
Beyond the additional 365 days $0 $0 All costs

Skilled Nursing Facility Care*: You must meet Medicare’s requirements, including having been in a
hospital for at least three days and entered a Medicare-approved facility within 30 days after leaving

the hospital.
First 20 days All approved amounts | $0 $0
21st thru 100th day All but $217 a day Up to $217 a day $0
1071st day and after $0 $0 All costs
Blood
First three pints $0 3 pints $0
Additional amounts 100% $0 $0
Hospice Care: You must meet Medicare’s requirements, including a doctor’s certification of
terminal illness.
All but very limited Medicare $0
copayment/ copayment/

coinsurance for
outpatient drugs and
inpatient respite care

coinsurance

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

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

***0Once you have been billed $283 of Medicare-approved amounts for covered services, your Part B
deductible will have been met for the calendar year.

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People

with Medicare.
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Medicare (Part B) Medical Services Per Calendar Year

Services

Medicare Pays

Plan Pays

You Pay

Medical Expenses: In or out of the hospital and outpatient hospital treatment, such as physician’'s
services, inpatient and outpatient medical and surgical services and supplies, physical and speech therapy,
diagnostic tests, and durable medical equipment.

First $283 of Medicare-approved
amounts***

$0

$0

$283
(Part B deductible)

Remainder of Medicare-
approved amounts

Generally 80%

Balance, other than up to $20
per office visit and up to $50
per emergency room Visit.
The copayment of up to $50
is waived if the subscriber is
admitted to any hospital and
the emergency visit is covered
as a Medicare Part A expense.

Up to $20 per office visit and
up to $50 per emergency
room visit. The copayment
of up to $50 is waived if

the subscriber is admitted
to any hospital and the
emergency Visit is covered as
a Medicare Part A expense.

Part B excess charges (above $0 $0 All costs
Medicare-approved amounts)
Blood
First three pints $0 All costs $0
Next $283 of Medicare-approved | $0 $0 $283
amounts*** (Part B deductible)
Remainder of Medicare- 80% 20% $0
approved amounts
Clinical Laboratory Services: Tests for diagnostic services.
100% $0 $0
Parts A and B
Services Medicare Pays Plan Pays You Pay
Home Health Care: Medicare-approved services.
Medically necessary skilled care | 100% $0 $0
services and medical supplies
Durable medical equipment
First $283 of Medicare- $0 $0 $283
approved amounts*** (Part B deductible)
Remainder of Medicare- 80% 20% $0

approved amounts

Other Benefits Not Covered by Medicare

Services

Medicare Pays

Plan Pays

You Pay

Foreign Travel: Not covered by Medicare - Medically necessary emergency care services beginning during
the first 60 days of each trip outside the USA.

First $250 each calendar year

$0

$0

$250

Remainder of Charges

$0

80% to a lifetime
maximum benefit
of $50,000

20% and amounts
over the $50,000
lifetime maximum




Plan C

1§ ND

Medicare (Part A) Hospital Services Per Calendar Year

Services

Medicare Pays

Plan Pays

You Pay

Hospitalization*: Semiprivate room and board, general nursing and miscellaneous services and supplies.

First 60 days All but $1,736 $1,736 $0
(Part A deductible)
61st thru 90th day All but $434 a day $434 a day $0
91st day and after
While using 60 lifetime reserve days All but $868 a day $868 a day $0
Once lifetime reserve days are used
Additional 365 days $0 100% of Medicare | $0**
eligible expenses
Beyond the additional 365 days $0 $0 All costs

Skilled Nursing Facility Care*: You must meet Medicare’s requirements, including having been in a
hospital for at least three days and entered a Medicare-approved facility within 30 days after leaving

the hospital.
First 20 days All approved amounts | $0 $0
21st thru 100th day All but $217 a day Up to $217 a day $0
101st day and after $0 $0 All costs
Blood
First three pints $0 3 pints $0
Additional amounts 100% $0 $0
Hospice Care: You must meet Medicare's requirements, including a doctor’s certification of
terminal illness.
All but very limited Medicare $0
copayment/ copayment/

coinsurance for
outpatient drugs and
inpatient respite care

coinsurance

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

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

***0Once you have been billed $283 of Medicare-approved amounts for covered services, your Part B
deductible will have been met for the calendar year.

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People

with Medicare.
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Medicare (Part B) Medical Services Per Calendar Year

Services

Medicare Pays

Plan Pays

You Pay

Medical Expenses: In or out of the hospital and outpatient hospital treatment, such as physician’'s
services, inpatient and outpatient medical and surgical services and supplies, physical and speech therapy,
diagnostic tests, and durable medical equipment.

First $283 of Medicare-approved $0 $283 $0
amounts*** (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts
Part B excess charges (above $0 $0 All costs
Medicare-approved amounts)
Blood
First three pints $0 All costs $0
Next $283 of Medicare-approved $0 $283 $0
amounts*** (Part B deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
Clinical Laboratory Services: Tests for diagnostic services.
100% $0 $0
Parts A and B
Services Medicare Pays Plan Pays You Pay
Home Health Care: Medicare-approved services.
Medically necessary skilled care services | 100% $0 $0
and medical supplies
Durable medical equipment
First $283 of Medicare-approved $0 $283 $0
amounts*** (Part B deductible)
Remainder of Medicare-approved amounts | 80% 20% $0
Other Benefits Not Covered by Medicare
Services Medicare Pays Plan Pays You Pay

Foreign Travel: Not covered by Medicare - Medically necessary emergency care services beginning during
the first 60 days of each trip outside the USA.

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime | 20% and amounts
maximum benefit | over the $50,000

of $50,000

lifetime maximum

Starting January 1, 2020, Medigap plans sold to new people with Medicare won't be allowed to cover the Part
B deductible. Because of this, Plans C and F will no longer be available to people new to Medicare starting on
January 1, 2020. If you already have either of these 2 plans (or the high deductible version of Plan F) or are
covered by one of these plans before January 1, 2020, you'll be able to keep your plan. If you were eligible

for Medicare before January 1, 2020, but not yet enrolled, you may be able to buy one of these plans.
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Plan F

1§ ND

Medicare (Part A) Hospital Services Per Calendar Year

Services

Medicare Pays

Plan Pays

You Pay

Hospitalization*: Semiprivate room and board, general nursing and miscellaneous services and supplies.

First 60 days All but $1,736 $1,736 $0
(Part A deductible)
61st thru 90th day All but $434 a day $434 a day $0
91st day and after
While using 60 lifetime reserve days All but $868 a day $868 a day $0
Once lifetime reserve days are used
Additional 365 days $0 100% of Medicare | $0**
eligible expenses
Beyond the additional 365 days $0 $0 All costs

Skilled Nursing Facility Care*: You must meet Medicare's requirements, including having been in a
hospital for at least three days and entered a Medicare-approved facility within 30 days after leaving

the hospital.

First 20 days All approved amounts | $0 $0

21st thru 100th day All but $217 a day Up to $217 a day $0
1071st day and after $0 $0 All costs
Blood

First three pints $0 3 pints $0
Additional amounts 100% $0 $0

Hospice Care: You must meet Medicare’s requirements, including a

terminal illness.

doctor’s certification

of

All but very limited
copayment/
coinsurance for
outpatient drugs and
inpatient respite care

Medicare
copayment/
coinsurance

$0

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

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

***0Once you have been billed $283 of Medicare-approved amounts for covered services, your Part B
deductible will have been met for the calendar year.

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People

with Medicare.
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Medicare (Part B) Medical Services Per Calendar Year

Services

Medicare Pays

Plan Pays

You Pay

Medical Expenses: In or out of the hospital and outpatient hospital treatment, such as physician’'s
services, inpatient and outpatient medical and surgical services and supplies, physical and speech therapy,
diagnostic tests, and durable medical equipment.

First $283 of Medicare-approved $0 $283 $0
amounts*** (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts
Part B excess charges (above $0 100% $0
Medicare-approved amounts)
Blood
First three pints $0 All costs $0
Next $283 of Medicare-approved $0 $283 $0
amounts*** (Part B deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
Clinical Laboratory Services: Tests for diagnostic services
100% $0 $0
Parts A and B
Services Medicare Pays Plan Pays You Pay
Home Health Care: Medicare-approved services.
Medically necessary skilled care services | 100% $0 $0
and medical supplies
Durable medical equipment
First $283 of Medicare-approved $0 $283 $0
amounts*** (Part B deductible)
Remainder of Medicare-approved amounts | 80% 20% $0

Other Benefits Not Covered by Medicare
Services

Medicare Pays

Plan Pays

You Pay

Foreign Travel: Not covered by Medicare - Medically necessary emergency care services beginning during
the first 60 days of each trip outside the USA.

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime 20% and amounts
maximum benefit | over the $50,000

of $50,000

lifetime maximum

Starting January 1, 2020, Medigap plans sold to new people with Medicare won't be allowed to cover the Part
B deductible. Because of this, Plans C and F will no longer be available to people new to Medicare starting on
January 1, 2020. If you already have either of these 2 plans (or the high deductible version of Plan F) or are
covered by one of these plans before January 1, 2020, you'll be able to keep your plan. If you were eligible

for Medicare before January 1, 2020, but not yet enrolled, you may be able to buy one of these plans.
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Medicare (Part A) Hospital Services Per Calendar Year

High Deductible Plan F

After You In addition
Pay $2,950 to $2,950
Deductible,**** Deductible,****
Services Medicare Pays Plan Pays You Pay
Hospitalization*: Semiprivate room and board, general nursing and miscellaneous services and supplies.
First 60 days All but $1,736 $1,736 $0
(Part A deductible)
61st thru 90th day All but $434 a day $434 a day $0
91st day and after
While using 60 lifetime reserve days All but $868 a day $868 a day $0
Once lifetime reserve days are used
Additional 365 days $0 100% of Medicare | $0**
eligible expenses
Beyond the additional 365 days $0 $0 All costs

Skilled Nursing Facility Care*: You must meet Medicare's requirements, including having beenin a
hospital for at least three days and entered a Medicare-approved facility within 30 days after leaving

the hospital.
First 20 days All approved amounts | $0 $0
21st thru 100th day All but $217 a day Up to $217 a day $0
1071st day and after $0 $0 All costs
Blood
First three pints $0 3 pints $0
Additional amounts 100% $0 $0
Hospice Care: You must meet Medicare’s requirements, including a doctor’s certification of
terminal illness.

All but very limited Medicare

copayment/ coinsurance | copayment/

for outpatient drugs and | coinsurance

inpatient respite care

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

**Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place

of Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
provided in the policy’s “Core Benefits.” During this time, the hospital is prohibited from billing you for the
balance based on any difference between its billed charges and the amount Medicare would have paid.

***0Once you have been billed $283 of Medicare-approved amounts for covered services, your Part B
deductible will have been met for the calendar year.

****This high deductible plan pays the same benefits as Plan F after you have paid a calendar year
$2,950 deductible. Benefits from the High Deductible Plan F will not begin until out-of-pocket expenses
are $2,950. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by
the policy. This includes the Medicare deductibles for Part A and Part B, but does not include the plan’s
separate foreign travel emergency deductible.

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People

with Medicare.
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Medicare (Part B) Medical Services Per Calendar Year

Services Medicare Pays

After You

Pay $2,950
Deductible,****
Plan Pays

In addition

to $2,950
Deductible,****
You Pay

Medical Expenses: In or out of the hospital and outpatient hospital treatment, such as physician’'s
services, inpatient and outpatient medical and surgical services and supplies, physical and speech therapy,

diagnostic tests, and durable medical equipment.

First $283 of Medicare-approved $0 $283 $0
amounts*** (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% $0
amounts
Part B excess charges (above Medicare- $0 100% $0
approved amounts)
Blood
First three pints $0 All costs $0
Next $283 of Medicare-approved $0 $283 $0
amounts*** (Part B deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
Clinical Laboratory Services: Tests for diagnostic services.
100% $0 $0
Parts A and B
After You In addition
Pay $2,950 to $2,950
Deductible,**** Deductible,****
Services Medicare Pays Plan Pays You Pay
Home Health Care: Medicare-approved services.
Medically necessary skilled care services | 100% $0 $0
and medical supplies
Durable medical equipment
First $283 of Medicare-approved $0 $283 $0
amounts*** (Part B deductible)
Remainder of Medicare-approved 80% 20% $0
amounts
Other Benefits Not Covered by Medicare
After You In addition
Pay $2,950 to $2,950
Deductible,**** Deductible,****
Services Medicare Pays Plan Pays You Pay

Foreign Travel: Not covered by Medicare - Medically necessary emergency care services beginning during

the first 60 days of each trip outside the USA.

First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime | 20% and amounts
maximum benefit | over the $50,000

of $50,000

lifetime maximum
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Blue Cross Blue Shield of North Dakota @ N D
4510 13th Avenue South « Fargo, ND 58121 ® o

Blue Cross Blue Shield of North Dakota (BCBSND) complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national origin, age, disability, gender identity,
sexual orientation or sex. BCBSND does not exclude people or treat them differently because of race,
color, national origin, age, disability, gender identity, sexual orientation or sex. BCBSND:

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

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

If you need these services, please call Member Services at 1-844-363-8457 (toll-free) or through

the North Dakota Relay at 1-800-366-6888 or 711. If you believe BCBSND has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability,
gender identity, sexual orientation or sex, you can file a grievance with: Civil Rights Coordinator,
4510 13th Ave. S. Fargo, ND 58121, 701-297-1638 or North Dakota Relay at 800-366-6888 or 711,
701-282-1804 (fax), CivilRightsCoordinator@bcbsnd.com (email) (unencrypted emails present a risk.)

You can file a grievance in person or by mail, fax, or email within 180 days of the date of the alleged
discrimination. Grievance forms are available at http://www.bcbsnd.com/report or by calling
1-844-363-8457. If you need help filing a grievance, the Civil Rights Coordinator is available to help
you. You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department

of Health and Human Services, 200 Independence Ave. S.W. Room 509F, HHH Building,
Washington, DC 20201, 800-368-1019 or 800-537-7697 (TDD). Complaint forms are available

at http://www.hhs.gov/ocr/office/file/index.html.

Espafiol (Spanish) — ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos
de asistencia con el idioma. También hay disponibles ayudas y servicios auxiliares adecuados
para proporcionar informacion en formatos accesibles sin cargo. Llame al 1-844-363-8457
(TTY: 1-800-366-6888 o 711) o hable con su proveedor.

Deutsch (German) — ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen kostenfreie
fremdsprachliche Unterstutzung zur Verfigung. Au3erdem sind kostenlos entsprechende Hilfsmittel
und Dienstleistungen zur Bereitstellung von Informationen in barrierefreien Formaten erhaltlich. Rufen
Sie 1-844-363-8457 (TTY: 1-800-366-6888 oder 711) an oder sprechen Sie mit Inrem Anbieter.

FAX (Chinese) - jI&: MREERP, BFITIARERMRENIESHEIRT. TRERAEERTH
BN TEMIRSS, LAERERHEURMEN. 58] 1-844-363-8457 (BEPEARFSEAR
TTY: 1-800-366-6888 &Y, 711) BkERISAYER B IRISIRHLE T M.

Oromoo (Oromo) — XIYYEEFFANNOO: Afaan Oromoo dubbattu yoo ta’'e, tajaajilli gargaarsa afaan
hiikuu kaffaltii malee ni argama. Gargaarsi dabalataa gargaaraadhaaf tajaajilli sirrii ta’ee fi
odeeffannoo bifa dhaggabamaa ta’een kennuunis bilisaan ni argama. Bilbili 1-844-363-8457

(TTY: 1-800-366-6888 or 711) ykn dhiyeessaa kee waliin haasa'i.

Tléng Viét (Vietnamese) — CHU Y: Néu quy vi néi Tiéng Viét, cé s&n cac dich vu hé tro ngén ngir
mien phi cho quy vi. Chung t6i cling cung cap mién phi céc dich vu va hé tro b sung thich

hop dé cung cap théng tin & cac dinh dang dé tiép can. Xin goi 1-844-363-8457

(TTY: 1-800-366-6888 ho&c 711) hodc néi chuyén véi nha cung cap cla quy vi.

Blue Cross Blue Shield of North Dakota is an independent licensee of the Blue Cross Blue Shield Association. BND-21-003795A « 7-25



Ikirundi (Bantu — Kirundi) — Wiyubare: Nimba uvuga Ikirundi, wemerewe ubufasha bwo kuronka
ururimi ku buntu. Wemerewe kandi ubufasha bukwiye bw’inyongera na serivisi vyo gutanga amakuru
mu buryo bworoshe ku buntu. Hamagara kuri 1-844-363-8457 (TTY: 1-800-366-6888 canke 711)
canke uvugane n’ujejwe kugufasha.
Lonlie dilia) iladd 5 il s a3 Ailaall 4 sall) saclisall ciladd @l i 38 ¢y jal) Caani i€ 1) ;405 — 4 al) (Arabic)
(ol Ciilgll) 1-844-363-8457 8 1 e Juail Al (g1 (50 (g pladinl) A il il slaall aysiil
A il el adiae ) &asd 1 (711 5 1-800-366-6888
Kiswahili (Swahili) — ZINGATIA: Ikiwa unazungumza Kiswahili, huduma za msaada wa lugha bila
malipo zinapatikana kwa ajili yako. Vifaa na huduma saidizi zinazofaa ili kutoa taarifa katika miundo
inayoweza kufikiwa pia hupatikana bila malipo. Piga simu 1-844-363-8457 (TTY: 1-800-366-6888 au
711) au zungumza na mtoa huduma wako.

Pycckun (Russian) - BHUMAHWE! Ecnu Bbl roBopute no-pyccku, Bbl MoxeTe BOCNONb30BaThHCS
BecnnatHbIMK ycriyraMmu nepesogyunka. Takke npegocTaBnseTcs gononHuTenbHasa 6ecnnaTtHas
MOMOLLIb M YCIyrn oTobpaxkeHnsa nHpopmaunm B AOCTYMHbIX popmaTax. [1o3BoHUTE NO TenedoHy
1-844-363-8457 (TTY: 1-800-366-6888 nnun 711) nnn obpatntecb K CBOEMY MOCTABLUNKY YCAYT.

HAEE (Japanese) — 1ot : BAREBEHELICHIFITEHDER TV RIVAY—EREZZHFIALV:
EIHEY,, BEREM ARG A TRET 50 0BEUGHEE O —EXBLE|EBHTITRRAWVETE
9, 1-844-363-8457 (TTY : 1-800-366-6888 1= 711) [CHBIELV=F{H . BEERIBHEFICTHHRES
Ly,

ATt (Nepali) — a7 fRqg e TS ATt ATHT Alodgre W TITS T AT (4:9[eh AT Hgradr dargs
ST Bl Tg AT T EATSEHT SITHHTLT TEF T ST T T8 T HATE® T 7:8[e I ZA
1-844-363-8457 (TTY: 1-800-366-6888 AT 711) AT &t T | AT ST TITTHET FT T2 4|

Frangais (French) — ATTENTION : Si vous parlez frangais, des services d’assistance linguistique
sont disponibles gratuitement. Vous pouvez aussi bénéficier gratuitement de I'accés a des outils
et services auxiliaires appropriés dans des formats accessibles. Appelez le 1-844-363-8457

(ATS : 1-800-366-6888 ou 711) ou adressez-vous a votre fournisseur.

#3o] (Korean) - 59]: 301 & AL = 49, T8 Qo] A9 Mu|2sk AFHU T g b
GHow ARE AT 44T BE FE D AN AE TR o] 344 F AHY T
1-844-363-8457(TTY: 1-800-366-6888 L= 711)H o 2 A3}l AL} T o] & An| 2~ 2|2 A 9}

CEEERES

Tagalog (Tagalog) — PAUNAWA: Kung nagsasalita kayo ng Tagalog, mayroong kayong magagamit
na libreng tulong na mga serbisyo sa wika. Mayroon ding mga angkop na auxiliary na tulong at
serbisyo para magbigay ng impormasyon sa mga naa-access na format na makukuha ng walang
singil. Tumawag sa 1-844-363-8457 (TTY: 1-800-366-6888 o 711) o makipag-usap sa iyong provider.

Norsk (Norwegian) — OBS: Hvis du snakker norsk, er gratis sprakhjelp tilgjengelig for deg.
Passende ytterligere hjelpemidler og tjenester for & oppgi informasjon i tilgjengelige formater
er ogsa tilgjengelig kostnadsfritt. Ring 1-844-363-8457 (TTY: 1-800-366-6888 eller 711) eller
snakk med leverandgren din.

Diné (Navajo) — YA’'AT'EEH NITSAHAKEES: Dii Diné bizaad bee yanitti'go, t'aa iiyisi t'aa bee

,,,,,

(TTY: 1-800-366-6888 doo 711), doo naaltsoos ninizingo bee iina bee nit hane’igii nihit ch’a hodool’j'.



Further facts on coverage, rates and enrollment are available from:

Fargo Office
4510 13th Ave. S.

Fargo, ND 58121
Phone: 701-277-2232

Bismarck Office

125 Bucksin Ave., Suite 107
Bismarck, ND 58503
Phone: 701-223-6348

Grand Forks Office
3570 S. 42nd St., Suite B
Grand Forks, ND 58201
Phone: 701-795-5340

Minot Office

1308 20th Ave. SW.
Minot, ND 58701
Phone: 701-858-5000

Jamestown Office

300 2nd Ave. NE., Suite 132
Jamestown, ND 58401
Phone: 701-251-3180

Call Toll-Free: (800) 280-BLUE (2583)

2@ ND
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