2025 Summary of Benefits

Jan. 1, 2025 — Dec. 31, 2025

888-645-6025 | TTY 711
Seven Days a Week, 8 a.m. to 8 p.m.
(Oct. 1 to March 31)

Monday - Friday, 8 a.m. to 8 p.m.
(All Other Times)
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BlueCross Rx Value (PDP)
$5953-001

BlueCross BlueShield of South Carolina is a Medicare Advantage PDP organization with a Medicare
contract. Enroliment in BlueCross BlueShield of South Carolina depends on contract renewal.

The benefit information provided in this booklet is a summary of what we cover and what you pay. It
doesn't list every service that we cover or list every limitation or exclusion. To get more information
about costs, benefits, or rules please review the Evidence of Coverage, which is located on our
website at www.SCBluesMedAdvantage.com. You may also call Customer Service to ask us to mail
you an Evidence of Coverage.

To be eligible: To join BlueCross Rx Value you must be entitled to Medicare Part A, and/or be
enrolled in Medicare Part B, and live in our service area. Our service area is South Carolina.

How to reach us:

e If you are a member, call toll-free 1-888-645-6025 (TTY users call 711).

e If you are not a member, call toll-free 1-800-930-2836 (TTY users call 711). (Calls to this
number are answered by a licensed insurance agent.)

e From October 1 to March 31, you can call us 7 days a week from 8 a.m. to 8 p.m. Eastern
time. All other times, you can call us Monday through Friday from 8 a.m. to 8 p.m. Eastern
time.

e Our website: www.SCBluesMedAdvantage.com

Monthly Premium, Deductible and Limits
Monthly Plan Premium $89.70

If you receive premium assistance, your plan premium may be
reduced.

If you have Part B, you must keep paying your Medicare Part B
premium.

Part D Deductible $0 deductible on Tier 1
$590 deductible for Tier 2, Tier 3, Tier 4, and Tier 5

Prescription Drug Coverage

The following section includes information about what we cover and what you pay during the three
“drug payment stages” of our plan’s benefits. The stages are Yearly Deductible, Initial Coverage and
Catastrophic Coverage. Your cost-sharing may change as you enter another stage of the Part D
benefit. For more details, call us (the number is on the cover of this booklet) or see your Evidence of
Coverage. The Evidence of Coverage is also available on our website.

Yearly Deductible Stage: During this stage, you pay the full cost of your Tier 2, 3, 4 and 5 drugs until
you have reached the yearly deductible. The deductible doesn’t apply to covered insulin products and
most adult Part D vaccines, including shingles, tetanus, and travel vaccines.
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Initial Coverage Stage: During this stage, the plan pays its share of the cost of your drugs, and you
pay your share. You stay in the Initial Coverage Stage until your total out-of-pocket costs reach
$2,000. You then move on to the Catastrophic Coverage Stage.

Catastrophic Coverage: The Catastrophic Coverage Stage is the third and final stage. Beginning in
2025, drug manufacturers pay a portion of the plan’s full cost for covered Part D brand name drugs
and biologics during the Catastrophic Coverage Stage. Discounts paid by manufacturers under the
Manufacturer Discount Program do not count toward out-of-pocket costs. If you reach the
Catastrophic Coverage Stage, you pay nothing for covered Part D drugs.

Part D Prescription Drug Benefit
Deductible | You pay $590 deductible on Tiers 2, 3, 4 and 5 only.
Stage
Preferred Retail (In-Network) Standard Retail (In-Network)
Initial
Coverage
Stage 30-day Supply 60-day Supply 90-day Supply| 30-day Supply | 60-day Supply |90-day Supply
Tier 1:
Preferred $12 copay | $24 copay | $36 copay $15 copay $30 copay $45 copay
Generic
UIED 2 $17 copay | $34 copay $51 copay $20 copay $40 copay $60 copay
Generic
PT'fr 3 g 15% 15% 15% 15% 15% 15%
'; err: coinsurance | coinsurance | coinsurance | coinsurance | coinsurance | coinsurance
ran
Tier 3:
Covered $35 copay $70 copay | $105 copay | $35 copay $70 copay | $105 copay
Insulin
Tier 4: Non- 50% 50% 50% 50% 50% 50%
Preferred | coinsurance | coinsurance | coinsurance | coinsurance | coinsurance | coinsurance
Tier 4:
Covered $35 copay $70 copay | $105 copay @ $35 copay $70 copay | $105 copay
Insulin
. . o o
T|er. 5 . 25% Not Covered ' Not Covered . 25% Not Covered | Not Covered
Specialty | coinsurance coinsurance
Tier 5:
Covered $35 copay | No Covered | Not Covered = $35 copay Not Covered | Not Covered
Insulin
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Mail Order and Long-Term Care (LTC)
Mail Order Long-Term Care
Initial
Coverage 30-day Supply 60-day Supply 90-day Supply 31-day Supply
Stage
Tier 1:
Preferred $12 copay | $24 copay | $30 copay $12 copay
Generic
ULLies $17 copay | $34 copay |$42.50 copay $17 copay
Generic
PTI?r . d 15% 15% 15% 15% coinsurance
reterre coinsurance | coinsurance | coinsurance °
Brand
Tier 3:
Covered $35 copay $70 copay | $105 copay $35 copay
Insulin
Tier 4: Non- 50% 50% 50% o ,
. . . 50% coinsurance
Preferred @ coinsurance | coinsurance | coinsurance
Tier 4:
Covered $35 copay $70 copay | $105 copay $35 copay
Insulin
. . o
T|er. 5 . 25% Not Covered  Not Covered 25% coinsurance
Specialty | coinsurance
Tier 5:
Covered $35 copay | Not Covered | Not Covered $35 copay
Insulin

Cost sharing may change depending on the pharmacy you choose, when you enter another phase of
the Part D benefit and if you qualify for "Extra Help." To find out if you qualify for "Extra Help," please
contact the Social Security Office at 1-800-772-1213 Monday — Friday, 7a.m. — 7p.m. TTY users
should call 1-800-325-0778. For more information on your prescription drug benefit, please call us or
access your "Evidence of Coverage" online.

You may get drugs from an out-of-network pharmacy but may pay more than you pay at an in-
network pharmacy.

Limitations, copayments, and restrictions may apply. Benefits, premiums, copayments, or
coinsurance may change on January 1 of each year.

To find out more about the coverage and costs of Original Medicare, look in the current “Medicare
&You’ handbook. View it online at (https://www.medicare.gov/Pubs/pdf/10050-medicare-and-you.pdf)
or geta copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, seven days a week.
TTY users should call 1-877-486-2048.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-888-645-
6025. Someone who speaks English/Language can help you. This is a free
service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-844-396-0183. Alguien que
hable espanol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: JA #2050 SRR AR 55, B INIRME % 3R T RE sl 25 My PR B O AT ] BE 1],
WUERIR T SRR 5%, B2 1-844-396-0188, HA I S LIF A R R SR IE, K&
IR RS

Chinese Cantonese: ¥ Iy e e IR bm v sEAF AT BEln], Rt S 0L e B e i
Bo WNTEREEIRYS, W 1-844-725-1516, Hfafrh 0y AR ER @ ELIEY), 8 ¢
— R,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
844-389-4839. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito
ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-844-396-0190. Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung tdi c6 dich vu thdng dich mién phi dé tra I8i cac ciu hoi vé
chudng suic khoe va chuadng trinh thuéc men. Néu qui vi can théng dich vién xin
goi 1-800-389-4838 sé& co nhan vién ndi ti€ng Viét giup dd qui vi. Bay la dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie

unter 1-844-396-0191. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.
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Korean: BAM:= o5 W3 H= ofF wHyo] ek Ao @3 =gz F5 9 Au| =&
AFH I YT B A0 T o] $3hewl 13 1-844-396-0187 WO = T3]
FHA Q. BHOIE Sz HRA wok Ze AR of Avl s PR SdH

Russian: Ecnu y Bac BO3HMKHYT BOMNPOCblI OTHOCUTEIbHO CTPaxoBoro uam
MeAMKAMEHTHOro njaHa, Bbl MOXeTe BOCMO/Ib30BaTbCA HawmMMm 6ecnnaTtHbIMm
ycnyramm nepesoaymkoB. YTob6bl BOCMONb30BATLCA yCyraMm nepeBoavmnKka,
Nno3BOHUTE HaM no TenedoHy 1-844-389-4840. BaM okaxeT NOMOLb COTPYAHUK,
KOTOpbIM roBOPUT NO-pyccku. [laHHas ycnyra 6ecnnaTtHas.

Ll 259 Jgon f aally 3l Alid (ol e Aulad dilaall (55l s jial) Cilerd 2383 L) ; Arabic

Sny Lo Gadd o s . 1-844-396-0189 e Ly JuaiVl (s 5ms chile (ol 5558 pa sia e Jpuaall
Ailae Fadd oda clinelusey Ay yall

Hindi: SHAR WA I &al &1 Yo &b IR H 31U fohil Ht U8 & Sard ¢ & ot gUR Ui g
U a1 IUT §. Tdh GUTTT T R & foTd, o §H 1-844-725-1519 TR B HY. Hlg
mﬁ@%ﬁaﬁw%%wqwawm% I8 U YUd 9T 3.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-844-396-0184. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do niumero 1-844-396-0182. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan 1-844-398-6232. Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer 1-844-396-0186. Ta ustuga jest bezptatna.

Japanese: it D REEIRER & Hh A TEET7 7 2B 5 “”FF'»:‘?I ICBEZT 5720

[N ﬂ*#@iéiﬁ# E‘Zb“fﬂ)i?‘:‘é“wiﬁ“o WERE T Bz,
1-844-396-0185 I B H % ¢ 72 3y, Elzti%%éﬁ“}\%ﬁf‘iﬁwttiﬂ Z gkl oo
— L Z2TT,
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v South Carolina

BlueCross BlueShield of South Carolina
is an independent licensee of the
Blue Cross Blue Shield Association.

75464_4_2017



	2024 MLI - PDP.pdf
	Multi-Language Insert


