Are you looking for more choice?

With a Fallon Medicare Plus™ Supplement plan, you have the freedom to choose.

When you're a member, you'll have:
* No network restrictions—see any provider who accepts Medicare and you as a patient
* No primary care provider is required
* No referrals or copayments*

Members also have more healthy extras to choose from, like:
+ SilverSneakers® Fitness—a program with free basic gym membership and at-home access to an
On-Demand™ library of classes, workouts and instructional videos
+ $150 towards eyewear every year and an annual eye exam—at no extra cost
+ Nurse Connect—24/7 access to registered nurses by phone, at a $0 copay. Get treatment for
non-emergencies and referrals when you need more care.
« And more!

Review the materials enclosed to see which Fallon Medicare Plus Supplement option is right for you.

Have questions? Give us a call today!

eX0® a0° 1-866-330-6380 (TRS 711)
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* With Fallon Medicare Plus Supplement Core, you have to meet your Part A and Part B deductibles before you have
$0 copayments. With Fallon Medicare Plus Supplement 1A, you have to meet your Part B deductible before you have
$0 copayments. Please see other cost sharing details in your Outline of Coverage.

SilverSneakers is a registered trademark of Tivity Health, Inc.

20-686-132 Rev. 00 8/20



Fallon Medicare Plus™ Supplement (Medigap) Options

With Fallon’s Medicare Supplement (Medigap) plans, you have the freedom to see who you want to see when
you want to see them. There are no network restrictions and little to no out-of-pocket expenses. You can see any
provider who accepts Medicare, and the services are covered. No PCP. No referrals. No copayments.

Effective Jan. 1-Dec. 31 2021 Fallon Medicare Plus | Fallon Medicare Plus | Fallon Medicare Plus
: T Supplement Core Supplement 1A Supplement 1*
Monthly Plan Premiums
You could qualify for a 15% discount. $ $ $
Call us or see the Outline of Coverage 1 3 8 1 99 229
for details.
Benefit Copayment
$0 after you meet
Hospitalization your $1,484 $0 $0
Part A deductible**
Home health care $0 $0 $0
Doctor office visits
Specialist office visits
E isit
mergency room vIsts $0 after you $0 after you
Same-day surgery meet your $203 meet your $203 $0
Diagnostic tests (X-rays, MRI, CT, PET and Part B deductible*** | Part B deductible***
nuclear studies)
Physical and speech therapy
Part B outpatient drugs
Eyewear discount program includes one
routine eye exam every year at a plan provider 50 50 50
and $150 toward first pair of eyeglasses or
contact lenses per calendar year.
SilverSneakers®—includes access to online
classes and instructional videos, an at-home $0 $0 $0
fitness kit and/or a free gym membership.
Nurse Connect—free telephone access to
registered nurses 24 hours a day, seven days $0 $0 $0
a week, 365 days a year.
Quit to Win program—our smoking cessation
program offers one-on-one telephone coaching, $0 $0 $0
group and text support with individualized
stop-smoking plans.
Naturally Well—discounts on acupuncture, $0 $0 $0
chiropractic care and massage therapy.
Fallon Health's ID card app for smartphones—
view ID card, email or fax an image of ID card to $0 $0 $0
doctor, hospital or pharmacy and more. Smart-
phone app is for both iPhones and Androids.
Foreign travel—emergency services while
traveling outside the U.S. Nel ERYRTEE $0 $0
Part D drugs You must enroll in Medicare Part D to be covered.

fallon

&life assurance company, inc.

1-866-330-6380 (TRS 711)

8 a.m=5 p.m. Monday-Friday
fallonhealth.org/medsupp

* You must have turned 65 before Jan. 1, 2020 to apply for Fallon Medicare Plus Supplement 1.
** In 2021, the annual Part A deductible amount is $1,484 and may change for 2022.

*** |n 2021, the annual Part B deductible amount is $203 and may change for 2022.
SilverSneakers® s a registered trademark of Tivity Health, Inc. Fallon Health & Life Assurance Company, Inc., is a wholly owned

subsidiary of Fallon Community Health Plan.

20-686-125 Rev. 00 9/20



||
Fallon Medicare Plus Supplement .-l!-. fa”on

Individual Enrollment Request Form &life assurance company, inc.
Fallon Health & Life Assurance Company, Inc., a wholly owned subsidiary of Fallon Community Health Plan.

To enroll in a Fallon Medicare Plus Supplement option, please provide the following information:

Check the Medicare Supplement plan of your choice:

|:| Fallon Medicare Plus [ ] Fallon Medicare Plus [ ] Fallon Medicare Plus
Supplement Core Supplement 1* Supplement 1A
$138 per month $229 per month $199 per month
You could qualify for a 15% discount. See the Outline of Coverage for details.
Last name First name M.I. |:|l\/|r. DMrs.DMs.
Birth date / / SexDMDF Social Security Number -~
Home phone # Alternate phone #

Permanent residence street address (PO. Box not allowed)

City/town State ZIP

Phone number (

) -

Mailing address if different from above

City/town State ZIP

Email address

Written language preferred (optional) Race (optional)

Spoken language preferred (optional) Ethnicity (optional)

Please provide your Medicare information. Use your red, white and blue Medicare card to complete this section.

Medicare Number

Medicare Part A (Hospital Insurance) effective date Medicare Part B (Medical Insurance) effective date

Are you under 65 and eligible for Medicare coverage due solely to end-stage renal disease (ESRD)? |:|Yes D No

Note: If you are under age 65, you may only enroll in this plan if the disability that made you eligible for Medicare is a
condition other than end-stage renal disease.

Are you currently a Fallon Health member? [ ]Yes [ ]No Do you or your spouse work?
If yes, please provide your Fallon Health member ID number DYGS D No

*If you became Medicare Eligible on or after January 1, 2020,
you may enroll in the Fallon Medicare Supplement Core or 1A plans only.

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

Please read the “Important Information” section. Then answer questions 1-5 on page 3.

a.

b.

You do not need more than one Medicare Supplement Insurance Policy.

If you purchase this Policy, you may want to evaluate your existing health coverage and decide if you need
multiple coverages.

You may be eligible for Medicaid benefits and may not need a Medicare Supplement Insurance Policy.

The benefits and premiums under your Medicare Supplement Insurance Policy can be suspended, if requested,
during your entitlement to benefits under Medicaid for 24 months. You must request this suspension within

90 days of becoming eligible for Medicaid. If you are no longer entitled to Medicaid, your Policy will be
reinstituted if requested within 90 days of losing Medicaid eligibility. If the Medicare Supplement Insurance
Policy provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while your
Policy was suspended, the reinstituted Policy will not have outpatient prescription drug coverage, as you will
be enrolled in the most comparable plan without outpatient prescription drug coverage.

If you are eligible for and have enrolled in a Medicare Supplement Insurance Policy by reason of disability
and you later become covered by an employer or union-based group health plan, the benefits and premiums
under your Medicare Supplement Insurance Policy can be suspended, if requested, while you are covered
under the employer or union-based group health plan. If you suspend your Medicare Supplement Insurance
Policy under these circumstances, and later lose your employer or union-based group health plan, your
suspended Medicare Supplement Insurance Policy (or, if that is no longer available, a substantially equivalent
Policy) will be reinstituted if requested within 90 days of losing your employer or union-based group health
plan. If the Medicare Supplement Insurance Policy provided coverage for outpatient prescription drugs

and you enrolled in Medicare Part D while your Policy was suspended, the reinstituted Policy will not have
outpatient prescription drug coverage, as you will be enrolled in the most comparable plan without outpatient
prescription drug coverage.

Counseling services are available in Massachusetts to provide advice concerning your purchase of Medicare
Supplement Insurance and concerning medical assistance through the state Medicaid program, including
benefits as a Qualified Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).
You may call the Massachusetts Executive Office of Elder Affairs insurance counseling program at
1-800-243-4636 (TTY: 1-800-872-0166) or write to that office at the following address for more information:
One Ashburton Place, 5th Floor, Boston, MA 02108.

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you
were eligible for guaranteed issue of a Medicare Supplement Insurance Policy, or that you had certain rights to
buy such a Policy, you may be guaranteed acceptance in one or more of our Medicare Supplement plans.

Please include a copy of the notice from your prior insurer with your application.



Please answer all questions to the best of your knowledge. (Please mark Yes or No below with an “X")

Question 1:
(a) Did you turn age 65 in the last 6 months? DYes D No
(b) Did you enroll in Medicare Part B in the last 6 months? (c) If yes, what is the effective date?

DYes D No /

/
MM DD YYYY

Question 2:

Are you covered for medical assistance through the state Medicaid program? DYes D No

[NOTE TO APPLICANT: If you are participating in a "Spend-Down Program” and have not met your “Share of Cost,”
please answer NO to this question.]

If yes,
(@) Will Medicaid pay your premiums for this Medicare Supplement Insurance Policy? DYes DNO

(b) Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare Part B premium?

DYes E‘NO

Question 3:

(@) If you had coverage from any Medicare plan other than Original Start:

Medicare within the past 63 days (for example, a Medicare Advantage MM DD / YYYY
plan, or a Medicare HMO or PPO), fill in your start and end dates to the End:

right. If you are still covered under this plan, leave "END" blank.

/ /
MM DD YYYY

(b) If you are still covered under the Medicare plan, do you intend to replace your current coverage with this new
Medicare supplemental policy? DYes No

(c) Was this your first time in this type of Medicare plan? DYes D No

(d) Did you drop a Medicare Supplement Insurance Policy to enroll in the Medicare plan? D Yes D No

Question 4:

(@) Do you have another Medicare Supplement Insurance Policy in force? DYes D No

(b) If so, with what company, and what plan do you have?

(c) If so, do you intend to replace your current Medicare Supplement Insurance Policy with this policy?

DYes DNO If yes, please complete the Medicare Supplement Replacement form.

Question 5:

Have you had coverage under any other health insurance within the past 63 days?
(For example, an employer, union, or individual plan) |:|Yes |:|No

(@) If so, with what company, and what plan do you have?

(b) What are your dates of coverage under the other policy?

Start: / / End: / /
MM DD YYYY MM DD YYYY

(If you are still covered under the other policy, leave "END" blank.)




Please read the following, and sign below:

| certify that the statements made and answers given are complete and true. If | am under age 65, | may only
enroll in this plan if the disability that made me eligible for Medicare is a condition other than ESRD. | have read
and carefully considered all of the “Important Information” on this form. | also certify that | received the "Outline of
Medicare Supplement Coverage.” | understand that no employer, former employer, health care provider, or private
agency may sponsor, purchase, or contribute to the cost of this plan.

For the purpose of processing this application, for 30 months from the date this authorization is signed, and if |
enroll in coverage, for as long as | am covered, | understand that all of my health care providers, other insurance
companies, or my employer are authorized to release all of my medical records and other information to Fallon
Health representatives for the purpose of determining my coverage and administering my benefits. | am, or my
authorized representative is, entitled to receive a copy of this authorization form. | understand that the benefits
for which | am eligible are those described in the applicable plan Subscriber Certificate. | understand that plan
benefits and premium rates are subject to change as allowed by state law. | understand that enrollment in this plan
is contingent upon payment of premium.

| understand that my signature (or the signature of the person authorized to act on my behalf under the laws

of Massachusetts) on this application means that | have read and understand the contents of this application.

If signed by an authorized individual, this signature certifies that: 1) this person is authorized under state law to
complete this enrollment, and 2) documentation of this authority is available upon request by Fallon Health & Life
Assurance Company, Inc.

Signature: Date:

If you are the authorized representative, you must sign above and provide the following information:

Name: (print)

Relationship:
Address:
Phone #: Alternate phone #:
BROKER/AGENT INFO: Requested effectivedate: __ Election type: ENROLLMENT DEPT. USE ONLY

Agency name (if applicable):

Broker/agent name: MA Lic#:
MSR form received: E] Yes |:| No |:| N/A

FALLON USE ONLY: RTS Verification: [_|Yes[ |No  QNXT sponsor needed:[ ] Yes[ | No

Date received: Method of receipt:

TeIephonic:D No DYes If yes, confirmation number:
Name: MA ID#

-l-fallon
]

& life assurance company, inc.
20-686-100 Rev. 00 8/20



Fallon Health & Life Assurance Company
Fallon Medicare Plus Supplement
Outline of Medicare Supplement Coverage — Cover Page:
Benefit Plans Medicare Supplement Core and 1 and 1A

Medicare Supplement Insurance can be sold in only standard plans. This chart shows the benefits
included in each plan. Every company must make available the "Core" plan. For persons who became
Medicare Eligible prior to January 1, 2020, companies which make Medicare Supplement 1A plans
available are to also make Medicare Supplement 1 plans available. For persons who became Medicare
Eligible after January 1, 2020, companies may make Medicare Supplement 1A plans available, but they
are not permitted to make Medicare Supplement 1 plans available. Companies may add certain
benefits to the standard benefits, if approved by the Commissioner. Look at each company's materials
to find out what benefits, if any, the company has added to the standard benefits for each plan it offers.

Basic benefits included in all plans:

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

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

Blood: First three pints of blood each year.



Medicare Supplement Core
Standard Benefits
Basic Benefits

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

Rates effective 1/1/2021:
$138.00 per month

You could qualify for a 15%
discount. See below for details.

Medicare Supplement 1
Standard Benefits

Basic Benefits

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

Skilled Nursing co-insurance
Part A deductible

Part B deductible

Foreign Travel

Rates effective 1/1/2021:
$229.00 per month

You could qualify for a 15%
discount. See below for details.

Medicare Supplement 1A
Standard Benefits
Basic Benefits

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

Skilled Nursing co-insurance
Part A deductible

Foreign Travel

Additional Benefits

Rates effective 1/1/2021.:
$199.00 per month

You could qualify for a 15%
discount. See below for details.




Massachusetts Medicare Supplement Insurance Outline of Coverage

Fallon Health & Life Assurance Company
Medicare Supplement Core

Medicare Supplement 1

Medicare Supplement 1A

Policy Category: Medicare Supplement Insurance

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

Premium information

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

If you enroll during the six-month period beginning at the time you become initially eligible for Medicare
coverage after attaining age 65, or a higher age upon enrolling in Medicare Part B, you are eligible to
receive an annual premium discount of 15% for two years. Premium discount two-year period begins
with Medicare Part B effective date.

Disclosures
Use this outline to compare benefits and premiums among Policies.

Read your Policy very carefully

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

Right to return Policy

If you find that you are not satisfied with your Policy, you may return it to Fallon Health & Life
Assurance Company, Fallon Medicare Plus, 10 Chestnut Street, Worcester, MA 01608. If you send the
Policy back to us within 30 days after you receive it, we will treat the Policy as if it had never been
issued and return all of your payments.

Policy replacement

If you are replacing another health insurance Policy, do NOT cancel it until you have actually received
your new Policy and are sure you want to keep it. If you cancel your present Policy and then decide that
you do not want to keep your new Policy, it may not be possible to get back the coverage of the present
Policy.

Notice

This Policy may not fully cover all of your medical costs. Fallon Health & Life Assurance Company is
not connected with Medicare. This outline of coverage does not give all the details of Medicare
coverage. Contact your local Social Security Office or consult “Medicare & You” for more details.

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



Complete answers are very important

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

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

Massachusetts Summary

The Commissioner of Insurance has set standards for the sale of Medicare Supplement Insurance
Palicies. Such Policies help you pay hospital and doctor bills, and some other bills, that are not covered
in full by Medicare. Please note that the benefits provided by Medicare and this Medicare Supplement
Insurance Policy may not cover all of the costs associated with your treatment. It is important that you
become familiar with the benefits provided by Medicare and your Medicare Supplement Insurance
Policy. This Policy summary outlines the different coverages you have if, in addition to this Policy, you
are also covered by Part A (hospital bills, mainly) and Part B (doctors' bills, mainly) of Medicare.

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

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

The Benefits to Premium Ratio for Fallon Medicare Plus Supplement Core is 81.2%. This means
that during the anticipated life of your Policy and others just like it, the company expects to pay out
$81.20 in claims made by you and all other Policyholders for every $100 it collects in premiums. The
minimum ratio allowed for Policies of this type is 65%. A higher ratio is to your advantage as long as it
allows the company a reasonable return so that the product remains available.

The Benefits to Premium Ratio for Fallon Medicare Plus Supplement 1 is 83.4%. This means that
during the anticipated life of your Policy and others just like it, the company expects to pay out $83.40
in claims made by you and all other Policyholders for every $100 it collects in premiums. The minimum
ratio allowed for Policies of this type is 65%. A higher ratio is to your advantage as long as it allows the
company a reasonable return so that the product remains available.

The Benefits to Premium Ratio for Fallon Medicare Plus Supplement 1A is 91.5%. This means
that during the anticipated life of your Policy and others just like it, the company expects to pay out
$91.50 in claims made by you and all other Policyholders for every $100 it collects in premiums. The
minimum ratio allowed for Policies of this type is 65%. A higher ratio is to your advantage as long as it
allows the company a reasonable return so that the product remains available.

Complaints

If you have a complaint, call us at 1-800-868-5200. If you are not satisfied, you may write the
Massachusetts Division of Insurance, 1000 Washington St., Suite 810, Boston, MA 02118-6200, or call
them at 1-617-521-7794.



Medicare Supplement Core
Medicare Part A—Hospital Services—Per Benefit Period

The information provided in this Outline of Coverage lists the 2021 cost-sharing for Original Medicare.
Your Part A and Part B deductible amounts may change for 2022.

Services Medicare pays Plan pays You pay

Hospitalization*

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

First 60 days of a All but $1,484 $0 $1,484
benefit period Part A Deductible
61st through 90th day | All but $371 a day $371 a day $0

of a benefit period
91st day and after of a benefit period:

- While using 60 All but $742 a day $742 a day $0
lifetime reserve days

Once lifetime reserve days are used:

- Additional 365 days | $0 100% of Medicare $0
eligible expenses
- Beyond the $0 $0 All costs

additional 365 days
Licensed mental hospital stays not covered by Medicare

First 60 days of a $0 All but $1,484 $1,484

benefit period Part A Deductible

61st through 90th day | $0 100% of Medicare $0

of a benefit period eligible expenses

91st day and after of a benefit period:

- While using 60 $0 100% of Medicare $0

lifetime reserve days eligible expenses

Once lifetime reserve days are used:

- Additional 365 days | $0 100% of Medicare $0
eligible expenses

- Beyond the $0 $0 All costs

additional 365 days

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



Medicare Supplement Core
Medicare Part A—Hospital Services—Per Benefit Period
(continued)

Services ‘ Medicare pays | Plan pays You pay

Skilled nursing facility care*

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

First 20 days All approved amounts | $0 $0

21st through 100th All but $185.50 a day | $0 Up to $185.50 a day
day

101st day and after $0 $0 All costs
Blood

First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
Hospice care

Available as long as All but very limited Coinsurance $0

your doctor certifies coinsurance for

you are terminally ill outpatient drugs and

and you elect to inpatient respite care

receive these services

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

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.



Medicare Supplement Core

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, certain telehealth services, inpatient and outpatient medical and surgical
services and supplies, physical and speech therapy, diagnostic tests and durable medical

equipment

First $203 of $0 $0 $203 (Part B
Medicare-approved Deductible)
amounts**

Remainder of Generally 80% Generally 20% $0

Medicare-approved
amounts

Outpatient treatment f
Medicare)

or biologically-based mental disorders (for services covered by

First $203 of $0 $0 $203 (Part B
Medicare-approved Deductible)
amounts**

Remainder of 80% 20% $0
Medicare-approved

amounts

Outpatient treatment | $0 100% of expenses $0

for biologically-based
mental disorders (for
services not covered
by Medicare)

Outpatient treatment f

or other mental health disorders (for services

covered by Medicare)

First $203 of $0 $0 $203 (Part B
Medicare-approved Deductible)
amounts**

Remainder of 80% 20% $0

Medicare-approved
amounts

Outpatient treatment f
Medicare)

or other mental health disorders (for services

not covered by

First 24 visits per $0 100% $0
calendar year
Visits 25 and after $0 $0 All costs

**Once you have been billed $203 of Medicare-approved amounts for covered services (which are
noted with a double asterisk), your Part B Deductible will have been met for the calendar year.




Medicare Supplement Core
Medicare Part B—Medical Services—Per Calendar Year

(continued)

Services ‘

Medicare pays

‘ Plan pays

You pay

Blood

First 3 pints

$0

All costs

$0

Next $203 of
Medicare-approved
amounts**

$0

$0

$203 (Part B
Deductible)

Remainder of
Medicare-approved
amounts

80%

20%

$0

Clinical laboratory ser

vices

Blood Tests for
Diagnostic Services

100%

$0

$0

Special mandated medical formulas

Covered by Medicare

First $203 of
Medicare-approved
amounts**

$0

$0

$203 (Part B
Deductible)

Remainder of
Medicare-approved
amounts

80%

20%

$0

Not covered by
Medicare

$0

All allowed charges
for covered items

Balance

**Once you have been billed $203 of Medicare-approved amounts for covered services (which are
noted with a double asterisk), your Part B Deductible will have been met for the calendar year.




Medicare Supplement Core
Medicare (Parts A & B)

Services ‘ Medicare pays ‘ Plan pays You pay

Home health care

Medicare-approved services

Medically necessary 100% $0 $0
skilled care

services and medical
supplies

Durable medical equipment

First $203 of $0 $0 $203 (Part B
Medicare-approved Deductible)
amounts**

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

**Once you have been billed $203 of Medicare-approved amounts for covered services (which are
noted with a double asterisk), your Part B Deductible will have been met for the calendar year.

Other Benefits—Not Covered by Medicare

Services Medicare pays Plan pays You pay

Outpatient $0 $0 All costs
Prescription Drugs —
Not Covered by
Medicare




Medicare Supplement 1
Medicare Part A—Hospital Services—Per Benefit Period

The information provided in this Outline of Coverage lists the 2021 cost-sharing for Original Medicare.
Your Part A and Part B deductible amounts may change for 2022.

Services Medicare pays Plan pays You pay

Hospitalization*

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

First 60 days of a All but $1,484 $1,484 $0
benefit period Part A Deductible
61st through 90th day | All but $371 a day $371 a day $0

of a benefit period

91st day and after of a benefit period:

While using 60 All but $742 a day $742 a day $0
lifetime reserve days

Once lifetime reserve days are used:

- Additional 365 days | $0 100% of Medicare $0
eligible expenses
- Beyond the $0 $0 All costs

additional 365 days
Licensed mental hospital stays not covered by Medicare

First 60 days of a $0 100% of Medicare $0

benefit period eligible expenses

61st through 90th day | $0 100% of Medicare $0

of a benefit period eligible expenses

91st day and after of a benefit period:

- While using 60 $0 100% of Medicare $0

lifetime reserve days eligible expenses

Once lifetime reserve days are used:

- Additional 365 days | $0 100% of Medicare $0
eligible expenses

- Beyond the $0 $0 All costs

additional 365 days

*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.
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Medicare Supplement 1
Medicare Part A—Hospital Services—Per Benefit Period
(continued)

Services

Medicare pays

Plan pays

You pay

Skilled nursing facility care*

(Participating with Medicare)

You must meet Medicare's requirements, including having been in a hospital for at least three
days and entered a Medicare-approved facility within 30 days after having left the hospital

First 20 days of a All approved amounts | $0 $0
benefit period

21st through 100th All but $185.50 aday |Upto $185.50aday | $0

day of a benefit period

101st through 365th $0 $10 a day Balance
day of a benefit period

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

(Not participating with Medicare)
You must meet Medicare's requirements, including having been in a hospital for at least 3 days

and transferred to the facility within 30 days after having left the hospital

1st through 365th day | $0 $8 a day Balance
of a benefit period

Beyond the 365th day | $0 $0 All costs
of a benefit year

Blood

First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
Hospice care

Available as long as All but very limited Coinsurance $0

your doctor certifies coinsurance for

you are terminally ill outpatient drugs and

and you elect to inpatient respite care

receive these services

*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.
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Medicare Supplement 1
Medicare Part B—Medical Services—Per Calendar Year

Services ‘ Medicare pays ‘ Plan pays | You pay

Medical expenses in or out of the hospital and outpatient hospital treatment, such as
physician's services, certain telehealth services, inpatient and outpatient medical and surgical
services and supplies, physical and speech therapy, diagnostic tests and durable medical
equipment

First $203 of $0 $203 (Part B $0
Medicare-approved Deductible)

amounts**

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

amounts

Outpatient treatment for biologically-based mental disorders (for services covered by
Medicare)

First $203 of $0 $203 (Part B $0
Medicare-approved Deductible)

amounts**

Remainder of 80% 20% $0
Medicare-approved

amounts

Outpatient treatment | $0 100% of expenses $0

for biologically-based
mental disorders (for
services not covered
by Medicare)

Outpatient treatment for other mental health disorders (for services covered by Medicare)

First $203 of $0 $203 (Part B $0
Medicare-approved Deductible)

amounts**

Remainder of 80% 20% $0
Medicare-approved

amounts

Outpatient treatment for other mental health disorders (for services not covered by
Medicare)

First 24 visits per $0 100% $0
calendar year
Visits 25 and after $0 $0 All costs
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Medicare Supplement 1

Medicare Part B—Medical Services—Per Calendar Year

(continued)

Services | Medicare pays ‘ Plan pays You pay
Blood
First 3 pints $0 All costs $0
Next $203 of $0 $203 (Part B $0
Medicare-approved Deductible)
amounts**
Remainder of 80% 20% $0
Medicare-approved
amounts
Clinical laboratory services
Blood Tests for 100% $0 $0
Diagnostic Services
Special mandated medical formulas
Covered by Medicare
First $203 of $0 $203 (Part B $0
Medicare-approved Deductible)
amounts**
Remainder of 80% 20% $0
Medicare-approved
amounts
Not covered by $0 All allowed charges Balance

Medicare

for covered items
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Medicare Supplement 1
Medicare (Parts A & B)

Services ‘ Medicare pays Plan pays You pay
Home health care
Medicare-approved services
Medically necessary 100% $0 $0
skilled care
services and medical
supplies
Durable medical equipment
First $203 of $0 $203 (Part B $0
Medicare-approved Deductible)
amounts**
Remainder of 80% 20% $0
Medicare-approved
amounts
Medicare Supplement 1
Other Benefits — Not Covered by Medicare
Services Medicare pays Plan pays You pay
Foreign Travel — $0 Remainder of charges | $0
Not Covered by (including portion
Medicare normally paid by
Emergency services Medicare)
only, while traveling
outside the United
States
Outpatient $0 $0 All costs

Prescription Drugs —
Not Covered by
Medicare
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Medicare Supplement 1A
Medicare (Part A)—Hospital Services—Per Benefit Year

Services ‘

Medicare pays

‘ Plan pays

You pay

Hospitalization*

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

First 60 days of a All but $1,484 $1,484 (Part A $0

benefit period Deductible)

61 through 90" day | All but $371 a day $371 a day $0

of a benefit period

91% day of a benefit period and after:

While using 60 All but $742 a day $742 a day $0

lifetime reserve days

Once lifetime reserves are used:

- Additional 365 days | $0 100% of Medicare $0
eligible expenses

- Beyond the $0 $0 All costs

additional 365 days

Licensed mental hospital stays not covered by Medicare

First 60 days of a $0 100% of Medicare $0

benefit period eligible expenses

61st through 90th day | $0 100% of Medicare $0

of a benefit period eligible expenses

91st day and after of a benefit period:

- While using 60 $0 100% of Medicare $0

lifetime reserve days eligible expenses

Once lifetime reserve days are used:

- Additional 365 days | $0 100% of Medicare $0
eligible expenses

- Beyond the $0 $0 All costs

additional 365 days
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Medicare Supplement 1A
Medicare (Part A)—Hospital Services—Per Benefit Year
(continued)

Services

Medicare pays

Plan pays

You pay

Skilled Nursing Facility Care*

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

having left the hospital

First 20 days All approved amounts | $0 $0

215 through 100" day | All but $185.50 aday | Up to $185.50 aday | $0

101% day through $0 $10 a day Balance
365" day of a benefit

period

Beyond the 365" day | $0 $0 All costs
of a benefit period

(Not Participating with Medicare) You must meet Medicare’s requirements, including having
been in a hospital for at least 3 days and transferred to the facility within 30 days after having left

the hospital

1st day through 365" | $0 $8 a day Balance
day of a benefit period

Beyond the 365" day | $0 $0 All costs
of a benefit period

Blood

First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
Hospice Care

Available as long as All but very limited Coinsurance $0

your doctor certifies coinsurance for out-

you are terminally ill patient drugs and

and you elect to inpatient respite care

receive these services

* 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.
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Medicare Supplement 1A
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, certain telehealth services, inpatient and outpatient medical and surgical
services and supplies, physical and speech therapy, diagnostic tests and durable medical
equipment

First $203 of $0 $0 $203 (Part B
Medicare-approved Deductible)
amounts**

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

Outpatient treatment for biologically-based mental disorders (for services covered by
Medicare)

First $203 of allowed | $0 $0 $203 (Part B
charges Deductible)
Remainder Medicare- | 80% 20% $0

approved amounts

Outpatient treatment for other mental health disorders (for services not covered by

Medicare)

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

Visits 25 and after $0 $0 All costs
Blood

First 3 pints $0 All costs $0

Next $203 of $0 $0 $203 (Part B
Medicare-approved Deductible)
amounts

Remainder of 80% 20% $0
Medicare approved

amounts

Clinical Laboratory Services

Blood Tests for 100% $0 $0
Diagnostic Services

**Once you have been billed $203 of Medicare-approved amounts for covered services (which are
noted with a double asterisk), your Part B Deductible will have been met for the calendar year.
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Medicare Supplement 1A
Medicare (Part B)—Medical Services—Per Calendar Year
(continued)

Services ‘ Medicare pays ‘ Plan pays | You pay

Special Medical Formulas Mandated by Law

Covered by Medicare

First $203 of $0 $0 $203 (Part B
Medicare-approved Deductible)
amounts**

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

Not covered by $0 All allowed charges Balance
Medicare

** Once you have been billed $203 of Medicare-approved amounts for covered services (which are
noted with a double asterisk), your Part B Deducible will have been met for a calendar year.

Medicare Supplement 1A
Medicare Parts A&B

Services ‘ Medicare pays ‘ Plan pays | You pay

Home health care

Medicare-approved services

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

Durable medical equipment

First $203 of $0 $0 $203 (Part B
Medicare-approved deductible)
amounts**

Remainder of 80% 20% $0
Medicare-approved

amounts

** Once you have been billed $203 of Medicare-approved amounts for covered services (which are
noted with a double asterisk), your Part B Deductible will have been met with the calendar year.
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Other Benefits — Not Covered by Medicare

Medicare Supplement 1A

Services Medicare pays Plan pays You pay
Foreign Travel — $0 Remainder of charges | $0
Not Covered by (including portion
Medicare normally paid by
Emergency services Medicare)
only, while traveling
outside the United
States
Outpatient $0 $0 All costs
Prescription Drugs —
Not Covered by
Medicare
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Important!

If you, or someone you're helping, has questions about Fallon Health, you have the right to get help
and information in your language at no cost. To talk to an interpreter, call 1-800-868-5200.

Spanish:

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Fallon Health, tiene
derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete,
llame al 1-800-868-5200.

Portuguese:

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Fallon Health, vocé tem o
direito de obter ajuda e informacédo em seu idioma e sem custos. Para falar com um intérprete, ligue
para 1-800-868-5200.

Chinese:

MR, HZREEEHMMER, FERIEAEBMNAT Fallon Health

FHEMME SEEANGREUGHEESIIEMIAL, A—HES, #HRER TUHEART 1-
800-868-5200.

Haitian Creole:

Si oumenm oswa yon moun w ap ede gen kesyon konsénan Fallon Health, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avek yon
entéprét, rele nan 1-800-868-5200.

Viethamese:

Néu quy vi, hay ngwdi ma quy vi dang gitp d&, c6 cau hdi vé Fallon Health, quy vi sé c6 quyén duoc
gilp va c6 thém théng tin bang ngdn ngl cia minh mién phi. D& néi chuyén véi mét théng dich vién,
xin goi 1-800-868-5200.

Russian:

Ecnn y Bac unv nuua, KOTOpoOMy Bkl MOMoraeTe, UMeroTcs Bonpockl no nosody Fallon Health, 1o Bbl
nmMeeTe npaeo Ha GecnnaTtHoe NonyYeHne NOMOLLM U MHpOopMaLMK Ha BalleM A3bike. [ina pasroBopa ¢
nepeBoa4YMKOM NO3BOHUTE No TenedoHy 1-800-868-5200.

Arabic:
e sleall g sacluall e Jsanll 8 32l clali (Fallon Health sa swads il saclud padid sl 5l el oIS ¢
.1-800-868-5200 < sl an sin e Caanll, A5 A )53 (o Slialy &y 5 g el
Khmer/Cambodian:
[UESUITHA USINMUSSIZUEAS RIS NW UsSaInNiHo A Fallon Health 1U,
HEYSSIong NicCYS IGIASHMAN HH™
INWB S HIUMHA 4 TUIE 0 SUNWMUWHMIMN 2{U U6 1-800-868-5200 4
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French:

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Fallon Health, vous
avez le droit d'obtenir de l'aide et I'information dans votre langue a aucun co(t. Pour parler a un
interpréte, appelez 1-800-868-5200.

Italian:

Se tu o qualcuno che stai aiutando avete domande su Fallon Health, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-800-868-
5200.

Korean:
aref St e= Yo7 S0 U= O AFZEO| Fallon HealthO| 2tsHA & 20| QCHH F|8t= 123t
E2u dEE F[5te] QI0jZ H|E REEHEI0| ¥2 = e M7t ASLICEH DA SHARL 0§ 7[5}

I8 M= 1-800-868-52002 T3St A

o %

Greek:

Edv eocic § katTol0G TToU BonBdTe £XeTE pWTHOEIC YUpwW aTro To Fallon Health, £xete To dikaiwpa va
A&BeTe BoRBeia kal TTANPOPOpPIEG O0TN YAWOOA oag Xwpig Xpéwaon.lNa va HINAoETE o€ évav diepunvéa,
kaAéoTe 1-800-868-5200.

Polish:

Jesli Ty lub osoba, ktorej pomagasz ,macie pytania odnosnie Fallon Health, masz prawo do uzyskania
bezptatnej informacji i pomocy we wtasnym jezyku .Aby porozmawiac¢ z ttumaczem, zadzwon pod
numer 1-800-868-5200.

Hindi:

Ife 39k AT 3T GaRT WAl &ehU ST I§ Shehdll cdardd & Fallon Health [ SR # 92T § ,ar
39 U 379 AT & AT H HGRIT 3N FAAT IIod el 7 ATUDR g1 epdll fOpamawe &
dTd @l & folv ,1-800-868-5200 T ahifer Y|

Gujarati:

%) dH wedl dl l8el Hee $3] 8 ol ol dM =
Hee el Y eed] Alo (oo ol [Cnds 2 8. d Wy [0
ol [0 ot (052 H 2,041 1-800-868-5200 UR 514 521

ol 9l 5194 Fallon Health [© 49l U@ <1 €R dl dual
Aol dAH A N H ol Y Bd 531 2SR O, & & ANR:

Laotian:
Zoun, o o ENIE: m‘mmagaoecm ,,,,,, %9, L mnwmono Fallon Health, 1900 Sown
@»2080n°maos)cm ,,,,,, Seccoranngrogn ¢ LcOnwagageguandy ealgae.
NIVLSIVHVVIOWIF, 9620 1-800-868-5200.

16-735-008a Rev. 00 5/16
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Notice of nondiscrimination

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

Fallon Health:

e Provides free aids and services to people with disabilities to communicate effectively with us,
such as:

o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

¢ Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service at the phone number on the back of your
member ID card, or by email at cs@fallonhealth.org.

If you believe that Fallon Health 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:

Compliance Director

Fallon Health

10 Chestnut St.

Worcester, MA 01608

Phone: 1-508-368-9988 (TRS 711)
Email: compliance@fallonhealth.org

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, the
Compliance Director is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue SW., Room 509F, HHH Building
Washington, D.C., 20201

Phone: 1-800-368-1019 (TDD: 1-800-537-7697)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

16-735-009 Rev. 01 4/17

22



20-670-020 Rev. 00 11/20

1-866-330-6380 (TRS 711)
8 a.m. -5 p.m., Monday-Friday
fallonhealth.org/medsupp

= fallonhealth
]

& life assurance company, inc.
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Notice to applicant regarding replacement of Medicare Supplement insurance

Fallon Health & Life Assurance Company, Inc.
10 Chestnut St.
Worcester, MA 01608

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.

According to your application/information you have furnished, you intend to terminate existing
Medicare Supplement insurance and replace it with a policy to be issued by Fallon Health & Life
Assurance Company, Inc. Your new policy will provide 30 days within which you may decide,
without cost, whether you desire to keep the policy.

You have 30 days to review your policy and decide whether to keep it, EXCEPT that if you are newly
enrolling in a Medicare Supplement 1 plan, then you are not permitted to switch within the same
company into a Medicare Supplement 1A plan until you have been covered by the company's
Medicare Supplement 1 plan for a period of at least 12 months.

You should review your new coverage carefully.

Compare it with all accident and sickness coverage you now have. If, after due consideration, you
find that the purchase of this Medicare Supplement insurance is a wise decision, you should
terminate your present Medicare Supplement coverage. You should evaluate the need for other
accident and sickness coverage you have that may duplicate this policy.

STATEMENT TO APPLICANT BY ISSUER, INSURANCE PRODUCER OR OTHER
REPRESENTATIVE:

| have reviewed your current medical or health insurance coverage. To the best of my knowledge,
this Medicare Supplement insurance policy will not duplicate your existing Medicare Supplement
coverage because you intend to terminate your existing Medicare Supplement coverage. The
replacement policy is being purchased for the following reason(s), (check one):

Additional benefits

| No change in benefits, lower premiums

Fewer benefits and lower premiums

Other (please specify):

-I.- allonnealtn

& life assurance company, inc.

(more on other side)



Important:

(1) State law provides that your replacement policy may not contain any pre-existing
conditions, waiting periods, elimination periods or probationary periods.

(2) If you still wish to terminate your present policy and replace it with new coverage, be certain
to truthfully and completely answer all questions on the application. Failure to include all
material information on an application may provide a basis for the company to deny any
future claims and to refund your premium as though your policy had never been in force.
After the application has been completed and before you sign it, review it carefully to be
certain that all information has been properly recorded.

(3) Do not cancel your present policy until you have reviewed your new policy and are sure that
you want to keep it. If you cancel your present policy and then decide that you do not want
to keep your new policy, it may not be possible to get back the coverage of your present

policy.

Signature:

Signature of applicant Date

EEE-'faIlon health

&life assurance company, inc.

Fallon Health & Life Assurance Company, Inc. is a wholly owned subsidiary of Fallon Community Health Plan.
19-686-132 Rev. 00 7/19
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