Independence

Drug Benefit Highlights
PC65 Group MAPD - Unlimited Gap Coverage (EGWP w/ WRAP)

Covered Services Your Costs (You pay)

Benefit
Deductible $0
Initial Coverage After you pay your annual deductible, you pay the

following copays until you reach the initial coverage

limit (paid by member and plan)

30-day supply at network retail phar macy

Preferred Pharmacy

Standard Phar macy

Tier 1 Generic Drugs $5 copayment $10 copayment
Tier 2 Preferred Brand Drugs $15 copayment $15 copayment
Tier 3 Non-Preferred Brand Drugs $30 copayment $30 copayment

90-day supply at network retail phar macy

Preferred Pharmacy

Standard Phar macy

Tier 1 Generic Drugs $15 copayment $30 copayment
Tier 2 Preferred Brand Drugs $45 copayment $45 copayment
Tier 3 Non-Preferred Brand Drugs $90 copayment $90 copayment

30-day supply at network mail-order
phar macy

Preferred Pharmacy

Standard Phar macy

Tier 1 Generic Drugs $5 copayment Not applicable
Tier 2 Preferred Brand Drugs $15 copayment Not applicable
Tier 3 Non-Preferred Brand Drugs $30 copayment Not applicable
90-day supply at network mail-order
phar macy
Tier 1 Generic Drugs $5 copayment Not applicable
Tier 2 Preferred Brand Drugs $15 copayment Not applicable
Tier 3 Non-Preferred Brand Drugs $30 copayment Not applicable

Coverage Gap

Please see your Evidence of Coverage (EOC) The coverage gap begins after theinitial coverage limit

cost has been reached (paid by member and plan)

30-day supply at a network retail pharmacy

Generic Covered at initial Limit

Brand Covered at initial Limit
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Independence

Initial Coverage Limit $4,130

True Out-of-Pocket Cost (TrOOP) $6,550

Catastrophic Coverage

Once your annual out-of-pocket drugs cost has been
reached, you pay the greater of:

Generics (including brand drugs treated as $3.70 or 5%
generic)
All other drugs $9.20 or 5%

For updated information regarding plan providers, visit our website at www.ibxmedicar e.com, or call the
Member Help Team at 1-888-718-3333 (TTY/TDD: 711), seven days aweek, 8 am. to 8 p.m. Please note that
on weekends and holidays from April 1 through September 30, your call may be sent to voicemail. This
information is not a complete description of benefits. Contact 1-877-393-6733 for more information.

Benefits underwritten by QCC Insurance Company, a subsidiary of Independence Blue Cross — independent
licensees of the Blue Cross and Blue Shield Association.

The BLUE CROSS and BLUE SHIELD names and symbols and BLUECARD are registered trademarks of
the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans.

Normal plan rules apply. Please refer to your Evidence of Coverage (EOC) for more information.

Select Option PDP isa PDP plan with a Medicare contract. Enrollment in Select Option PDP depends on
contract renewal .
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Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: £, mEEiHGw, EaLlFR e RMES
el e % . ¥e 1-800-275-2583.

Korean: 2HLEALE: I =HE MEStA=E 2%, 8
T3 HHAE 222 0|28t + 2UsLICH
1-800-275-2583 HE 2 HESIEANZ.

Portuguese: ATENCAO: se vocé fala portugués,
encontram-se disponiveis servicos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: Yuell: %l 4 ywadl dleidl &, dl [A.ges
GlUNL HaL2L Al dMl2 HI2 GuEotl &
1-800-275-2583 sl 530

Vietnamese: LUU Y- Néu ban nai tiéng WViét, ching toi
s& cung cap dich vu hd tro ngdn ngif mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUIMAHWE: Ecnu Boil rosopuTe no-pyccku,
TO MOMETe BECNNATHO BOCMONLI0BATECA YCTyTamMu
nepeecga. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzystac z bezplatne] pomocy jezyvkowe]. Zadzwon
pod numer 1-300-275-2583.

ltalian: ATTEMNZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

Ll o lsall lans s Al 3200 i oo 3] L mla
1-800-275-2583 4 Josdl _laally ol dali,

French Creocle: ATANSYON: 5i w pale Kreyol

Ayisyen, gen sévis &éd pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.
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Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez francais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2533.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf

griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-300-275-2583.

Hindi: eer & o1fg 3 86T ol & o smaes oo
IqFT F AT FErAaT Hare 3T g i
1-800-275-25831

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kiinnen Sie kostenlos sprachliche Unterstiitzung
anfordem. Wihlen Sie 1-800-275-2583.

Japanese: i : BEFESAERFONIL, ST A
F A=A (IR & CRIRGWEFTET,
1-800-275-2583~FWaF < =1,
Persian (Farsi):
D g J"-"J""'—-“..-':" Silans "":-"‘E' = e \_-?“"‘.-"Ij J§| :4—'"'35
1-800-275-2583 » jad L sl a aal i Laz 5l 0 54,

Navajo: Dii baa ako ninizin: Dii saad bee vaniiti'go
Diné Bizaad, saad bee aka’anida’awo"deg’, t'aa juk'eh.
Hodiilnih koji® 1-800-275-2583.

Urdu:

Al Sl Fegn e gy poldd B €

@S JS G e cland g as gl (e ke
1-B00-275-2583

Mon-Khmer, Cambodian: Aj5I8H1 I UHIEANS
[weimiigAfuwnwmany 8-I1gi umeanigi 12:
BewigAmaAnSunBE NS HNINARATINWAR
AaiG 1 giai0Iel s 1-800-275-2583'1

Taglines as of 1011472016



Discrimination is Against the Law

This Plan complies with applicable Federal civil nights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
or sex.

This Plan provides:

¢ Free aids and services to people with disabilities
to communicate effectively with us, such as:
qualified sign language interpreters, and wntten
information in other formats (large print, audio,
accessible electronic formats, other formats).

# Free language services to people whose
primary language is not English, such as:
qualified interpreters and information wrtten in
other languages.
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If you need thess sarvices, contact our Civil Rights
Coordinator. If you believe that This Plan has failed
to provide these services or discriminated in another
way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-388-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:

Pyil ' . If you need
help filing a grievance, our Civil Rights Coordinator is
available to help you.

You can also file a civil ights 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 #focrportal hhs. gowocrportallobby. jsf or by mail
or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at

hitpdwww hhs. gowvlocriofficefiledndex. htmi.
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